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ABSTRACT

This study gimed to examine children's ideas about what to
do when they are feelingdepressed/unhappy, to investigate whether
there are sex and SES differences in the number and effecﬁveness
ratings of coping strategles given by children and finally to investigate
the relationship between the number and effectiveness of coping

strategles given and depressive symptoma.tology.

Coping strategies were obtalned by using a semi - structured

interview which consisted of mainly five questions.

Results ‘indizca.ted that children in this sample had very clear
ideas about "what you do when feeling depressed/unhappy”, “what
works best?" and a.ls;) how well thet works?", Children reported coping
strategies that could be grouped under nine coping categories. These
were; "play", "help and comfort seeking activities", “altruistic
behaviors", entertaifxment and aesthetics", “reactive behaviors",
"avoidance”, "eating", "orying", and "miscellanous”. Most frequently
mentioned ca.tegéry was play. The least frequently mentioned category
was eating. The resctive type of strategies, avoldance, and altruistic
behaviors seemed to be used less than pley, help and comfort seeking
wolivitios and ontortainmont and sostheblos strateglog by ohildron in
order to cope with their depressed/unhappy feelings. In response to the
question "what works best?", the most frequently mentioned strategies
were both play' and help and comfort seeking activities strategies.
Dealing with ehobsing the coping strategles, it wes found ‘tha.t. SES and



gender factors affect the choosing of the coping strategies. Results also
pointed out that there was a sirong relationship bstween the number of
coping strategies, their effectiveness ratings and depressive
symptomatology. Children who had high scores from the CDI reported
less number of coping strategies and gave lower effectiveness ratings
than children who had low scores from the CDL |

These results were discussed in terms of the limitations and
weakness of the present study and directions for fﬁture research were

‘suggested.



OZET

Bu calisma cocuklarin kendilerini deprese/mutsuz hissettikleri zaman_
larda, mutsuzluklariyla basa ¢ikmak icin nelem yaptik]ar1n1, basa ¢ikma
dan anlamli bir farklilik gosterip, gostermedidini ve son olarak da ¢ocuk-
lar tarafindan belirtilen basa ¢ikma yollarinin sayisi ve etkililiginin
depresif semptomatolojiyle:iliskisi olup, o]madigynjggrast1rmay1 hedefle-.:
mistir. o o

Ba$a'¢1kma'yollar1 temel olarak 5 sorudan olusan yari-yapilandi
goriisme formu aracilidzyla elde edilmistir.

Sonu§1ar orneklem kapsamindaki c¢ocuklarin "kendilerini deprese/mutsuz
hissettiklerinde ne/neler yapacaklari", "kullandiklari basa ¢ikma yollarinin
ne <adar islerine yaradiklari" ve "Hangisinin en cok islerine yaradigi" ko-
nusunda a¢ik ve net fikirlerinin oldugunu gostermistir. Belirtilen basa ¢ikma
yollari 9 kategori altinda toplanmistir. Bunlar, “oyun", "yardim arama akti-
viteleri®, "digerkam davranislar", "edlence ve estetik", "reaktif davranislar",
"kacinma", "yeme", "aglama" ve "diger" seklindedir. "Oyun"kategorisi en sik-
T1kla belirtilirken, "yeme" kategorisinin diger kategorilere oranla en az sik-
11kla belirtildigi saptanmistir. Cocuklarin "reaktif", "kaginma" ve Xdigerkam"
davranislari iceren basa ¢ikma yollarinin, "oyun", "yardim arama aktiviteleri”,
"edlence ve estetik" aktivitelerinden daha az kullandiklari gorilmistir. "En
iyi hangisi isliyor?" sorusuna verilen yanitlarda, hem "oyun" hem de "yardim
arama aktiviteleri" gibi basa ¢ikma gollarinin daha siklikia belirtildigi
saptanmistir. Soéyo-ekonomik sdéati ve cinsiyet

Sosyo-ekonomik'statﬁ ve cinsiyet faktorlerinin basa ¢ikma yollarinin
seciminde etkili -olduklari bulunmustur. Ayni zamanda sonu¢lar basa ¢ikma yol-
larinin sayisi ve etkililigi ile depresif semptomatoloji arasinda anlamli bir
iliski olduguna isaret etmistir. Cocukluk depresyonu dlcedinden yliksek puan
alan cocuklarin diisiik puan alanlara oranla daha az basa ¢ikma yollarina sahip

'''''

-
rilmis

Yukarida kisaca bahsedilen sonu¢lar calismanin sinirliliklari ve eksik-
likleri cercevesinde aartisilarak, gelecekte yapilacak calgsmalara 1s1k tutma-
s1 amaciyla Oneriler sunulmustur.

Anahtar Sozciikler; c¢ocukluk depresyonu, basa ¢ikma yollari



INTRODUCTION

Nearly everyone has experience feelings of depression or

sadness. These- fgelmgs are normal reactions to events in our dally
lives. We may feel sad when & close friend moves away, after a fight

with a girl/boyifriand or after we find that our plans will not be
fulfilled. However, clinically significant depﬁesslon is much' less
common and much more gevere than the sadness or blues we have all
experlenced.

Clinlcally significant depression 18 considered to be an
effective disturbance which is subjective . In DSM-III (APA, 1980),
"depressive disorders" category is lsted under the unipolar depression
and bipolar depresalon . In unipelar depression, a depressed individual
-expresses 8 dysphoric mood which is the essential feature of major
depressive episode. In major depressive episode, individuals usually
describe their mood as discouraged. There I8 decreased activity level
and psychomotor retardation. They usually complain of a loss of
Interest In ordinary activities, an inability to experience pleasure and
a paralysis of will. Other symptoms frequently include loss of
self-esteem, poor appetite and welght loss, sleep disturbances, extreme
fatiqus, a.bsexice of sexual urges, feeling of worthlessness, and inability
to concentrate of make decisions, which are not related to another
physical and mental disorder, (APA, 1080). Severe cases of depression
may also be accompanied by thoughts of death or even suicide
attempts.

A depressive episode may occur after psychosocial stress



(e.g. divoree) or it may appear without any obvious precipitating event.
It may last several days or weeks or it may be persistant and chronic.
After an episode, individuals may return to their normal level of
functioning. It has been estimated that in a given year 25 % of all
adults may suffer from major pervasive and prolonged depressive
symptoms (Silverman, Silverman and Eardley; 1884b). For adults, the
chances of ha,vmg a major depressive episode of clinical proportions
are one in three. The incidence of mejor depression in women is two to
three times higher than in men. . ,

Depression seems to be ) ma.nifest.ed Vw?th be#aviorz_s.l,
coé;nitivé: 4emotiona.1 and motivational symptoms. Although the
acceptance of various symptoms as characterizing depression
permitted a more comprehensive operational definition of depression in
adults, current classification systems provide no explanstion as to how
the various components of depression in adults come to be associated
with each other. In other words, they provide no understanding of the
linkage between behavioral, cognitive, emotional and motivational
symptom; ; which characterizes the depressive episode.

Childhood Depression

Unhke adult depression, there is no operational definition of
childhood depressive symptoms encompassing the behavioral, the
cognitive, the emotional and the motivational areas because research
with depressive children is still in its preliminary stage.

The manifestations of the disorder seem to differ from those



-

of adults. Tﬁe symptoms generally depend on several factors. Data
from longltuaional and epidemiological studies suggests that the
presence of symptome of depression in children varies as a function of
psychosocial development, cognitive integration and particularly the
age of the child ( Kashani and 8imonds,1979; Lefkowitz and Burton,
1978).

Deprogsion in childrun hes only rvcently boen asocopted ey o
distinct clinical phenomenon. In the beglning of twentieth contury,
researchers and cliniclans became aware of depressive symptoms in
children. Howover, thuy only emphasized the depressive phonomonon
related to the loee of en object or separation which ocours in infancy
and early childhood ( Kanner, 1947; Mahler, 1061).

In ﬁhe le.te of 1980s, based on their clinical work, clinicians
noticed tha.t‘ohildren had somewhat distinct depressive symptoms as
compared to adults. In the meantime, the question of whether
depressive eyxnpioms in children are the same as those of adults
arised. Continuous research have shown that the manifestations of
childhood depression seem to differ from those of adults. Therefore, in
the middle ef 19708, three different points of view on childhood
depression emerged, The first point of view is that thoro i{s no
depressive phenomenon in children and even if there s such &
phenomenon it i8 much more rarer than it is in adults and occurs in
infancy and early childhood ( Bowlby, 19680; Kanner, 1947; Mahler,
1681; Rie, 1966). The second idea on childhood depression is that there
may be depressive features in chﬂdren but it should be taken into

account as masked depression (Cytryn and McKnew, 1872; Frommer,
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1968; Qlasser, 1987; Toolan, 198R2). Fina]lfy, researchers have
concluded that there is & childhood depressive phenomenon, however,
its manifestations differ from those of adults. Also its manifestations
show differences depending on the developmental stage of children
(Carlson and Cantwell, 1979; Carlson and Cantwell, 1980a; 1980b;
1982; Cytryn, 1980; Kashani, 1983; Kaslow, Rehm and Siegel, 1884;
Kazdin, 1888; Kovacs, Feinberg, Crouse-Novak, Paulaskas and
Finkelstein, 1984; Malmquist, 1983; McConville, Boag and Purohit,
1973; Pearce, 1977; Poznansky and Zrull, 1870).

Although the incidence and prevalence of childhood
depression has not been studied adequately, nowadays it has been
accepted that childhood depression is a distinet and méasura.ble clinical
entity, and can occur even as early as preschool age. Research was
designed to determine certain psychosocial risk factors related to
depression, such as sex, age, intellectual funciioning and
socio-economic-status (Myers and Weilsmann, 1980). Research on
gender differences with the axception of by Finch et.al. (1988), showed
the absence of a significant relationship between sex and depression
(Aydin and DoZan,1988; Finch, Saylor and Edwards, 1985; Kashani,
McGee and Clerkson, 1983; Kaslow, Rehm and Siegel, 1984; Kovacs,
1985; Myers end Weissman, 19280; Saylor, Finch and Spirito, 1984a;
Saylor, Finch and Baskin, 1884b; Slotkin, 1988). Furthermore, it has
been shown that sex and age were not related to depression but that
there seems to be an inverse relationship between cognitive functioning
end depression. Examining the relationship between socio-economic

-status and depression, Lefkowitz and Tesiny (1985) found that a risk



exists for severe; depression at lower and upper levels of SES. Other
studies, with exception of Kashani et al., (1083) showed that there 15
a negative rela.t!ionship between depression a.x;d BES ( Aydin and
Doéa;ﬁ, 1988; Hirschfeld and Cross, 1982; Lefkowitz and Tesiny, 1980;
1088; Oy 1991). However, there is still argument about whether SES is
g risk factor to childhood depression.

Mére typically, the clinical manifestations of childhood
depression are viewed as a characteristic mood of sadness and
unhappiness, social withdrawal, logs of self-esteem (self-depriciation),
poor school-work, loss of appetite and psychosomatic complainsg, such
as headache and stomach ache (Poznansky and Zrull, 1970). If
clinicians consider the child as & miniature adult and expect symptom
similar to those seen In adult depression, many children will be
misdlagnosed and their problems will be neglected because depression
in children can also be menifested as mesked depression and may
appear a8 hyperactivity, acting out, agdgression, hypochondriasis and
delinquency (Cytryn and McKnew, 1072), or temf)er tantrums,
disobediance, truancy, boredom and restlessness (Toolan,1963). More
recently, Beck, Kovacs and Welssman (1975) and Seligman et. al.
(1984) have added hopelessness and helplessness aspects to childhood
depression.

The symptoms of childhood depression are largely ephemoral
and can more parsimoniously be explained as transient developmental
phenomena (Lefkowitz and Burton, 1978). Thus, dats culled from
epidemiological and longitudional studies (Kazdin,1988; Nowicki and

8trickland, 1073; Poarce, 1977) suggosts that age 18 an Importunt



mitigating variable. For example, Pearce (1977) found that 33 % of
children in his sample manifested insufficient appetite at age 6 but age
9 only 7.5 % of the sample showed such behavior. During development,
disturbing (reactive) behavior is likely to be exhibited by almost all
children but such behavior also tends to remit spontaneocusly overtime.
Related to the diagnosis of childhood depression, Tesearch has
advanced considerably with the application of diagnostic criteria for
affective disorder, specific to children and adolescents (Xazdin, 1981;
Varley and Werry, 1971; van Krevelen,1981). Varlsy and Werry
(1971) reviewed the cases of 1250 chiidren dia,ggoged in & hospital for
a three years period. Although they found that 7 % were diagnosed as
depression, they concluded that this figure was an underestimation.
Similarly, vean Krevelen (1871) claimed that it is difficult to diagnose
children under 10 years of age as depressed and manic because of
complexity of symptoms of depression and mania. They suggested that
these conditions are overloocked et that age. Manias tend to be viewed
as obstreperous behavior and natural vitality tends to disguise
depression. Furthermore, he argued that some cgﬁdhood neurosis could
be more parsimoniously interpreted as inchoate manifestations of later
affective psychosis. Similarly, Malmaquist (1883) stated that "the child
from B years of age to puberty may actually comprise the most hidden
group in terms of incidence”. On the other hand, Sarada (1990) noted
that there is a confusion about the use of the term, "depression",
especially in Japan. 8arada claimed that, according to current
classification systems, childhood depression as & distinet diagnosis

tends to be exceedingly rare. Of the 3000 children in Japan, one case



'bore the dia.gﬁosis; of depi'ession. In addition from over 10.000 cases
studied at two Tokyo hospitals, he found that only a few were
diagnosed as depression under the age of 18. The view that the
syndrome among the children occurs with high frequency should be
. hardly monolithic because there i8 an increasing tendency to group the
symptoms of minima.l brain disfunction, conduct disorder and
vegetative disfunctions under this syndrome . "

Although the diagnosis of depression in children has shown
this ambiguity and hetersogenity, the understanding of factors that
contribute to childhood depression is cruclal for the prevention and
treatment of the syndrome. Current evidence indicates that between 27
% to B2 % of children from clinical samples, meet the criteria for
depressive digsorder. Many of depressive children will suffer relapses
and continue to show dysfunction and that they may even make
suicidal attempts (Kazdin, 1088; Kovacs et.al, 1984.). Indeed,
although the rate of completed suicides are low prior to the age of 14,
suicidal ideation and nonfatal suicide attempts are not uncommon in
preadolescent children.Such ideation and nonfatal attempts have been
noted prior to fatal sulcides and more recently researchers claim that
there 1s a strong relationship between suicides and depression with
hopelessness (Ka.gdln, French, Unis, Esgveldt-Dawson and S8herich,
1083; Beck, Kovacs, Wolssman, 107B). Howevor, the relationship
between depression and suicidal ideation 18 unclear. There 18 a
considerable overlap between childhood disorders, such as attention
deficit disorder, hyperactivity and conduct disorder and childhood

depression. Researchers have not been able to note a clear explanation
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for the precipitating factors of suicidal ideation. They only claimed
that, there is & substantial occurrence of depressed, nonsuicidal
children as well as of suicidal but nondepressed children. Similar
factors have been cited to explain both depression and suicidal ideation
eventhough those factors are not mutually inclusive. It has been
suggested that mainly four factors may be associated with childhood
depression and suicidal intent. These factors are self-perceptions,
hopelessness, coping strategies and perceptions of family environment.
Research with adults (Folkman and Lazarus, 1986) has indicated
differences between the coping strategies of m&iviglug.ls; who have high
and low depressive symptoms. Chaotic family environment and poor
coping strategies have been posited as risk factors for depression

especially for children (Sacco and Graves, 1884; Sandler, 1980).
Models of Childhood Depression

Dm'mg the past decade, considerable effort ha.s been invested
in dstermining:vthe primary etiological factors in childhood depression.
Most reliable data has come from behavioral, cognitive and coping
models. Therefore, the present study will be selectively focusing on

these models.

Behavioral Models.
Behavioral models examine depression by analysing overt

behavior. In this model, changes in reinforcers are taken into



consideration a.s the primary etiological factor in depression. Lazarus
(1988) and Eerster (1973) claimed that a loss in the number of
reinforcement leads to depression. The work of Lewinsohn (1974) in
the area of behavioral reinforcement is based on the assumption that
depressive behaviors and feelings are elicited by a low rate of
response-contingent positive reinforcement. It was found that depressed
individual elicited fewer positive behaviors from other people.
Depressed individuals recelve less positive Treinforcement than
nondepressed individuals. They exercise fewer social gkills than
nondepreased individuals and there is a relationship between
depression and amount and type of behavioral activities engaged by the
individuals. Mitche;ll and Madigan (1983) emphasized the interpersonal
disturbance within this model. He views depression as a result of the
logs of the ability fo control interpersonal environment effectively.

Data frofn these explanations guggesta that there are several
factors which could be involved in reinforcement changes. One of these
factors mvolfres the loss of a person who previously supplied the
reinforcers. 'fherafore, it is important to note that the types of people
- providing reinforcement to an individual will vary as the person grows
older. In other wiorda. this 18 a developmental fusuo. The loss of a
mother does not result in the same reinforcement loss for a 6
months-old as it could for a 14 years-old teenager. The other factor is
the ineffectiveness of the depressed person's own skills in obtaining
reinforcemeny or In meking reinforcers available. These factors also
seem to be relavant to childhood depression. Dealing with these factors,
Jacobsen, Lakey and Strauss (1983) suggested thaet the child's

9



behavior develops in respect to people's tolerance. A child may loose
reinforcement if his/her behaviors become disturbing to other people.
On the other hand, peer support is an important factor in getting
reinforcement. Although there &are some meaningful relationships
between adult and childhood depression, emprical studies suggested
that # is unclear whether this formulation can be extended to account
for childhood depression. For example, related to peer support, Weisz
and Band (1988) found that young children do not react negatively to
a peer' s solicitation for support. When children seek support from _
adults, adults are usually more tolerant to their symptoms thanthsy -
are for the symptoms of other adults, because children are normally
perceived as being more dependent. Perhaps, adults may desire & child
to be dependent and thus depressed children are not likely to be
rejected. Dealing with socially isolated children, it was found that
dispensing of punishment was not found to be related to peer rejection.
Gottman stated that pser acceptance is directly related to children's
own Interpersonal skills. Ourr knowledge on the impact of peer
acceptance and peer regjection 1; limited. Children's skills of gaining
entry into & peer group may be different from thoss of adults.
However, this difference has not been investigated yet. On the other
hand, peer rejection and/or the lack of adequate interpersonal skills in
childhood may be related to the emergence of depressive symptoms
later on. Therefore, research should be based on different age groups
and also the research should include cognitive integration at different
developmental stages.

An alternative behavioral model has been developed by

10



Seiigman and his colleagues (Abramson, Seligmen and Teasdale, 1978;
Seligman, et al.,, 1984). Seligman' s learned helplessness theory

provided a link between behavioral and cognitive models of depression.
Seligman's 1n1tia.1 model was developed by studying dogs in
prerimenta.l situéx.tions. Subsequently, the work has been extended to
humans. He discovered that, dogs who had learned that nothing they
could do would allow them to escape from electric shock, developed a
gense of learned helplessness. Even when the dogs were exposed to the
situations in which they could escape the shock, they did not attempt to
do so. Instead, they remained inert and passive, not escaping the
avoldable aversive event. They had learned to be helpless. Therefore,
helplessness was assumed to be characterized by a reduction of
self;lnitla.tod behaviors which would lead to positive reinforcemont or
avoidance of the aversive event (Seligman, 1978).

The original model due to its shortcomings was revised in
order to take into account the causal attributions of individuals for the
bad events (Abramson et al.,, 1978). The model posits that when a
person is confronted with undesirable consequencies, the person locks
for causal explanations and attributes to explaln the reasons. In
Abramgon et gl.‘ s words, people who are depressed tend to attribute
negative outcomes to internal, stable and global factors. Attributions of
a negative evont to internal factors lead to self-depriciation. Stable
attributions lead to persistance of depressive deficits overtime and
attributions to global factors lead to the generalization of the deficit
across situations.

Several studies examined the relationship between

11



attributions and learned helplessness and childhood depression
(Fincham, Diener and Hokoda, 1987; Peterson, Seligman, 1984;
Seligman, et al.,, 1984) Seligman claims that the attributional style
approach may help to make a set of predichions about the emotional
and behavioral develcpment of children. He found that children
possessing a depressogenic attributional style tended to view thse causes
of bad events as stzhle in time, global ineffect and internal to
themselves. Finally, he concluded that depressive symptoms and
attributional styles were found to be correlated positively with clinical
depression snd poor school &gbievg;nen§. Aydm (~1988) examiz;ad the
rela.f_ioz;ship between helpless explanatory style and
popularity/unpopularity with 472 subjects from fourth and fifth grades
students in different prblic primary schools in Ankara. She found that
a significant relationship exisis between helpless explanatory style and
unpopularity in school. Dweckx (1975) reported that attributions were
effective in reducing the performance deterioration following a failure
experience in a sample of fifth grades helpless children. Weisz and
Banciir(lsas) found that young children overestimate the degree of
contingency between outcomes and behavior. This perception of
contingency declines as children mature. However, the results of the
developmental studies showed that attributional style may be nonexist
in children younger than 8 years old. Similarly, Ruble and Rholes
(cf.Fincham et &l., 1887) reported that 5 to 8 years-old children do not
regularly use their sfributions and causal schema. The use of
attributions emerges gradually begining from 8 th years. Therefore, it

can be suggested that the helplessness assoclated attributional style
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may play important role in the initiation of childhood depression or
provide a wvulnerability to it. The lterature, dealing with childhood
depression, showed that there is & correlation between The Children
Depression Inventory (CDI) which measures symptoms of depression
and Children Attributional Btyle Questionnaire (CASQ) which is a
measure of attributional style (Seligman, Kaslow, Tanenbaum, Alloy
and Abramson, 1964).

The utility of learned helplessness as & model of adult
depression remalns controverslal not only in the view of mixed
emprical findings but also in the view of continuity between mild
dopression and sovere depresulon.(Poterson and Huligman, 1084). Tho
attompt to uxu.mipa loarnod holplossnoss a8 & model of childhood
depression is likely to be even more controversial given the lack of
consensus regardhg the existance, the diagnosis and the significance of
the disorder in chiidren (Kazdin, 1981;1888).

Cognitive Model.

Cognitive models of depression emphasized the role of
negative perceptioﬁs about the self,the situation and the future in the
development and maintenance of depressive symptoms (Beck, 1979).
Prior research has demonstrated an assoclation bétween self-reports of
depressive symptoms and negative self-perceptions ( Kaslow et al.,
1084; Sa.ylor,‘ Finch, Baskin, Furey and Kelly, 1884).

| According to this model, negative self-psrceptions coms from
cognitive distortions. Cognitive distortions are thought to develop
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gradually and are probably rooted in unfavourable life experiences.
They lead to & tendency to overreact to events that exaggerates the
negative aspects of life. The individual, then, begins to engage in a
negative conceptions of the self, a negative interpretation of his life
experiences and has a nihilistic view of the future. This is proposed to
effect the depréssed individual' s interactions with the environment
and cause them to misinterpret the events. According to Beck (1979),
this can be postulated to be the first link in the chain of symptoms.

The incidence of low self-esteem and poor body image in sad
children guggest.g that ths cognitive disfgorbion model may be!useful_ in
research with children. Although the childhood depression literature is
full of examples of attempts to modify children's cognitions with the
goal of modifying their behavior, it is still not clear that results of
these studies can be simply extrapolated to the study of childhood
depression. In examining the role of developmental factors in the
formation of & negative cognitive triad, there are still questions which
can not be answered because the findings are only correlative (Kazdin
ét a.l.,19§8). These quesions are "are children capable of forming a
negative cognitive trié.d?'; *Would & negative triad, if present in
children, maintain the same relationship with emotions and behaviors
as it does in adults?”

Information processing theorists proposed that young
children should be as capabie as adults in forming a negative cognitive
triad. Although they would kave more difficulty in doing so, they are
capable of abstracting & theme because abstraction closely involves

retrieving the past experiences from memory and comparing them with
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present expériences; children seern to have this ability. However, they
are meffieiént retrievers and have difficulty retrieving memories
sponta.neously. Sélf-schema research of Zupan and Hammer (1984)
with depressed and nondepressed children, for example, has suggested
the existence of negative self-schema in childhood depression. They
found that nondepressed children have positive self-schema while
clinically depressed children have & negative schema. S8imilarly, Kazdin
et al. (1983) have found pha.t depregsed inpsatient children were
hopeless with lowered self-esteem which supports the presence of a
negative cog‘nitﬁe triad in depression, that is characterized by a
negative view of thoe self, the world and the future. However, do these
negative schema.é play an important role in the initiation and also the
ma.inta.inence‘ of jchildhoocl depression? This question can not be easily
answered from cprrent research finding . Research has only revealed
that negative scﬁemaa are absent in childhood depression between the
ages of 7 to 1R, leading to the conclusion that the lkelihood of the
formation a negg.ﬂve schemas In children may be considerable less
Ukely 1t 18 for adults. Furthermore, it 18 not olear whether a negative
cognitive triad will influence children's emotions and behaviors as it is

suggested for adults.

Coping Modoly.

There a:re a number of theoretical approaches which focus on
people's strategies of coping with stressful live events and depression.
In the literature, this approach is referred to as Coping Modsels. The
models deal with the way in which people's behavior.can ameliorate or

18



maintain their depression.

What has worked in the genetic evolutionary history of
human organism to promote survival is presumed to operate in the
current history to promote adaptation to the contemporary
environment. In other words, the mechanism of the adaptation will be
utilized in coping with normal environmental stressors.

It is reasonable to argue that whether stress will result in
clinically depression depends on how the individual copes with the
stress and/or with its 1mmediate psychological meaning for the
individuel It is said ti:e.t cogmmire and behavioral therapies provide the
iﬁdividua.l with new coping skills and perceptions to deal with future
stressor (Beckman and Adams, 1984; Kessler, 1886).

The simpliest design to assess the role of coping techniques
involves the comparison of depressed with nmdepressed individuals.
Coyne, Aldwin and Lazarus (1981) have reported that depressed
persons are more likely than the nondepressed to respond to stress by
means of help seeking and emotional support and by means of wishful
thinking. Mitchel and Hudson (1983) claimed that it may also be
important to rule out the possibility of differences in the stressors.
Parker and Brown (1982) have assessed people's coping responses
when confronted with hypothetical stressors. Results indicated that
depressed people were not discriminated by a distinctive pattern of
coping responses, but showed a general reduction of faith in a broad
range of coping behaviors, especially those that involve socialization
and involvemeni in work. This reduction largely disappeared when the

depression lifted. Sandler and Lakey (198R2) recently compared
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depressed persons who had or had not recovered from depression and
reported that the two groups differed with respect to just one coping
Stra;tegy; those ]who had been wunsuccessful ’ reported that they
systematically obéerved theilr own behavior. What' s more, Pearlin and
Schooler (1978) from their longitudional study have reported that job
loss tends to result in depression among noncopers. Coping resources
may overla.p' both with social support; environmental conditions and
with personallty . varlables. Mitchell and Hudson (1083) reported
reliable corréla.tions between famlily and environmental support and
problem solving strategies, although the relationship between coping
and depression was & cruclal fuctor., Mitchell et al. (1083) and Pearlin
ot al. (1078) concluded that the conditions in which people lived affuct
the problem solving actlvities and coping resources.

Therefore, during the past decades, the study of coping
prolifera.tedf The paradigm that appropriate coping strategles can
ameliorate the impact of life events led to several studies in this area.
Rippere (197%4; 1978; 1877a; 1977b; 1979; 1980a-e; 1981a-b; 1983)
has explored aspects of human depressed experience. Rippere has
argued that when people who are feeling depressed do thing to help
themsgelves, the& are most probably following socially transmitted
behavior recipes for deallng with the common states of mind. Rippere'
8 studies investigated two issues; kinds of antidehressive behavior and
the common stock knowledde that exists about antidepressive
behaviors. Her studies took their point of view from the central concept
. of the contemporary soclology of knowledge which is proposed by

Berger and Luckman (1987) and .the early essay on- "Common Sense
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Knowledge of Social Structure" by Garfunkel (1962) (cf.
Rippere,1980s). The term refers to accumulated experience in &
society; that is transmitted from one generation to the next and is
evailable to the individual in defining and attempting to solve problems
which pecple encounter in everyday life. Rippere (1976) claims that
the social stock of knowledge comes from typifications of all sorts of
events and experiences, both social and natural and also these
ypifications require for major routines of everyday life.

Although Joynson has written a book-lenght defense of
psecp& S unde"standin.g ca.lled Psychology and Common Sense a:ad also
Beck (cf Keneally, 1989) has written favourable of people's common
sense methods for solving the problems which they meet in their daily
*ves. Rippere' s studies have been so important because the social
smock of knowledge aboutl coping with depression did not appeared to
Zave been previously investigated in any systematic way.

In the early studies, Rippere' s aim was essentially
descriptive; to sse whether the existence of a consensus opinion about
’ﬂ....e: *thing to do when you are feeling depressed" could be

smonstrated emprically and to find out what sorts of behaviors were
regsrded as coming under this heading. The method she used was
simply to ask people "What' s the things to do when you are feeling
dspressed?”. From the answers to the question, the frequency and
Zescription of sirategies mentioned were analysed (Rippere, 1877a,b).
=2 results showed that not only did people have ideas how to cope
with depression bubt they also appeared to hold highly similar ideas

sboct what to do. The most common strategies mentioned by people
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were; see peoples, & friend 36 %, think of & reason for it 34 %, go for a
walk 32 % (Rippere, 1977a).

Other researcher have taken thelr lead from Rippers' s
methodology. Caro, Miralles and Rippere (1883) have investigated
cultural differences with a Spanish speaking sample. They worked with
fifty nonpatients Spanish adults in Valencia asked them in an
open-ended interview “What' s the thing to do when you are feeling
depressed?". They conducted a content analysis and also compalred
their date with Rippere' 8 (1977b). The results showed that Spanish
subjects had a lower ratio of consensual to nonconsensual items as
compared to British gubjocts. Bayraktar (1088) in a sample of Turkish
Universily studonts found that Turkish subjuols had a highor ratio of
consensual to non@onsonaual itoms than 8panish subjects and British
pubjects.

Applying{these notions of coping to the actions of children
requires some alt;era.tions and additions. Children differ in thelr
sensitivity to the environment. More responsive children may need to
cope with a great number of situations than less responsive youngsters
(Maccoby, 1083; qf. Compas, 1987)). Basic features of cognitive and
social development are likely to effect what children experience and
. how they cope. Important aspects of development include
self-perceptions (Harter, 1088;cf. Compas,1987), self-efficacy bellefs
(Bandura, 1081, attributions of cause (Rutter, 1081), friendships
(Kaplan, 1083) and parental rela.tionghip (Bandler, 19080). Not
surprisingly, it appears that coping during childhood is affected both by

personal and environmental factors. The degree of effective coping may
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depend on the goodness of fit between the child and the environment.
For example, if & child' s temperamental style does not effectively elicit
care taking responses from the parents, then, & poor fit exists and the
child' s coping efforts will not facilitate guccessful adaptation.
Therefore, ressarch investigating coping during childhood must take
into account the environmental context which includes availability of
resources for coping. Research and available data dealing with
children's coping with depression is almost absent. There ssems to be
only one study which investigated behavioral strategies for coping with
depression. The study was wnducbgd by Keneally (1989), who took her
lead from Rippere' s studies. Eeneally (1988) investigated children' s
common sense belief concerning behavior strategies for coping with
depression/unhappiness. It was designed to examine the hypothésis
that children may &alss possess & common stock knowledge concerning
the “"thing to do" when they are feeling depressed/unhappy. By
interviewing 120 chiliren from various ages (4-11 years-old), Keneally
had two gims; both of which were essentially descriptive. The first was
simply to see whether & ecns;ansus opinion also exists in children. The
second eim of the study was to find out which sorts of behaviors wers
regarded by children &s eoming under this heading and to see whether
these behaviors chz—mge with increased age and the final zim was to
investigate with types worked best and hov; often they worked. She
also intended to elzit some descriptive accounts of children's
understanding of sadness/unhappiness and their conceptuslization of
depression. Keneally (1989) found that children not only had ideas
about what to do when they are depressed/unh‘appy but also had ideas
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on - "what works best'. Furthermore, she found that children' s
:epertories of éntidepressive behavior increased with age. She
concluded that “children appeared to have been prepared by their
socialization for the poasibility of feeling depressed at some time and
were equipped with & repertoire of contingency plans for coping with
the situation”.

The present study was designed mainly to investigate the
coping strategies of Turkish children and their relationship with
depressive symptomatology. More specifically;

The present study was designed in orders

1-t0 examine the types of coping strategies given by children,

R-to examine whether Turkish children show concensuality in
reporting "the thing to do when they are dsepressed/unhappy".
Comparigson of the present results with Keneally' 8 results, where
appropriate wa.s also planned,

B-to examine whether there are gender and soclo-economic-status
(8ES) differences in the number of coping strategies glven by fourth
and fifth grades children and in the effectiveness ratings,

4-to investigate the relationship between the number and the
effectiveness ratings of coping strategies and  depressive
symptomatology as measured by the Children Depression Inventory
(CDI; Kovacs,1081).
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Mainly the fonomg two hypothesis will be tested;

1-Children possess a common stock knowledge concerning the
“things to do" when they are feeling depressed.

2-There will be an inverse relationship between the CDI scores
and the number of coping sirategies mentioned and the effectiveness
ratings provided by the children. Relatedly, children who obtain high
scores from the CDI will report fewer coping strategies and will have
lower effectiveness seoreé an compared to children who obtain low

scores from ’t.he CDI.



METHOD
Pllot 8tudy.

Subjects. ;
An. a.ccidenta.l sample of 30 children between 8-12 of age,
attending the .fouxi'th and fifth grades of the S8eniha Isen (S8incan) public
elementary 'schoc}l and Tirk Efitim Derne@l Ankara Kolefi (TED)

private elementaz{y school In Ankara, participated in this study.

Prooadurae,

Thg term depression 1s not commonly used in Turkey within
the context of children. This pilot study has been conducted in order to
find out which term children use to oxpress thelr dopressed foolings.

The sut;jects were glven a lst of terms and were asked,
"when you are u'nha.ppy which of the fouowingj;' terms do you use in
order to express your unhappiness? ' (8es Appendix A).
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MATIN STUDY

Subjects.

128 elementary school students attending the fourth and fifth
grades of a puplic Seniha lsen 32 girls and 32 and boys) and private
(Tark Egitim Dernedl Ankara Koleji (TED); 32 girls and 32 boys)
elementary schools in Ankara were selected for this study. In order to
examine whether there are SES difference in the frequency and the
number of antidepressive asctivities mentioned by the fourth and fifth
_ grades children, two different schools were chosen; Seniha Isen in Sincan
was chosen to represent low SES and TED Koleji, for high SES. Except
family income, children's characteristics, which may be taken as
indicators of SES; number of siblings, having & private room, fathers'
‘education, fathers' occupation, inothers‘ education, mothers' occupation
were obtained. Table 1 presents the characteristics of the low and high

SES subjects. Family income was not included due to the unreliability of
obtaining a reliable estimate in Turkey.
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Table 1. Characteristic of the High and Low SES Subjects.

Low SES High SES
Seniha Isen TED
(%) (%)
number of sIbUNES(1) .cevierrniivarionerenens [N roee B8.1 trviiens rresreseress OR.8
number of SIBUNEBCR) ..cvevreereerersorerereeeee cresrsensncnnen cesrese 28.1........ resereereens 62.8
number of sbliNgs(3) ............ evrecerssereserasenes cessecensenee O 1 7. SOOI 4.68
number of sibiUNgs(4) ..cccceeueee... ceresrsnnrstristesareonsneseee e 1120000 vereensesreonerren -
number of siblings(B) ........ seseane cevsessarer veesrresnsacronssesnsne e 0.8 iiinenns resees veor ™

number of BIBUNES(T) v.cicriviieirirrerireccsiresrerareseosascaceneseeres 4.8 ooen.

has private room ....... rererersrererersasn versrsrreens veererersrsasanannens verenne veseerrn veveses 100
father education(Uterate)......cccicvriieeeresercsinrans cesensereirroee Bl crvrreiscrniiirenenionns -
father education(left elementary school) ........................ Bl cevicriisereeniesraecsnnns -
father education(graduated elementary school) ............... BO...... cererectaresssnesnen -
father education(left junior high school)...cccirvvne covaee RS X SN veree ®
father education(reduated junior high school)

father education(left high school).....ciceevereen verertsrensoraces D U - SO,

father education(graduated high school)
father education(left university) ........
father education(graduated univer.)...

mother educatlon(Utarate) ... ..cccevveuerernrsrensenes ceresassrnenreans 14........ reserniererissses -
mother education(left elementary school) ....... reessenserssee 12B..0cveieee vessrssssnsenes -
mother education(graduated elementary school)......c...... BB.2.iciireinrarinininierees -
mother education(left junior high 8choOD) iveiieiiicirrerrenene BB ireriuserrniereensernnens

mother education{graduated junior high Bchool) ooccog {800 L. SR X 8
mother education(left high school)....... oanoo0o00og P0000 6.. ..... B 0000000000 21, 8
mother education(graduated high school) ....... coog 000000 ree® eernes ocoocoacooog VTN

mother education(graduated UMIVersity)..c...cceercirierennanns 1.5 B occoooococaSOT 75.6

*(8ee appendix D for the occupation of father/mother)

Instrument.

Thae Children Depression Inventory (CDI. The CDI, developed
by Kovacs (1881), 18 a self report inventory, consisting of &7 items
modified from Beck Depression Inventory(BDI). It was designed to be
used with pree.ciolescent children. Each item consists of three
statements, aranged to reflect Increasing order of severity level of
depression in children. The items are scored as 0-1-2, respectively. For
example, "I am sad once in a while/ I am sad many times/ I am sad all
the times". The qca,le hes satisfactory internal reliability (coefficlent
alpha 0.88; four vy'eek test re-test rellability 0.72) (cf. Seligman, et al.,
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1984). It has been validated against independent psychiatric evaluators
and correlated with self-esteem and attributional style questionnaire
scores associated with learned helplessness in children (Peterson,
1982).

The relisbility and validity of the CDI has been recently
examined in a Turkish sample by Oy (1991). By using a community
sample, she studied 432 fourth and seven grades student in three
different private and public elementary schoolsr in Ankars and showed
that the scale has satisfactory reliability (coefficient alpha 0.80 ; one
week test retest relisbility 0.77). It has been validated in the Tiarkish-
community sample by using DSM-III, (Oy. 1881). (S8ee appendix C).

Procedure.

Initially, a group administration of the CDI was conducted.
Four weeks following this administration, the students were
individually administered & seml - structured interview. The questions
of this interview were borrm;ved from Keneally's Astudy (1989). The
interview lasted bstween 10-R0 minutes. During the interview, 5
questions were asked to the children. As the final question of the semf -
structured interview, four cards were prepared to indicate the degree
to which the coping strategy chosen as the best by the worked (never,
sometimes, often and always). While asking the qpestio:n "How often
does this work?*®, the interviewer at the same time presenied the
children the four cards and asked them to choose one of them.

The questions were asked to each subject in the same order

and their replies were noted by the interviewer and a judge. The first
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question investigated the child' 8 concepts of depression. It was asked
in order to help children remember & depressed/unhappy past
experience and to provide a frame work of unhappy feelings. (See
Appendix B). |
Statistical Analysis.

Da.ta was analyzed by the use of Statistical Package for the
Social 8ciences, 8PS8 (Mle, Hall, Jenkins, stein brenner, and Bent,
1978). Descriptive statisties and coralational analysis were used and
&x8 Anova was used in ordor to examine S8E8 (low and high) und

gurder (boys and glrls) offuctu.
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RESULTS

The Results of Pilot Study.

The results of the pilot study showed that 13 out of the 15
chiliren from the lower SES (Sentha Isen) expressed their
depressed/unhappy feelings by means of the word *SAD"(Uzintd). On
the other hand, all of 15 children from the higher SES (TED) expressed
their depressed/unhappy feelings by means of the word
"UNHAFFINESS" (Mutsuzluk). Considering these results, both of the
terms *szd”® and "unhappiness® were used together in the main study.

To gain experience and to find out whether children
understand the translation of the questions of the semi-structured
interview schedule that was used by Keneally (1889), approximately
40 ckhildren between the ages 8 - 12 from different elementary schools
In Axkara were interviewed. It was noticed that Turkish children did
not undsrstand some of the questions used by Keneally in her
semi-siructured interview. Therefore some of these questions were
modified (S8ee Appendix B). These interviews were recorded on &
casselle player. However, in the main study, the interviews could not

be recorded due to practical difficulties.

Coniext Analysis.

The responses to the questions "What do you do when you
are urrezopy/sad?” and ®Which one is best at making you feel better?”
were assifned to the following categories by two post graduate

psyctoicgy students. These categories, mainly taken from Keneally
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(1989) were; "play", "help and comfort seeking activities®, "altruistic
strategies", "entertalnment and aesthetics", ‘“reactive behavior",
"avoidance", "eating", "crying" and "miscellanous". The operational

definitions provided to the judges were;

PLAY : to play with friend(s),mother, father, sister/brother and also
play alone. ‘

HELP and COMFORT SBEXING 1 elther trying to laugh or pretending to
be happy, going? to father/mother/sister/brother/teacher/care taker,
think of a reason for it, engaging in home activities,such as washing
dishes, baking a cake and so on.

ALTRUISTIO BTKATEGIEB : to help someone be happy or apologizing
(l.e; saying "I am sorry").

ENTHRTAINMEBNT and AUSTHETIOS : This catogory inoludus various
formas of behaviors dealing with entertainment activities, such as going
to the cinema and watching tv and also art activities, such as drawing
& picture and a.lag caring for pots (dogﬂ,ca,ta,fmhqgs).

RUACTIVEH BEHJWIOR ¢ this ocstogory inoluduvs various formo of
aggressive behaviors, such as slamming doors, fighting with
sister/brother/friend, getting angry, ripping up posters,
note-books/books, shouting as well a8 biting.

AVOIDANGCH : going to sleep, forgoting about it or going away on tholr
own.

HATING : to eat someting

CRYING: to cry

MISCELLANOUS : this category include unidentified responses, such as

‘going to the house,sitting down and thinking about her/his self.
R0



A response was operationalized as any element of behavior
that could be performed independently from a.ny other. The same
response that was mentioned more than once was counted as & single
behavior.

Reliability of Coding.
Interrater Reliability.

The coding was done by two separate raters. During interview
the responses of the children were noted down both by the interviewer
and cne other rater who was a pmversity student. After completingthe
data collection, the inierviews were subjected to content analysis by the
two post graduate psychology students. The raters were in complete
agreement in 125 ot of 128 cases or 97.6 % of time. In terms of the
items, they were in complete agresment in 440 out of 442 cases or
88% of time.

Qualitative and Quantiistive Anslyses.

Each nonrepeated response was opera,tiona]ly essigned to the
nine categories describaed in the previous section by two psychologist.
For example, the reply “tell my mother and play" was counted as two
responses. The categories In which there was not complete agreement
were °Altruistic sTslegies” and “"Miscellanous”. Total number of
responses collected wzs 883 (mean = 6.898, sd. =4.058 and ranges =

1-16). The number ¢f nonrepetitive responses were 442.
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Iib'etJuency Strategles Given by the Sample in Different Ca.tegories.

Table 3. shows the frequency of strategies given by children
in different categpries. Asg it can be seen from teble R, the “play" and
"help and comfort seeking activities" strategies were mentioned most

frequently. Eating strategies were mentioned the least.
Table 3. The !frequency of Strategies Mentioned.

Frequency Percentage

PIAY coocriiremiessnenssssaenes s 108....ce0veiv00es0. BR.8
Help and comfort seeking......... erererreernnens 10B..ccvucrenes veeeens B8R
Entertainment and aesthetics.........c.vuv.s w101 78.9
Roactive DORavVIOr ... OB 7.0
Avoidance....... vooo i Y « W cooooocoog IO RO viieerenirinnne, 18.8
Altrulstic behavior............. W ooooooog iboo0s 18.iiiiiiiirinennnnns 14.1
Bating .coooviecrieniiinciinenns A 000000z B 00000000 18 iiiiivicnriennns 12.B
Misgcollanous........c..... I onoooad R ooocoooa i B.vens oooooo T 3.9
Consensuality Ratios.

'I'hé term consensuality was designed as the response (1.e;
coping strategy) mentioned by more than one child. In order to obtain
consensuality ratios, responses mentioned by children were subjected to
frequency analysis. The analysis of the responses showed a great
consensuality ratio. 91.4 per cent of the responses were mentioned by
more than one child. Consensuality ratios reported by Keneally with
British sample was 62,8 per cent Table 3 shows the per cent of
consensual and nonconsensual items of the present study (Turkish)

and of Keneally's study (British).
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Table 3. Number and Percentage of Consensugl and Nonconsensual

Items,
British(%) Turkish(%)
Consensual .............. 573N - TR 91.4 (43D
Nonecomsentuasl ......... B7.Bennrienncnneennnns 8.6 (1D

The Most Effective Coping Strategy Chosen by The Sample.

Childrez were required to give only one response to the
question; * Whizh one is best at making you feel better? ®. The most
frequently men:imed‘stratégies were ”piay" end "help end comfort
seeking sactivities®. In other words, the most frequently mentioned
items on *What works best® were play, play with friend(s), toys, going
to friend(e) and/or washing dishes, play with my computer, reading.
These findings seem to support the presence of a consensus concerning
the ‘“best th=g t do" when these children are fecling
depressed/unharpy (table 4).

Table 4. The Freguency of Answer to the Question the "Which one is
the best at making you fecl better?”.

Frequency Percentage
Pl creeivecetereernenrererenraens 42 eiererrrreerencnens 32.8
Help end co—fort seeking .......... 4R ceeiereirreninenns 32.8
Entertzirment coeerececcenaens 14 .iiiiiiiiincnnns 10.9
ARG ceeeeeeeeeeeeeeeeeeeeeeeenae e ) - S 10.9
Reactive Delavior.ccvreceiircrennennn, Bttt 2.3
Altruistic Dehavior..cieiiciercernnnnns ) RPN 0.8
AVOICETCE iiiciarciienerre e e ) ORI, 0.8
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Children's responses to the question; "How often does this
make you fesel better?" is shown in table B, as percentages in each
response cateqory. Keneally's results are also given in this table
Digsumilar, from Keneally's five dimensions (never, not very often,
sometimes, often and always) the present study used dimensions due to

language difficulties (table B).

Table B. Peroentage of Answers to the Question "How often does this

make you feel better?"

Present Study Keneally' s 8tudy

Nover. . .oivveenens - coo 4,8% veviirenien A 000000 0%
Bometimes....uvreicririineees PO srviiiirienennnine. 10%
T O 5069 ..cvvvverererereesees B0
ATWAYE. eovvvoresossrerresseers BBBYS 1oovosrrososeesoesess 0%

The Results of 8x2 ANOVA for Number of Coping Strategies
Mentioned, Number of Responses in Each Coping Category and CDI

scores.

The responsen given by children to the question "What do you
do when you are unhappy/sad?" were analysed by 2x2 ANOVA (Sex
and SES) for the total number of coping strategies given and also for
number of items in different categories; play, help and comfort seeking

activities, altruistic behavior, entertainment and aesthetics, reactive
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behavior, avoidance, eating, crying, miscellanous catepories and the
effectweness ratug for the best coping response chosen, in order to
examine sex and SES differences. (Kirk, 1968; and Nie, Hall, Jenkins,
Steibrenner and Bent, 1875). Similarly the CDI scores were also
examined by x2 Anova, in order to investgate SES and gender effects.

Table 6: Summary Table of 2x2 Anovza Results for Number of Item
Given, Effectiveness Ratings and all Coping Categories.

Girls Boys F Sax Low SES  High SES P school
: . - (mean) (msan) (mean) - {mean)

FNumbear of item given 8.87 7.13 0.58 4.88 0.20 60.02**
Play 1.69 2.5 14.14* 1.42 2.81 37.04*
Help and comfort seeking 2.00 1.60 5.84* 1.34 2.18 16.43%*
Altruistio 0.27 0.08 10.88%* 0.08 0.25 8.00*
Entertainment 1.68 1.7 1.42 1.13 2.63 35.52*
Reastive bahaviour 0.22 0.58 8.77* 0.20 0.89 8.06%*
Avoidance 0.10 0.14 0.48 0.23 0.08 4.16*
Fating .e..0.13 0.13 0.00 0.00 0.28 20.66**
Crying 0.45 0.13 19.39** 0.22 0.38 3.86
Misesllanous 0.03 001 0.20 0.02 0.08 1.84
Effectlveness 3.08 3.31 2.33 2.84 3.08 2.46
[020)1 .. 12.27 11.30 0.85 11.73 11.83 0.92
**p<.001 *p<.08

Table 6 gives the results of the Anova enalysis and the mean
values for gender (boys and girls) and S8ES (Jow and high).
Total Number of Coping Strategies Given.

For number of coping strategies mentioned, the analysis
yielded only a significant main effect for SES (F(1,127) = 60.02; p
<.001). Generally, it seems that children from the higher SES mention

more coping strategies than those from the lower SES.

Number of Coping Strategies Given in Different Categories.
Within the play category, the analysis yielded a significant
maeain effect for sex (F (1,1R7) = 37.04; p <.001). Examining the means
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presented in table 6, it seems that boys gdive more play related
stratogies compafed to girls. Furthermore, there was a significant main
effect for SES (F(1,187 = 37.04; p <.001). It seems that children from
the lower SES ga.‘ye fewer play activities than those of higher S8ES. The
analysis also yiel&ed sex and SES interactions for play activity (figure 1),

Pigure 1: Number of Play Ralated Items Glven by Girls and Boys From
the Low and the High SES,

4-—1_

mean

nuimber
of play
fesponsey 2.16
y 55 5
1.63
1.22 ._,--ﬂnn-u-
=
Gids Boys

SENIHAISEN = w o wa m

Ag can be seen from figure 1, although thers is a slight
difference between girls and boys in the Lower SES, the difference
between girls and boys 1s only significant in the highe;' 8ug.
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Within the help and comfort seeking category, a significant
mair. effect was found for sex (F(1,127) = 5.84; p<.001) and SES (F
{1,127) = 158.43; p <.001). That is, generally, girls seem to use more
help and comfort seeking activities than boys On the other hand,
children from the lower SES seem to use fewer help and comfort
seeking strategies than children from higher SES.

In terms of altruistic behaviors, the ansalysis yielded a main
effect for both sex (F (1, 127)= 10.88; p<.001) and SES (F (1, 187)=
8.00; p<.001). There is also an interaction of sex and SES for altruistic
behavior, (F (1,127)= 5.55; p<.05). While girls appeared to use slightly
moré sltruistic related strategies than boys in the lower SES, the
gender difference was sgnificant only in the higher SES.

Figure 2: Number of Altruistic Behavir Items Given by Girls and Boys

from Lower and Higher §ES Groups.
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On the entertainment and aesthetics ' category, the analysis
yielded a significant meain offect of SES (F (1, 187)= 35.8R; p<.001).
Children from the lower SES mentioned fewer entertainment and
aesthetics a.cﬁivities than those from the higher SES.

A significant main effect of sex (F (1, 127)=6.77; p<.08) and
SES8 (F (1,137)= 8.01; P<.08) was found for the reactive behavior
category. QGenerally, boys mentioned more reactive behaviors than
girls. Dealing with the main effect of 8ES, children from the higher SES
seemed to use more reactive be‘\ha.viors than those from the lower 8ES.

For the avoldance category, the analysis did not yleld a
signifcant main effeot for sex but there was a significant BES effect (P
(1, 127)=4.16; p-;.OB). Children from tho lower SEB8 appeared to use
more avoldance activities than those from the higher 8ES.

For the eating category, there was only a significant main
effect for SES (P ‘(1, 1237)= 20.86; p<.001). Children from the higher
SES seemd to giv}a more eating strategles than those from the lower
SES. Infact, childxf'en from the lower SES did not mention any eating
strategles in order to cope with their depressed/unhappy feelings.

Dealing with the crying category, there was a significant
main effect of sex (F (1, 1837)= 19.39; p<.00l1). QGirls, generally,
appeared to use more crying strategles than boys.

At miscellanous catogory, the analysis did not ylold any
significent main effect for sex (F (1, 137)= 0.20; p>.08) and SES (F (1,
127)= 1.84; p>.08).

For the effectiveness ratings, the analysis did not yield any
slgnificant main éffect for sex (F (1, 1R87)= 0.78; p>.08) or SES
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F (1, 127)= 0.98; p>.05).

The mean score of the CDI for the whole sample was 11.78
(s.d. = 5.58; ranges = 3-33). Taking the cut-off score of 19 (Oy, 1891),
12.5 per cent of the present sample scored above 19. Although girls
scored slightly higher than boys (Girls: M = 13.27; Boys: M_= 11.30),
this difference was not statistically signjfieam.. {xR Anovas did not
show a significant main effect for either sex (F (1, 127)= 0.84; p>.05)
or SES (F (1, 127)= 0.003; P>.08).

Relations with Depres@ Scores.

To search whether there is an inverse relationships between
the Children Depression Inventory scores and the number and
effectiveness ratings cof coping strategies as hypothesized, pearson
correlation coefficients were computed. There was & high correlation
between both the numbsr of responses given and the effectiveness
ratings and ths CDI scores (table 7).

Table 7. The Results of the Correlational Analyses.

Kumber of items Effectiveness
eotYL WO B.89 eoeereereerennrenreenns 3.19
1o RO 4.08 it 0.80
hi=ka T == RO I-16 coeiereieiciiieiiirnnne 1-4
b SRR UUTR 0.89*% e -0.80*
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After obtaining a high correlation between the number of
responses given and the effectiveness ratings and the CDI scores, in
order to examine whether there was a difference between children who
had low and high scores from the CDI, two groups were formed by
taking the subjecf.s scoring at the top 2B per cent of the CDI score
range for thié san}ple (high CDI; (n=41)_M = 18.23; sd= 4.40) and by
taking those scoring et the bottom 28 pre cent of the CDI distribution
(ow CDI, (n=39) M, = 8.20; sd= 1.90). 8Bubsequently, the number of
items given and the number of responses in each category given by the
low and high CDf groups were compared by t-tests. The results are
given in table 8. As can be seen from table 8, low and high CDI groups
differed significently in all comparisons except for reactive behavior,
avoidance and crying categories. More specifically, the high CDI group
gave less copingw strategles (i.e; number of responses), gave less
responges in the play, help and comfort seeking, altrulstic bohaviors,
entortainmont und  avstholios wnd eablng oatogorios than the low ObI
group. Furthemndre, the high CDI group ge.ve; lower effectiveness
ratings for the "best coping response" they have chosen as compared

to the low CDI group.

Table 8: The t-test Results of High and Low Depression Scores Groups,

Low CDI Group High CDI Group T value

(Mean) (Mean)

Number of {tems . ..ccocveerneennen 10.87.cccevencnnannnes B.BB.eeeriannnn 10.74**
Play . coieneeirmreesisnesinnieinnrennion B3.28 . irrieiirirenns 107 iiiiveceninnns 7.69**
Help and comfort.......covevnenas 2.71..... erreservae 0.98.0cccviiiininnns 7.81*
ALrUIBtIo covveevirerininnenicnsiienenns O0.8Biviiiiinninnns 0.07 ciriviviiiinens 1.03°*
Entertainmenrt........coecvavenenes .80 i 0.78 ccicrerenerveens 8.48**
ReactiVe cocvvivvreiiieiecnenncanconans 0.83.c0civiinieninnns 0.3L.ciiccinnnens 1.09
Avoldance.....cceeernerrerrererecnanns 0.07 ccieiiienrannnnn 0.21.cccivrvrennnnee 1.80
Babing...coociviviereinecnnienreesnencene 0.30.0iurinieranes 0.00..cccvvivinnnns 4,22+
(03472 5 o7 SOOI 0.3B.cuccnvninnnnnees 0.8l .crieireecnnnnes 0.39
Bffectlveness .ccccevveeececerennnnes 4.00.cccieeurnrnenes RA48..ucevveenennn.. 8.66**

** p<.001 * p<.08
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DISCUSSION

The aims of the present study were to examine chjldren;s
ideas about what to do when they are feeling depressed/unhappy, to
investigate whether there are sex and SES differencses in the number
and effectiveness ratings of coping strategies givem by children and
finally to investigate the relationship between the number and
effectiveness of coplng strategies given and  depressive
symptomatology.

The results of the present stduy seemed to support the view
that children have ideas about what to do when they are feeling
depressed/unhappy. Furthermore, there appears to be a consensus
amongst Turkish children about "what works best" for alleviating
depressed/unhappy feelings. Therefore, the view that there is a canon
of common sense "things to do when feeling depressed/unhappy"”
appears to have been met (Keneally, 1989 Rippere, 1977b) Thus, the
first hypothesis of the present study seems to have been supported.
The consensuality ratio found in the present study is greater than that
found by Keneally (1888) in a British sample. Bayraktar (1888) in an
adult Turkish sample also found & higher consensuslity ratio than that
found for the British sample. This difference may be related to the
differences between the age ranges of the two samples. Keneally
studied children distributed =across seven age groups whereas the
present study was conducted on & more homogeneous -age group.
However, this difference may also be related to cultural differences and
needs to be investigated in future research.

Children in the present sample reported coping categories
that could be grouped under nine coping categories. These were;
“play", "help and comfori seeking activities®, "altruistic behaviors",
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"enterteinment and aesthetics", "reactive behaviors®, "avoidance",
"eating", ‘"crying", and ‘“miscellanous", Crylng strategles were
reported by Turkish children more frequently than Keneally's sample.
Therefore, unlike Keneally, the strategles were taken into account as a
- distinet coping qa.tegory in the present study. Most frequently
mentioned ca.tegox;-y was play. Help and comfort seeking activities
strategles were mentioned in the second order, aid entertainment and
asesthetics strategles were mentioned in the third order by the Turkish
children. The least frequently mentioned category was eating. The
reactive type of strategles, avoldance and altruistic behaviors seemeod
to be used less than play, help and comfort seeking activitles and
entertainment and aesthetics strategies by Turkish children in order to
cope with their depressed/unhappy feelings. In response to the question
"what works best?", the most frequently mentioned strategles by
Turkish children were both play and help and comfort seeking activities
strategles. The least frequently mentioned sirategy was altruistic
behaviors strategies. Thus play and help and comfort seeking activities
strategies were glven most frequently and also were chosen as the best
responses to reduce depressed/unhappy feelings.

Thess results seem to be similar to Keneally's findings. She
found that play and help and comfort seseking activities strategies were
chosen by the British children most frequently, (Keneally, 1989).
Keneally (1980) in discussing her findings proposed that "equal
proportions of ten years - old and eleven years-old children mentioned
both play related strategies and help and comfort seeking activitles
strategies. On the other hand, nine years-old children mentioned
entertainment and aesthetics strategles most frequently in order to
cope with their depressed/unhappy feelings.". She added thet this may

be due to the soclalization processes in particular circumstances.
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Examining the effectiveness ratings given for the response
chosen as the most effective, it sesmed that “often® and “always"
dimensions were mentioned by the Turkish children most frequently.
The proportion of the children choosing these dimensions appears to be
similar to Keneally's results. Thus, it seems that the majority of the
children were able to delineate a specific coping response which they
believed "often" and “always®" worked. This supports the assertion
that there is a common stock of knbwiedge on what to do when feeling
depressed/unhappy and also knowledge on which strategy works best.

The invesiigation of the SES factor revealed that children
from the higher SES sesm t0 mention more coping strategies than
children from the lower SES. The higher number of coping strategies
given by children from the higher SES may bs related to their lLving
conditions; family structure, socialization processes and the appraisals
made by these children or the larger variety of activities available to
the children from the higher SES, such as playing with a computer,
going to Atakule, playing with technic lego and so on. While eating
strategies were mentioned by the higher SES children, children from
the lower SES did not mention any eziing strategies to cope with their
depressed/unhappy feelings. On the other hand, children from the
lower SES mentioneZ avoidance stralegies more frequently than those
from the higher SES, (1. e. going to sleep). Thus, it seems that although
the higher SES children report more coping strategies from the
majority of categories, there is a reversal of this trend for the
avoidance strategies. Children from the lower SES seem to report
avoidance strategies more than the higher SES children.

The present findings pcinted out that there are gender
differences in the types of coping strategies reported. Girls appeared to
use crying, help and comfort seeking activities and altruistic strategies



more than boys whereas boys mentioned play related strategiles and
reactive type of xstra.tegies more than girls. The reactive type of
strategies mentioned by boys included aggressive behaviors, such as
fighting, getting aﬁm, slamming doors, ripping up posters/books and
biting. Thus, boys and girls seem to prefer different strategies in
dealing with depreésed/unha.ppy feelings.

Although there seems to be gender differences in the coping
strategles chogen, there seems to be an interaction of gender and SES
for play and a.ltmistic behavior categories. Play related strategies do
not seem to ghow significant gender differences in the lower SES
whereas In the higher S8ES the gender difference is significant; boys
reporting more play related strategles than girls. Dealing with the
altruistic stra.tegieﬁ, there I8 again only a significant difference in the
higher SES; girls give more altruistic strategies than boys. Although In
the lower SES, girls mentioned more altrulstic strategles than boys, this
difference did not reach statistical significance. Thus, it seems that
boys and girls from the higher SES exhibit more differentiation in
terms of the copmg responses they chose whereas gender does not
seern to make a airong impact for play and altruistic strategies in the
lower SES.

These findings seem to support the notion that development
and experience in a particular environment provides considerable scope
for children to pick and choose recipes that are likely to be appropriate
to and applicable in their own circumstances, (Keneally, 1989).
Rippere (1080 ¢, 1981) has argued that when people who are fueling
depressed do things to help themselves, they are most probably
following soclally trensmitted behavior. Furthermore, it is claimed that
the conditions in which people live affect their problem solving
activities and coping resources, (Mitchel and Hudson, 1983; Parker and
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Brown, 1982; Peartn and Schooler, 1879). It has also been
demonstrated that the cognitive depelopment, social environment and
the parental relationship affects the coping resources and problem
solving activities of children, (Compas, 1887; Kaplan, 1883; Sandier,
1980).

However, degling with gendsr, the adaptiveness and
appropriateness of traditional gender role socialization have been
increasingly questiored In recent years, as advantages of gendser role
flexibility have bscome more apparent, (Katz a.nd Boswell, 1988).
Although no theory gves us a ccherent account of the total process of
sex-role development, cognitive devélopment theorists, such as
‘Kohlberg (ef. Fago!l end Leinbach, 1988) and social learning theorists,
such as Mishel (cf. Fagot and Leinbach, 1989) have alerted us to the
importance of cognitive regularities in the child's understanding of
gender and the important role of the environmental input in the
formation of this understanding. Supporting these theoretical
approaches, it has been demonstrated that children are surrounded by
environmental input about gender from family, peers and the
mass-media and that children msake their own attempts to understand
the world and to form categories that help them to organize their
world, (Fagot and Leinbech, 1989; Fagot and Hagan, 1991; Katz and
Walsh, 1891). The results of the present study seem to be partially in
line with the cogritive models, and soceial learning theory. However,
gender differences in the play and altruistic strategies categories
appeared $o be significant only in the higher SES. Although in the lower
SES, boys end girls differed slightly in mentioning both plzy related
and altruistic straisgies, these differences were not stetistically
significant. This may be related to the small sample size used in the
present study and future research on & larger sample may provide a



more reliable finding on the gender and SES interaction.

In order to examine the relationship bstween number of
coping strategies, their effectiveness ratings and the depression scores,
correlational analysis was conducted. Results showed that as expected,
there was a strong relationship between the number of coping
strategies, their effectiveness ratings and the depression scores. After
obtalning these correlations children with low and high CDI scores were
compared for the number of coping strategles given, number of
strategles given in sach catedory and thelr effectiveness ratings. The
results showed that children who had high scoros from the CDI
reported less number of coping strategles, and gave lower effectiveness
ratings than children who had low scores from the CDI. These findings
support the nqtioé that depressed children lack coping strategies or if
they have some coping strategles they mey be ineffective. Therofore,
this finding is in line with the coping models and supports the second
hypothesis of the present study. The present findings pointed out that
although children show consensuality in reporting strategies to cope
with depressed/unhappy feelings, SES and gender have effects on these
strategles. Furthermoré, there ia a difference between children having
high and low CDI ‘scores, indicating that depressed children may have
less and lneffectivé coping strateglos.

However, the present study had & number of shortcomings
which need to be consldered in future research in order to arrive at
more reliable conclusions about children's coping strategies and their
relationship with deopression. The present study slined to oxamine
Turkish children's coping strategles, their aasoclation with
depression/unhappiness and gender and SES differences. However, in
order to adequately answer all these questions, the sampls size should
have been I&rger. The sample should have included various age groups.
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Furthermors, while interviewing the children, it would have been more
reliable to use a recording instrument. In the present study, a
recording instrument could not be used. Therefore, the interviewer had
to ask a judge to be present during the mterviews; The children's
verbalization abilities may have been affected by being interviewed in
the persence of two unfamiliar adults. Thus, in future research, it may
be beneficizl if the interviewer spends some time with the children in
order to get familiar with themn before administering the interview.
Another shoricoming of the present study was that the CDI was
administered four weeks before the interview and since the CDI is a
measure of depressive symptomatology, in future research it will be
more vTeizble to- have a shorter time gap -between the CDI
administration and the interview.

Despite these shorcomings, & number of conclusions can be
derived from the present results. The present findings showed that
there is a substansial common core in the responses produced by
children. Furthermare, children had very clear idess about which
behaviors worked, and how well they worked. The choice of coping
strategies In children seems to depend largely on the external
conditions; socialization, their own family interactions and also
environmental conditions. The gender and the SES effects which may
reflect éifferent family structures and soclal contexts seem to support
this suggestion. Finally, the number of coping strategies given by
children ssem to be related to depressive symptomatology.

Athough there are some differences in choosing coping
strategies, there eppears to be some cross - cultural similarities in the
strategies reported for coping with depression/unhappiness. The high
consensualily ratio and the similarities in the categories mentioned by
Turkish ckiliren and the British children seem to support this
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sugdestion. Updoﬁbtly. the existence of s common stock of knowledge
does not mean that these coping strategies will be equally effective for
everybody in every situation. However, they may provide a starting
point for children's effective coping.

In future research, on children's concepts of
depression/unhappiness and the relationship between depression and
effectiveness of chﬂdren's coping strategies longitudional research may
prove to be more fruitfull in elucidating the relationship between coping
and depression. it may also be fruitfull to examine children from
various age groups and employ ohjective observation procedures in
children's dally lives or in laboratory settings in order to check the
validity of self .- reports given by children. Furthermore, future
research using e:?cparlmenta.l manipulations may yleld information on
the causal directions between depression and coping strategies. Another
line of mvestiga.tibn can be the tralning of depressed children in coping
strategies and examing the effects of such a training on their level of
depression. The p;'esent results pointed out that when questioned about
"what to do 'wheﬁ feeling depressed/unhappy", children seem to have
answers. However, more research is needed in order to see how
offective these stratedles really are in coping with real life
depressad/unha.pby feelings and to examine whether children really do
engage in these behaviors when they feel depressed/unhappy.
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APPENDIX A
PILOT CALISMANIN SORU FORMU

- “Mutsuz oldugunds mutsuzlugunu ifade etmek igin asafidaki
sbzciiklerden hangisini kullamirsam?*®

a- Sikmtih

b- Kederli

¢- Mutsuz

d- Caresiz

e- Y1k11m.1$

- Uzintalid

g- Bezgin
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APPENDIK B
INTERVIEW SCHEDULE
UYGULAMADA KULLANILAN GORTSME SORULARI
1-8ana gbre, mutsuz / 4zlintdld olmak ne demek?
2-Mutsuz/dzintill oldugunda bu mutsuzlugunu/izintind
geolrmek icin neler yaparsin?

5-(86yled1éi aktiviteler tekrarlanarak) Bunlar mutsuzlugunun/
tz{intinin gegmesine yardimel oluyorlar mi?

4-En ¢ok hangisi mutsuzlugunun/izintiniin gegmesine yardimel
yardimer oluyor?

B-(s8yledigl a.ktlirite) Bu mutsuzlugunun/izintinin ge¢gmesine
herzaman m1 yardime: oluyor? Genellikle mi yardimel oluyor?
bazen mi ya.rdilmcl oluyor? Yoksa mutsuzlugunu hi¢ bir zaman
gecirmiyor mti?(Her zaman, genellikle, bazen ve hig¢ bir zaman
boyutlar: kﬁoﬁ;k kartlara yazilip,bir yandan soru sorulurken, bu
kartlarda 90cu§un 6niine koyulup,igaret ederek segmesi istenmigtir)
(Kartlarmn siras: randomize edilmigtir.)

KENEALLY'S INTERVIEW SCHEDULE

1-Do you know what the word depressed means?

R-What do you do when you are depressed/unhappy/sad?

3-Does this ma.kje you feel better?

4-Which one is ﬁést st making you feel better? }

B8-Does this work?...

Never, not very often, sometimes, often, always (the order of

. these cholces was randomised).
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LPPENDIX C ..
GOCUKLUK DEPEESYON OLOEGE

Adi Soyadi Tarth

Cinsiyeti Okul

Dogum Tarihi Smf
Sevgili 6grenciler,

Asagida gruplar halinde baz ciimleler yazihidir. Her gruptaki

climileleri dikkatlice ckuyunuz. Her grup igin, bugin dahil son iki hafta
icinde size en uygun olan climlenin yanindaki numaray: daire igine ah-
niz.

A.

Tegekkiirler
1) Kendimi arada sirada {izgin hissederim.
2) Kendimi sik sik {izgn hissederim.
3) Kendimi her zaman Gzgin hissederim. . -

1) Islerim highir zaman yolunda gitmeyecek.
2) Islerimin yolunda gidip gitmeyeceginden emin degilim.
3 Islerim yolunda gidecek.

1) Islerimin ¢ogunu dogru yaparim.
2) Islerim ¢ogunu yanhs yaparm.
3) Herseyi yanhg yaparim.

1) Birgok seyden hoglamrim.
2) Bax seylerden hoglanmirm.
3) Higbir seyden hoglanmam.

1) Her zaman k543 bir gocugum.
2) Cofu zaman ktd bir ¢gocugum.

3) Arads sirada k6th bir cocugum.

1) Arada sirada basima k&tG birseylerin gelecegini disGnirim.
2) 8ik sik basima kotl birgeylerin geleceginden endigelenirim.
3) Bagima ¢ok k&t seyler geleceginden eminim.

1) Kendimden nefret ederim.
2) Kendimi bsZenmem.
3) Kendimi beZenirim.
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1) Bitin kdtd geyler benim hatam.
R) Kbt geylerin bazilar: benim hatam.
3) Koth geyler genellikle benim hatam degil.

1) Kendim1i 6ldiirmeyi diiginmem.
2) Kendimi 8ldirmeyl disinirim ama yapmam.
3) Kendimi dldiirmeyl diginiyorum.

1) Herglin icimden aglamak gelir.
2) Birgok giinler igimden aglamak gelir.
3) Arada sirada i¢gimden aglamak gelir.

1) Hergey herzaman beni sikar.
a) Hergey sik sik beni sikar.
%) Hergey arade sirade beni skar.

1) Insanlarla beraber olmaktan hoglanrmm,
R) Cogu zaman inganlarla birlikte olmaktan hoglanmanm,
3) Higbirz zaman insanlarla birlikte olmaktan hoglanmam.

1) Herhangl birgey hakkinda karar veremem.
2) Herhangt birgey hakkinds karar vermek zor gelir,
&) Herhangl birgey hakkinda kolayca karar veririm.

. 1) Gizel/Yalugikll sayilirim.,

R) Ghzel/ Yakigikli olmayan yanlarim var.
3) Cirkinim.

. 1) Okul 6devlerimi yapmeak i¢in her zaman kendimi zorlarim.

2) Okul édevierimi yapmak i¢in ¢ogu zaman kendimi zorlarim.
3) Okul 8devlerimi yapmak sorun degil.

1) Her gece uyumakta zorluk gekerim.
2) Bircok gece uyumakta zorluk gekerim
) Oldukga iyl uyurum.

1) Arada sirada kendimi yorgun hissederim.
2) Birgok gin kendimi yorgun hissederim.
3) Her zaman kendimi yorgun hissederim.
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. 1> Eemen hergin camim yemek yemek istemesz.
2) Gogu gin canum yemsk yemek istemez.
3) Oldukes iy! yemek yerim.

1) Agr1 ve sizlardan endige etmem.
2) Gogu zama agn ve sizilardan endige ederim.
3) Her zaman afr1 ve sizlardan endige ederim.

. 1) Eendimi yalniz hissetmem.
2) Gogu zaman kendimi yalmz hissederim.
3) Her zaman kendimi yalmiz hissederim.

. 1) Okuldan hi¢ hoglanmam.
) Arada sirada okuldan hoglanirim.
3) Gogu zaman okuldan hoglamrm.

. 1) Birgok arkadagim var.
2) Birkag arkadagsmm var amas dahe fazla olmasm isterdim,
3) Hig arkadagim yok.

. 1) Okul basarm iyl
2) Okul basarmm eskisi kadar tyi degil.

3) Eskiden iyi oldugum derslerden g¢ok basarisizim.

. 1) Higbir zaman dier gocuklar kadar iyl olamiyorum.
2) Eger istersem diger gocuklar kadar iyi olurum.
3) Diger gocukler kadar iylyim.

. 1) Kimse beni sevmez.
2) Beni seven insanlamn olup olmadifindan emin degilim.
3) Beni seen insanlarin oldugundan eminim.

. 1) Bans sbyleneni genellikle yaparmn.
2) Bana sBdyleneni ¢ofu zaman yaparim.
&) Bana sbyleneni higbir zamnan yapmam.

. 1) Insanlarla iyi gecinirim.

2) Insanlarla sik sik kavga ederim.
3) insanlarla her zaman kavga ederim.
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APPENDIX D
ixi FARKLI SOSYOBKONOMIK DUZEY COCUKLARININ ANNE VH
BABA MESLEKLERE

| SENIHA ISEN ILKOKULU(SINCAN)

Baba Meslegi Anne Meslegi
1sci(Tarim,ingaat,fabrika 17 Evhammi 58
Kamyon-otobiis gofér B Ogretmen 1
D.D.Y'da atesgl 1 Belediye meclis iyesi 1
Elektrikei(ingaat) 2 Devlet memuru 1
Tamirci(torna) 4 Bankada odaci 1
Terzi(kendi diik.) 2 Temizlik 1g¢isi 1
Cayci & Gtindelikgli P2
Sttet 1 Terzl 2
Bahgivan 1

Dogramac 2

Ingaat bekeist 1

Isportaci 1

Tezgahtar 1

Esnaf 8

Kondiktor Y b

Guivenlik gbr.(banka) 3

Devlet memuru(diz) 8

Ogretmen(ilk,lise) 2

Hizmetlithastane) : 1

Pazarlamacy | ‘ 1

Teknigyen 1

1gsiz 3
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TURK EGITIM DERNEGI ANKARA KOLEJT ILX KISIM

Baba Meslegi

Borsa isleriyle ilg.
Ogretim gor.(ini.)
Avukat

Ozel tegebbis

Noter

Save:

Desinatdr
Yapimca(TRT)

Adli tabib

Dis hekimi

Kuyumecu

Gazeteci

Metalurji mih.(6zel gt)
Cerrah(operatdr)
Making mtih.(6zel gt)
Doktor(gocuk uzm.)

Bilgisayar programecisi

11

10

Anne Meslegi
Kuafér(sahibi)
Ev hanimi |
Ya.plmcl(TRT)
Ogretim gér.(Gni.)
Eczaci(sahibi)
Mimar

Stilist

Ogretmen

Sehir plan. uzm.
Dighekimi
Glzellik uzm.
Desinatdr
Violonist
Ogretmenkolef)
Sosyal hiz. uzm.

30

12

)

0 b

*(meslekler;uluslararas: meslekler smiflandirmasina gére alinmigtir)
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