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Thesis Abstract

Ayse Arslan@lu “The Relationship between the Social Skills and Perceived Quality
of Life of Boys with Attention-Deficit/Hyperactivity Disorder-Rteminantly
Hyperactive-Impulsive Subtype (ADHD-H)”

The aim of the current study was to investigate the relationship between the
social skills and perceived quality of life of boys (n=35) with Attention-
Deficit/Hyperactivity Disorder-Predominantly Hyperactive-ImpuésBubtype
(ADHD-H) ranging from 8 to 12 years of age.

Social skills were measured by the Social Skill Rating Scale-Teanbde
Social Skill Rating Scale-Parent Form; SSRS-T and SSRS-F; reghe¢Gresham
& Eliot, 1990), perceived quality of life was measured by the Quality of la&deS
for Children with ADHD; AD/HD-QOL (Dolgun, 2003).

The results of the study displayed that social skills of boys with ADHD-H
were perceived by their teacher as low (mean=27.4, sd=10.2), especially the
cooperation skills (mean=7.71, sd=4.1). On the other hand, parents of these children
were perceived their children’s social skills as average (mean=48.3, sdr&b)
domains [assertiveness (mean=14.6, sd=2.9), cooperation (mean=9.4, sd=3.4), self-
control (mean=10.3, sd=3.1) and responsibility (mean=13.8, sd=2.5)]. Also, these
children perceived their social skills as average both at home and at school.
Additionally, children with ADHD-H perceived their quality of life at school
(mean=56.3, sd=12.8) and at home (mean=64.9, sd=11.8) as average.

The current study highlights the social skills and quality of life of boys with
ADHD-H. The findings suggest that children with ADHD-H, especially btysre
were differences among teacher and parent perceptions and teachevegaenoee
problems in the social skills of children with ADHD-H. Thus, gathering infolrnati
from multiple informants is very important before doing interventions about social
skills of children.

In other words, the current study presents a picture of boys with ADHD-H in
terms of social skills and quality of life for professionals who work with these
children.

(291 words)



Tez Ozeti

Ayse Arslan@lu “Dikkat Eksikligi/Hiperaktivite Bozuklgu-Agirlikli Hiperakitif-
Impulsif (DEHB-H) olan Erkek Cocuklarin Sosyal Beceri @alleri ve Algiladiklari
Yasam Kaliteleri Arasindakili ski”

Bu calsmanin amaci; 8-12 yayrubu erkek ¢ocuklarin (n=35) sosyal beceri
gelisimleri ve algiladiklari ygam kaliteleri arasindaki gkiyi arastirmaktadir.

Sosyal beceri galimi Gresham ve Eliot tarafindan 1990’da gglilen Sosyal
Beceri Derecelendirme Sistemigf@tmen ve Sosyal Beceri Derecelendirme Sistemi-
Ebeveyn Formu (SSDS-O/E) ile algilananam kalitesi Dolgun tarafindan 2003
yilinda gelitirilen Dikkat Eksikligi/Hiperaktivite Bozuklgu Yasam Kalitesi Olcgi
(DE/HB-YKO) ile dlculmistir.

Calsmadan elde edilen sonuclarda; DEHB-H’si olan erkek ¢ocuklarin sosyal
beceri gekimleri 6gretmenleri tarafindan gik (Ort.=27.4, SS=10.2) olarak
algilanmstir. Bunun yani sira, DEHB-H’si olan erkek ¢ocuklarin sosyal beceri
gelisimleri anne-babalari tarafindan orta diizeyde (Ort.=48.3, SS=8.5) algilatnmi
Ayrica, cocuklar da sosyal becerilerini anne-babalari gibi orta diizeyde
algilamaktadirlar. Buna ek olarak, cocuklaggra kalitelerini evde (Ort.=64.9,
SS=12.8) ve okulda (Ort.=56.3, SS=2.8) orta dlizeyde algilamaktadirlar.

Bu calsma, DEHB-H tanisi alan erkek ¢ocuklarin sosyal becerilerine saarya
kalitelerine g1k tutmaktadir. Sonugclar gostermektedir grétmen ve anne-baba
algilari arasinda fark vardir vgrétmenler bu ¢ocuklarin okulda daha fazla sorun
yasadgini disinmektedir. Bu nedenle, sosyal becerigygine yonelik uygulamalar
yapmadan once farkli kaynaklardan bilgi toplamak dnemlidir.

Bir bagska desisle, bu calma DEHB-H'si olan erkek ¢ocuklarla ¢gdn
profesyonellere, bu ¢cocuklarin sosyal becerisgeleri ve algiladiklari ygam
kalitesine yonelik bir resim sunmaktadir.

(212 kelime)
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CHAPTER 1

INTRODUCTION

Children across a wide range of age, gender, ethnicity and socioeconomic
status sometimes may have problems because of their behaviors. These behaviors
related problems such as anger, damaging things, impulsivity (Schroeder & Gordon,
2002) which may be the precursors of behavioral disorders later on. Behavior
problems of children are divided into 2 general categories: externalizingpre
and internalizing problems. Externalizing problems are “outer-directed and involve
acting-out, defiant and noncompliant behaviors”. On the other hand, internalizing
problems are “more inner-directed and involve withdrawal, depression and anxiety”
(Gimpel & Holland, 2003, p.2). There are 3 externalizing disorders: attention-
deficit/hyperactivity disorder (ADHD), oppositional defiant disorder ()@nd
conduct disorder (CD) (Gimpel & Holland, 2003). Attention-Deficit/Hyperagtivit
Disorder (ADHD) is one of the most common behavior disorders of childhood
(National Institutes of Health, 2000). It involves a set of behavioral chasticter
(such as; restlessness, impulsivity) which are disruptive behaviors thalempe
child’s ability to function in his/her environment (classroom, home and other places
such as the playground). These behavioral characteristics affect tHe socia
development of children with ADHD (Bain, 1991, Parker & Aster, 1987). Disruptive
behavior is a “diverse set of behaviors that includes temper tantrums, excessive
whining or crying, demanding attention, noncompliance, defiance, aggressive acts
against self or others, stealing, lying, destruction of property and delinquency”

(Shroder & Gordon, 2002, p.331).



ODD is defined irDiagnostic and Statistical Manual of Mental Disorders
(DSM-IV) as “a recurrent pattern of negativistic, defiant and hostilevieh
toward authority figures” (APA, 1994, p.91). ODD is a developmental precursor to
Conduct Disorder which is defined as “a repetitive and persistent pattern gidoeha
in which the basic rights of others or major age-appropriate societal noraleor r
are violated” (APA, 1994, p.85).

ADHD is a complex phenomenon which consists of several subtypes
[predominantly inattentive subtype, predominantly hyperactive and impulsive
subtype, and combined subtype (DSM-1V, APA, 1994)]. Each subtype of ADHD
has specific characteristics which may lead to different sociakeciygs such as
building up a relationship or maintaining friendship with peers (Boo & Prins, 2007).

During social relations, the child needs some skills which are very significa
for the quality of social life (Fussell, Macias & Saylor, 2005). The relatipnshh
friends in social life depends on social rules that expect certain behaviorgye.g
contact during the conversation, facial expression, speech speed, voice toné, control
according to the situation (e.qg., following play rules and finishing a task)imaad t
(e.g., during play, class hour) (Gresham, 1986). Cooperating easily with others,
being friendly and helpful are very beneficial and necessary components fogmaki
new friends and maintaining the already formed friendships (Erdley & As889).

For some children, even making new friends is not an easy process. Children
with ADHD are among these groups of children and they experience significant
problems during the process of friendship and social relationships (Zentaligdg€ass
& Javorsky, 2001). Because of disruptive behaviors, such as impulsivity or
overactivity, children with ADHD are not liked much by their peers and they are

mostly rejected (Flicek, 1992). It is found that children who are rejectdukby t



peers show disruptive behaviors more than children who are not rejected, and these
children are rejected mainly because of their disruptive behaviors (Erdéesphér,
1999). ltis like a recursive situation. The reasons of this recursive situegjara
finding appropriate solutions to problems with peers (Grenell, Glass & Katz, 1987),
inadequate skills (such as; reading social cues), and ability to contrdd¢hewiors,
which hinder social relations (Hubbard & Newcomb, 1991). The presence of
problems in the social skills of children with ADHD restricts the opportunities of
their social development as well (Fussell, Macias & Saylor, 2005).

Peer acceptance, friendships and peer networks for adjustment aradak crit
issues for all children, especially for children or adolescents with A[B#gwell et
al., 2001). Matthys, Cuperus and Van Engeland (1999) found that children with
ADHD had difficulties in understanding and analyzing cues of social intensciind
social problems and had difficulties in generalizing their knowledge abestan
this social process (Matthys, Cuperus & Van Engeland, 1999 cited in Boo & Prins,
2007). Interestingly, they can find some solutions to problems in social situations but
as opposed to their peers, the solutions they find not appropriate solutions to solve
their problems (Zentall, Cassady & Javorsky, 2001). Grenell, Glass an{1R8&)
conducted a study about children with ADHD and their peers. According to the
study, they investigated the peer interactions of 30 children [n (total)=30 boys, n
(ADHD)=15 and n (control)=15] ranging from 7 to 11 years of age and they used
Conners Abbreviated Questionnaire (Goyette, Conners & Ulrich, 1976), Social
Knowledge Interview (SKI, Geraci & Asher, 1980), and Peer InteracticasMes
(Grenell, Glass & Katz, 1987). They found that children with ADHD are less
friendly, less affective, less relationship enhancing, and show less impulse.dantrol

addition, they cheat more and use non-communicative speech during free play times.



Because of these reasons, children with ADHD are defined as less @esadbers
during free play or work by their peers. On the other hand, when the games become
more structured, they are equally performed as children with ADHD andotess

did (Grenell, Glass & Katz, 1987).

Problems surrounding the social relations of children with ADHD affect both
themselves and their peers. The perceived quality of life (QoL) of childtan wi
ADHD signals significant problems in terms of their social well-béigrobar et al.,
2005). Their perception of their QoL [e.g. self, relationship, environment (such as;
home and school)] and general QoL are low, especially from the self (sense of who
they are) and relationship (peer and family relations) perspectives whictlabed to
relationship with peers and others (e.g., parents) (Toposki et al., 2004). Hence, it is
highly plausible that there may be a relationship between the social ekills a

perceived quality of life of children with ADHD.

Current Study

The characteristics of children with ADHD-predominantly hyperactive-
impulsive type (ADHD-H) and the relationship between the perceptions of teache
parents and children with ADHD-H in terms of social skills are the main afrthe
current study.

Every child is unigue in his/her needs, difficulties (social, emotional,
cognitive and health related) and perceptions. Children with ADHD need more help
with their social relations than their normally developing peers do. It is very
important to understand their needs, difficulties and perceptions while workimg wit

these children (Carlson, Mann & Alexander, 2000).



The purpose of the study was to investigate the characteristics (&dtsal s
and quality of life) of children with ADHD-predominantly hyperactive-impués
subtype and the relationship between the social skills (perceived by teachdr, pare
and self) and quality of life (perceived by self at school and home) of childtien wi
ADHD —H between ages of 8 and 12 [atanbul. The significance of this study is to
find some practical information for the practitioners about the characteastic
children with ADHD, especially the hyperactive-impulsive subtype, and ty shed
social skills of these children, how they perceive and are perceived by others.
Understanding the perception about the quality of life of children with ADHD is
useful for developing educational interventions. During the process of intervention,
working on problems with social skills, peer relations and perceived quality,of life

and developing the required skills for these problems are very important

Research Questions

1. What are the characteristics of children with Attention- Deficit/Hgpevity
Disorder-Predominantly Hyperactive-Impulsive Subtype (ADHD-H) from
the focus of

a) Their social skills from the perspectives of teachers and parents
b) Their perceived quality of life from the perspective of children

2. What is the relationship between the perceptions of teachers and
parents of children with Attention-Deficit/Hyperactivity Disorder-
Predominantly Hyperactive-lImpulsive Subtype (ADHD-H) in terms
of their social skills measured by the Social Skills Rating System-
Elementary Teacher Form and Social Skills Rating System-Parent

Form (SSRS-ETF and SSRS-PF; respectively)?



3. What is the relationship between the perceptions of children with Attention-
Deficit/Hyperactivity Disorder- Predominantly Hyperactive-Impugsi
Subtype (ADHD-H) measured by Quality of Life Scale for Children with
AD/HD (AD/HD-QoL) and the perceptions of their teachers in terms of their
social skills measured by the Social Skills Rating System-Elementary
Teacher Form (SSRS-ETF)?

4. What is the relationship between the perceptions of children with Attention-
Deficit/Hyperactivity Disorder- Predominantly Hyperactive-Impudsi
Subtype (ADHD-H) measured by Quality of Life Scale for Children with
AD/HD (AD/HD-QoL) and the perceptions of their parents in terms of their
social skills measured by the Social Skills Rating System-Parent Form

(SSRS-ETF)?



CHAPTER 2

REVIEW OF LITERATURE

Attention-Deficit/Hyperactivity Disorder (ADHD)

Attention-Deficit/Hyperactivity Disorder (ADHD) is one of the most
common behavioral disorders of childhood (National Institutes of Health, 2000).
Barkley and Murphy (1998) define ADHD as a “specific developmental disorder
seen in children that comprises deficits in behavioral inhibition, sustainedattent
and resistance activity level to the demands of a situation” (Barkley & Murphy,
1998, p.1) and as “developmental disorder of self-control” (Barkley, 2000, p. 19).
Cognitive control (attention, focusing on a task), affect regulations (anger
management) and their mutual influence on one another in behavioral regulation and
development are the components of ADHD which is characterized by ineffective,
disorganized behavior (Nigg & Casey, 2005). Children who have impulsive behavior
problems are mostly viewed as having ADHD. These children mostly have attention
and impulse control problems. The inattentive symptoms of ADHD are related to
cognitive control, whereas the impulsive symptoms of ADHD are relatedetdiaé
responding and poor cognitive control. These symptoms may cause problems when
children need to change their behaviors according to the needs of situation& (Nigg
Casey, 2005).

There are some diagnostic criteria for ADHD (see Table 1). According to
these criteria, symptoms of ADHD interfere with functioning in at leastdfxthree

contexts: at home, in school and/or in school contexts.



Table 1.Diagnostic Criteria for ADHD

A.Either 1 or 2

1) Six (or more) of the following symptomsioéttention have persisted for at least 6 months to a
degree that is maladaptive and inconsistent witkeldpmental level:
Inattenion
a)Often fails to give close attention to details ak@s careless mistakes in schoolwork, work,
or other activities
b)Often has difficulty sustaining attention in tagksplay activities
¢)Often does not seem to listen when spoken to drect
d)Often does not follow through on instructions aaisfto finish schoolwork, chores, or duties
in the workplace (not due to oppositional behawiofailure to understand instructions)
e)Often has difficulty organizing tasks and acti\gtie
f) Often avoids, dislikes, or is reluctant to ergagtasks that require sustained mental effort
(such as schoolwork or homework)
g)Often loses things necessary for tasks or actd/{geg. toys, school assignments, pencils,
books, or tools)
h)ls often easily distracted by extraneous stimuli
i) Is often forgetful in daily activities

2) Six (or more) of the following symptomsofperactivity-impulsivity have persisted for
at least 6 months to a degree that is mptaagaand inconsistent with developmental
level:

Hyperactivity
a) Often fidgets with hands or feet or squirms in seat
b) Often leaves seat in classroom or in other sitaatio which remaining seated is expected
c) Often runs about or climbs excessively in situaionwhich it is inappropriate (in
adolescents or adults, may be limited to subjedtedings of restlessness)
d) Often has difficulty playing or engaging in leiswetivities quietly
e) Is often “on the go” or often acts as “driven bsnator”
f) Often talks excessively
Impulsivity
g) Often blurts out answers before questions have bempleted
h) Often has difficulty awaiting turn
i) Often interrupts or intrudes on others (e.g. btk conversations of games)

B. Some hyperactive-impulsive or inattentive symmgdhat caused impairment were present
before 7 years of age.

C. Some impairment from the symptoms is prese@tan more settings (e.g. mood disorder,
anxiety disorder, dissociative disorder, arspeality disorder).

Code based on type:
314.01 Attention-Deficit/Hyperactivity Disorder, Combined Type: if both criteria A1 and
A2 are met for the past 6 months
314.00Attention-Deficit/Hyperactivity Disorder, Predominantly Inattentive Type: if
criterion Al is met but criterion A2nst met for the past 6 months
314.01 Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive, Impulsive Type:
if criterion
A2 is met but criterion Al is not nfet the past 6 months
314.9 Attention-Deficit/Hyperactivity Disorder Not Otherwise Specified

Diagnostic and Statistical Manual of Mental Disasjef". Ed. (DSM-IV). Coppyright 1994.
American Psychiatric Assosiation.



This disorder is described with 3 subtypes: predominantly inattentive type,
predominantly hyperactive and impulsive type, and combined type (DSM-IV; APA,
1994). Comorbidity of this disorder, which is the condition whenever two different
disease processes are present in an individual (Pliszka & Swenson, 1999), such as
Learning Difficulty, Conduct Disorder, Oppositional Defiant Disorder, isegmely
common (Weiss & Weiss, 1996) Approximately half of the clinical referredremil
with ADHD have problems associated with aggression (Barkley, 1998). Medication
is mostly used to improve low academic productivity, task related motivation and
problematic interactions with adults and peers as well as behavioral teerapie
(Abikoff & Klein, 1992).

Children with ADHD have important features that affect their everyday life
(see table 2). They generally act without thinking and control, and they may even be
distracted by any kind of noise in the classroom (Barkley & Murphy, 1998). They
exhibit excessive movement to finish a task, and also experience difficulty in
concentrating on a specified task (Barkley & Murphy, 1998). These children may
pass from one activity to another but without finishing one totally. They also have
problems with their daily routines, such as difficulty in remembering important
things, managing and organizing themselves (see for a review, Barkley & Wlurph
1998). Another common problem of these children is “self-regulation”, such as
“following rules and instructions, formulating and adhering to their own plans”
(Barkley & Murphy, 1998, p.3). Because of these features, they become unpopular
and experience problems with individuals around them (Lewis, 1996). Impulsiveness
is defined by some researchers to be the primary problem of children with ADHD
(Rubia & Smith, 2001) and it has been suggested as the main symptom responsible

for the negative outcomes for children with ADHD (Barkley, 1997).



Table 2.Characteristics of ADHD

Infants and
Toddlers
(0-24 months)

Preschoolers (3-5 years)

Early school age

(age 6-8 years)

Middle school age

(9-12 years) Adolescence (13-18 years)

Difficult Behavior problems
temparement *Overactivity
*Overactivity *Impulsivity
*Intensity of *Noncompliance
emotions *Aggression
*Negative mood Accidental poisoning
*Poor Accidental injury
Physiological Delayed toilet training
Regulation Preschool/day care

Problems
*Lack of persistence
*Oppositional behavior
* Problems with group
Activities
*Appears immature

Behavior problems

*Restless
*Noncompliant

*Conduct problems
Attentional problems
*Short attention span

*Off task

*Poor listening

*Doesn’t follow

directions
Peer problems
Requires close

supervision

School problems Adteptioblems
*Underachievement *Poor school
(18-53%) performance
*High error rates *feaituremember
*Fails to complete assigm
assignments uréRaitomplete
*Learning disabilities: @iesient
reading arglizge- *Underachievement
based (25 %) Conduct proliflems
*Disruptive behaviors aggression
*Poor social skills *Rebedgsis
*Poor self-control *Defiancehofigyt

*Poor athletic skills
*Peer problems
Home problems
*Irresponsible
*Forgetful
*Stealing, lying, property
destruction

*Violation oflfarales
*Immature and/or
irresponsible behavior

*Car accidents
*Drug use

*Delinquency

Low self-esteem
Depression
Poor social relations

Attention-Deficit Hyperactivity Disorder: A Handbkdor Diagnosis and Treatment (3rd Ed.). Copyrigbd6. Barkley, R. A.

10



According to Barkley (2006), it was rated that3 % to 5 % of children were diatjnose
with ADHD. Among these children, approximately 3:1 in boys more than girls as the
gender ratio in community samples (Barkley, 2006). Girls and boys with ADeID ar
quite similar in their presenting symptoms, but girls are considerablyKkestl
manifest aggressive behavior (Barkley, 2006). Children with ADHD are edféor
clinical interventions from schools mostly between the ages of 6 and 9 (Lewis,
1996). Although ADHD cannot be reliably diagnosed during preschool years (Blum,
Mercugliano & Power, 1999), impulse control problems, short attention span and
hyperactive behaviors are evaluated as cues to further problems throughtatgme
school and even into the adolescence (Spira & Fischel, 2005). Fifty to eigbéyiper

of school aged children, who have been diagnosed clinically, hold the ADHD
diagnoses in adolescence and 10 % to 65 % of these may continue even into
adulthood (Barkley & Murphy, 1998). A study on preschool children was conducted
by DeWolfe, Byrne and Bawden (2000). In their study, they investigated the
differences between preschool children with and without ADHD [n (ADHD, mean
age 4.8) =25 and n (control, mean age 4.9) =25] and used parent ratings of behavioral
and psychosocial correlates in their study [Family Assessment Megsugzal

scale (FAM-1II: GS; Skinner et al., 1995), CBCL (Achenbach, 1991), SSRS-P
(Gresham & Eliot, 1990), CPRS (Conners, 1990)]. As a result, they found that
preschool children with ADHD were seen as more aggressive, hon-compliant,
demanding and less adaptive and less socially skilled than their normallgpiegel
peers and they were unaware of or insensitive about their actions and the impacts of
their actions on others. Although parental ratings are very important fornieacis

to differentiate the children with or without ADHD, there are differencesds

parents’ and children’s self-ratings. Preschool children with ADHD ratedstblees

11



as competent and socially accepted compared to their normally developing peers
(DeWolfe, Byrne & Bawden, 2000). According to S. Campbell’s study; with
maturation, children with ADHD rate themselves lower at the ratingsmpetence
and social acceptance (Campbell, 1994 cited in DeWolfe, Byrne & Bawden, 2000).
Gol and Jarus (2005) stated that children with ADHD have difficulties in
functioning in social interaction and everyday tasks. They conducted a study with 51
children [n (ADHD) =27 and n (without ADHD) =24] and used the Assessment of
Motor and Process Skills (AMPS, Fisher, 1997). As a result, they found that during
intervention phase and they develop their skills of social interaction (Gaiu&,Ja

2005).

Subtypes of ADHD

ADHD is a neuro-developmental disorder. According to DSM-IV, there are
three subtypes for ADHD: predominantly inattentive subtype, predominantly
hyperactive, impulsive subtype, and combined subtype; primarily problem with poor
attention, primarily problem with hyperactive-impulsive behavior and problem with
both sets of problems, respectively. The diagnosis of children with ADHD is given
according to the stated criteria of DSM-IV which persist for at leastriims to a
degree that is maladaptive with the developmental level of individuals (DSM-IV;
APA, 1994).

According to DSM-IV (APA, 1994), children with predominantly inattentive
subtype of ADHD experience problems in academic and social situations.ailhey f
to give adequate attention to details or make careless mistakes. It isrttheehi to

stay on a task until it is finished. They often look as if their mind is elsewhere and

12



they are not listening. They cannot easily switch from one task to another and have
difficulty in organization (DSM-1V, APA, 1994). In addition, they may easily forget
their daily activities. In social situations, symptoms of inattentiorcaffesir
conversations, their ability to follow other people’s speech, details or rutegashe

or an activity (DSM-IV; APA 1994).

Children with ADHD may differ from one another in the symptoms they
exhibit (McMahon, 1994)According to subtypes, children with ADHD may
experience different problems. Banks (2004) investigates the social knowledige
performance of children with ADHD especially focusing on impulsivity, agipas
anxiety and academic achievement. The study was conducted with 80 children
between the ages of 11 and 14 [n(predominantly inattentive)=38 n(combined
type)=42] and the parent form of Social Skills Rating System (SSRS; Gré&ham
Elliot, 1990), Self-Control Rating Scale (SCRS; Kendall & Wilcox, 1979), Child
Behavior Checklist (CBCL; Achenbach, 1991) and Wide Range Achievement-3
instruments were used (Banks, 2004). According to the results of this study, children
with predominantly inattentive subtype of ADHD have more knowledge about social
situations and knowledge on how to control themselves than the children with
combined subtype of ADHD. Both groups of children have different abilities in
social situations, children with the inattentive subtype are more coopeddtiken
with the combined subtype are more assertive (Banks, 2004).

Short, Fairchild, Finding and Manos (2007) stated that children with
inattentive subtype of ADHD have more academic problems whereas those with
hyperactive subtype have more behavior problems. They have worked with 318
children with ADHD ranging in age from 4 to 18 years [n (inattentive subtyp®&)

and n (hyperactive/combined subtypes) = 167] and used the parent and teacher forms
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of The Abbreviated Symptoms Questionnaire (ASQ; Conners, 1969), Social Medical
Questionnaire (SMQ; Mannos, 2004). As a result, they found that behavior problems
were different depending on the age of the child diagnosed with ADHD. Children in
the youngest group (age range 4-6.9) had more problems with hyperactivity than the
older two groups (age range 7-9.9; 10-15) and surprisingly, the older group of
children was more likely to have inattention and externalizing problems than younge
children (Short, Fairchild, Finding & Manos, 2007). It is because children with
ADHD begin to engage in more conduct and oppositional defiant behaviors as they
grow up (Willoughby, 2003 cited in Short, Fairchild, Finding & Manos, 2007).
Children diagnosed with predominantly hyperactive-impulsive subtype of
ADHD experience problems in controlling their behaviors, like sitting stilheir
places, show excessive running or climbing when it is not appropriate and playing or
doing a work quietly (see Table 3). They may not be patient, experience difficulty i

delaying responses, and in waiting their turn (DSM-1V; APA, 1994).

Table 3.The Characteristics of ADHD with Predominantly Hyperactive-lsigil
Subype

Hyperactivity, always on the go, impulsive

Primary deficit in responding

Often insufficiently self-conscious

Social problems because too assertive and impulsiutein, take things belonging to others, fail to
wait their turn, and act without first cadering the feelings of others

Tend to be extraverted

Externalizing behaviors, such as conduct disoraggressivity, disruptive behavior, and even
oppositional defiant disorder are far moosenmonly comorbid

Respond positively to methylphenidate in moderateigh doses

Attention-deficit disorder (attention-deficit/hy@etivity disorder without hyperactivity). Copyright
2005. Diamond, A.

A study was done by Manning and Miller (2001) with 71 children with
ADHD [n=71, n (predominantly Hyperactive-Impulsive subtype) =28, n

(predominantly Inattentive subtype) =12 and n (controls) =31] between the ages of 6
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and 12 and the teacher and parents forms of the Behavior Assessment System for
Children (BASC; Reynolds & Kamphaus, 2002) were used. As a result, it was seen
that, attention and behavior control problems lead to academic and also social
problems because of disruptive behaviors, but on the other hand, when the school
environment is more structured, aggressive or disruptive behaviors of children with
ADHD start to decline (Manning & Miller, 2001).

Hurtig, Ebeling, Taanila, Miettunen, Smalley, McGough, Loo, Jarvelin and
Moilanen (2007) conducted a study about ADHD symptoms and DSM-IV subtypes
in childhood and adolescence. In this study, they used the DSM-IV (APA, 1994) and
The Strengths and Weaknesses of ADHD-Symptoms and Normal Behaviors
(SWAN; Swanson et al., 2005) rating scale for ADHD symptoms in 457 adolescents
between the ages of 16 and 18, and found that the most common subtypes of ADHD
are the combined subtype in childhood and the inattentive subtype in adolescence
(Hurtig et al., 2007). Moreover, the results show that children and adolescents with
the combined subtype are distracted easily, have low sustained attention, make mor
careless mistakes and are reported as not listening well (Hurtig et al., 2007)

Most of studies (typically, including mostly boys; 90% to 100%) have
identified the target group of children with predominantly hyperactivityygabt
during the early school-age years (i.e., ages 6 to 12) and followed the children for
some period of time like the study of McMahon (1994). Prospective studies
established that hyperactivity is a chronic disorder which is continued over into
adolescence (McMahon, 1994). Klein (1990) stated that children who were
diagnosed with hyperactivity only at home had a much lower occurrence of
hyperactivity at later years than children who had diagnosed with hyjpéyachly

at school or at both home and school (Klein, 1990 cited in McMahon, 1994).
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Owens and Hoza (2003) examined the self-perception of children with
ADHD. They conducted their study with 180 children [n (predominantly inattentive
subtype) = 38, n (predominantly hyperactive-impulsive subtype) = 59 and n (control)
= 83] between the ages of 9 and 12 and used the Disruptive Behavior Rating Scale
(DBD; Pelham, Gnagy, Greenslade & Milich, 1992). As a result, they found that
children with ADHD differ according to their self-perception from normally
developed peers and also that there are differences between subtype ctarscter
Children with ADHD-predominantly hyperactive/impulsive subtype reported
themselves not different than their normally developed peers in terms of self-
competence. In contrast, children with ADHD-predominantly inattentive subtype
reported lower self perception than the children with ADHD-predominantly
hyperactive/impulsive subtype group. It was also found that the perception of
children with ADHD-predominantly hyperactive/impulsive subtype affected by
positive illusory judgments about themselves and there was a positive relgtionshi
between them. So, children with ADHD-predominantly hyperactive/impulsive
subtype overestimate their self-competence (Owens & Hoza, 2003).

Children who are in the same class with children with ADHD
predominantly hyperactive/impulsive subtype define their hyperactive pleer
“They can't sit still; they don’t pay attention to the teacher; they messmdrand get
into trouble; they try to get others into trouble; they are rude; they get mautinde
don’t get their way; and they say they can beat everybody up” (Henker & Whalen,
1989, p. 216). As a result, peers of children with ADHD perceive them as having
problems during friendship. Additionally, they perceive them to be significantly

more aggressive, disruptive, intrusive, noisy and socially rejected in their social
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relations than their peers, especially if they are male and aggresaRayl®t al.,
2001).

Barkley, DuPaul and McMurray (1990) conducted a study on children with
ADHD [n (predominantly hyperactive-impulsive subtype; ADHD-H) =42, n
(predominantly inattentive subtype; ADHD-I) =48 and n (children normally
developing peers; control) =35] between the ages of 6 and 11. They used the Child
Behavior Checklist (CBCL, Achenbach & Edelbrock, 1983), parent self-report
measures [such as; Life Stress Scale from Parent Stress Inde& &Atkdin,

1983)], teacher ratings [such as; CBCL (Achenbach & Edelbrock, 1986), ADHD
Rating Scale (DuPaul, 1989)] for child behavior, psychological tests [such&€-W
R (Wechsler, 1974)] and behavioral observations. According to the results of their
study, children with ADHD face the risk of a greater variety of behayisoaial and
emotional problems than their normally developing peers. Significant inattention
problems in both subtypes are associated with greater problems with behavioral,
academic and social adjustment. However, the presence of hyperacigasp@ated
with less self-control, greater impulsivity and more internalizing anereatizing
problems than children with inattentive subtype (Barkley, DuPaul & McMurray,
1990). Moreover, the presence of hyperactivity is also associated with a siskous r
of aggressive or oppositional behavior and antisocial conduct. The presence of over-
activity in children increases their risk of antisocial problems (Baskeyraul &
McMurray, 1990). Children with ADHD-predominantly hyperactive-impulsive
subtype experience more problems with tasks and make a lot of impulsive errors.
Although children with ADHD-predominantly inattentive subtype have more
problems with components of attention (e.g. alertness, focusing), children with

ADHD-predominantly hyperactive-impulsive subtype have more problems in the
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sustained attention and disinhibition components of attention (Barkley, DuPaul &
McMurray, 1990). Children with hyperactivity showed more aggression; impulsivity
and over-activity both at home and school and they showed more conduct problems
both at home and school as rated by parents and teachers (Barkley, DuPaul &

McMurray, 1990).

Social Skills of Children with ADHD

In social life, helping one another, paying attention and following the rules of
activities are very important. These are the fundamental components of magtaini
interactions with others (Mrug, Hoza, Pelham, Gnagy & Greiner, 2007) and are
characteristics that children develop in different ages (Lewis, 2002) ébde 4).

This is particularly difficult for children with ADHD (Mrug, Hoza, Pelham, Gyn&
Greiner, 2007).

Table 4.Social Development of Children by Age

Ages *Imitates adults
4-5 *Leadership is beginning to show
and tends to be bossy
*Learning to understand fairness
Ages *Are concerned about group
6-8 acceptance
*Likes to assert himself. Starts to
be first, best, biggest and to win
*Can begin to give of self. Starts to
demonstrate generosity and kindness
*Protective attitude toward younger

children
Ages *They want to join, to become affiliated
9-12 with the beliefs and values of the important

adults in their lives
*Can begin to sacrifice self-interest for
others
*Can learn not to compare himself with
others
Child and Adolescent Psychiatry: A Comprehensivetd@ok (2nd Ed.). Copyright 2002. Lewis, M.
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Peer relations are complex and successful peer relations are importhgt for t
socialization process of children (Landau, Milich & Diener, 1998). Children who do
not manage to establish relations with their peers may experience problems
throughout their lives. Children with ADHD have problems with their peers
continuously (Landau, Milich & Diener, 1998).

Oord, Van der Meulen, Prins, Oosterlaan, Buitelaar and Emmlkamp (2005)
compared the social skills of children with and without ADHD. In their study, they
investigated the social skills of 362 elementary school children between thefaye
and 12. They used the Social Skills Rating Scale (SSRS, Gresham & Elliot, 1990).
As a result, children with ADHD showed deficits in social skills compared to
normally developing children. They used all three versions of SSRS; teachat, pare
and child versions. Because low agreement rates were found among the thege for
especially in an ADHD sample, it is important to access information frortipheul
informants about social skills because social skills of children with ADHEBrdiff
according to situations (Oord et al., 2005)

It is observed that even normally developing children with poor
communication skills may experience difficulties in their social i@tahips and
these social difficulties are the possible reasons of peer rejection and madimug w
judgments (Webster-Stratten, 1999). Children with ADHD, similar to normally
developing children with poor communicative skills, experience difficulties in the
social relationships both with their peers and with the other people in their lives as
well. It is especially hard for children with ADHD to establish a friémg§¢Webster-
Stratten, 1999)Demaray and Elliot (2001) conducted a study with 94 male students
(elementary school) and 29 teachers (elementary school) and used the student and

teacher versions of SSRS, Conner’s Teacher Rating Scale, Student Social Support
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Scale (SSSS; Nolten, 1994), Student Self-Concept Scale (SSCS; Gresiaranél|
Evans-Fernandez, 1993) and Social Support Questionnaires for Teachers (SSQT;
Demaray, 1995). As a result, they found that children with ADHD have poorer peer
relationships according to teachers. Moreover, children with ADHD percaive le
social support from their peers (Demaray and Elliot, 2001).

Children with ADHD also experience communication problems in social
situations. Physical and verbal aggression, disruptive behaviors, not attending to their
teachers are the problematic behaviors of children with ADHD, especigiy bo
(Johnston, Pelham & Murphy, 1985).They mostly make aggressive attempts to solve
interpersonal problems and also have problems in controlling their temper when they
are frustrated (Guevrement, 1990 cited in DuPaul & Stoner, 28@8mant (2001)
also states that children with ADHD have problems in maintaining friendslitips w
their classmates and the social difficulties that children with ADHE &.em mostly
from their attention and impulse control problems (Sormant, 2001 cited in DuPaul &
Stoner, 2003). The core deficit of children with ADHD is joining their friends’
games and activities in an appropriate way (Guevrement, 1990). Initiating
conversations and entering ongoing social interactions are among theym@speacts
of social skills (Webster-Stratten, 1999).

Barkley (2000) mentioned that “at the heart of all these social problems is the
child’s underdeveloped sense of time and the future and children with ADHD tend to
live in the moment.” (Barkley, 2000, p: 200). According to Barkley, it is important to
make sure that children with ADHD see that their social relationshigseaceived
differently by themselves. They perceive their behaviors as not diffieoamttheir
peers. So, they may have problems in realizing their own mistakes (Kaider,

Wienner& Tannock, 2003). Moreover, according to Kaider, Wienner and Tannock
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(2003), children with ADHD think that they cannot control their own behaviors. In
addition, they do not realize that they are punished because of their uncontrolled
behaviors. However, due to their inaccurate self-evaluation, they may see ttesmsel
as different from their peers in their social circle as well (Kaideeriner &

Tannock, 2003). Jensen and Rosen (2004) found that children with ADHD display
exaggerated reactions to the negative events that they experience,fokeniper

poorly on an exam, or when a best friend goes away or when they cannot join a trip
they want to attend, however, they react less to punishments for their improper
behaviors in comparison to their peers do (Jensen & Rosen, 2004).

Children with ADHD display attention span and impulse control difficulties
in their performance in class (Wheeler & Carlson, 1994 cited in Boo & Prins, 2007).
They may successfully find solutions for social problems but fail when they try t
apply them (Whalen & Henker, 1985 cited in Boo & Prins, 2007). So, they need
reinforcements to support and strengthen their use of appropriate social skills
(Barkley, 1997).

King (1981) compared children who are diagnosed with predominantly
hyperactive-impulsive subtype and their peers who are active but not diagnosed as
hyperactive-impulsive subtype in terms of peer perception and its importance in
social development. Results indicated that children with predominantly hyperactive
impulsive subtype were significantly different from their normally depedt but
active peers according to sociometric measures which they perceivesiesn
more negatively (King, 1981). In addition, children with ADHD-predominantly
hyperactive-impulsive subtype had poorer academic progress than their peers
although there were no notable differences in their cognitive functioning. They

achieved lower than their peers but both groups had difficulty attending to verbal
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instructions. Active but normally developed children had more reciprocal friends
than children with predominantly hyperactive-impulsive subtype (King, 1981).
Moreover, the results suggest that there was more of problem with the alslitgw
some social skills in different environments more than problems in communication
skills (King, 1981).

Hartup (1983) mentioned that peer relations play a predominant role in the
development of interpersonal skills, the establishment of social controls and social
values (Hartup, 1983 cited in Hubbard & Newcomb, 1991). Lack of socialization
skills affects children with ADHD in the friendship process and they carstace
risks during interactions with peers because of quality of social intemadtHubbard
& Newcomb, 1991). Studies show that the children with ADHD were rejected by
their peers during the first 6 minutes of the interaction (Buhrmeister, 198drcite
Hubbard & Newcomb, 1991) because of impulsivity and inattentiveness which cause
critical problems in sociometric status about social adjustment (Pope,adBié&m
Mumma, 1989).

Hubbard and Newcomb (1991) conducted a study about children with and
without ADHD. In their study, they investigated the play durations and verbal
behaviors of 32 children [n (boys with ADHD) =8 and n (normally developing boys)
=24) between the ages of 7 and12. They used Conners’ Behavior Checklist and play
observations. As a result, they found that children with ADHD lack the ability to
establish associative play and although they have short play duration, theiomttenti
increases with structure. In addition, they have low affective expressionggalor
orientation, get poor benefits from socialization opportunities, exhibit less
cooperation during play and school-tasks and show more aggressive attempts to

problems during social interactions (Hubbard & Newcomb, 1991). Moreover, it was
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seen that children with ADHD had lower levels of facilitating activjteesversation
during activities and they also experienced problems about self-control during these
activities (Hubbard & Newcomb, 1991).

Sayal and Taylor (2005) compared to parent-ratings on hyperactivitgerela
symptoms and success in school with the teacher ratings on impairment in school.
2,992 parents of children with ADHD who were between the ages of 5 to 11,
participated in the study. The relationship between parent and teacher ratsngs w
found to be weak. This may be due to children’s different behaviors in different
settings and/or due to the differences between the perceptions of ragtdition,
the results show that parent ratings of their children’s behavior at school were more
highly correlated with their own ratings about home behavior than with teacher
ratings about school behavior (Sayal & Taylor, 2005).

Children with ADHD are rejected by their peers and they prefer to belfrien
with children who are like themselves and their peers become more similahto ea
other with time. If children with ADHD make friends with other children with
ADHD, their behavior problems increase (Hoza et al., 2005). It is very impootant f
all children to have positive social relations with their peers and it is verydard t
achieve when the child is labeled with ADHD (Hoza, 2007). Problems with peers
continue during adolescence even if the diagnostic criteria for ADHD are ner long
valid. This shows that, peer acceptance, friendships and peer networks for aaljustm
are the critical issues for all children, especially for childrerdotescents with

ADHD (Bagwell et al., 2001).
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Quality of Life of Children with ADHD

Quality of life (QoL) is very crucial for the healthy development ofdzkn.
Children, who are treated negatively, may experience problems with their sense of
self (Toposki et al., 2004).

QoL is defined as “individuals’ perceptions of their position in life in the
context of the culture and value systems in which they live and in relation to their
goals, expectations, standards and concerns” (The WHOQOL Group, 1998, p. 551).
QoL consists of a wide range of both physical and psychological aspects vehich ar
related with the person’s ability to function and to be satisfied with his/her
functioning (Walker & Rosser, 1998 cited in Harding, 2001). It is a subjective
concept because of its nature; the individual's perception of self (Harding, 2001) and
his/her experiences in life (Toposki et al., 2004). QoL is not only related to the
individual’'s psychological system but also to the social system which heshe ha
relationships with other individuals (Bonomi, Patrick, Bushnell & Martin, 2000).

Understanding the effects of ADHD on the quality of life of the child is very
important. ADHD is associated with broad impairment in many Health Related
Quality of Life (HRQOL) parameters, including academic performarefgavior at
school, peer relations and family function (Escobar et al., 2005). Children with
ADHD experience problems with recognition, assessment and management.
Problems with these abilities may affect the quality of life of those emldr
negatively (Escobar et al., 2005). When the symptoms are severe, like in the
combined subtype, children have worse psychological HRQOL (Klassen, Miller &
Fine, 2004). It is hard to be in consensus about the appropriate level of QoL because

of children’s developing and changing nature (Toposki et al., 2004). On the other
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hand, a study which was conducted with adolescents with ADHD showed that
perceived low scores on QoL were related with the diagnosis of ADHD (Bdwar
Patrick & Toposki, 2003).

Perceptions of families about their children with ADHD are also very
important. However, there are some discrepancies in how families pettogive
children and how children with ADHD perceive themselves. On the other hand, there
could be a problem with the perception of their self as well (Klassen, Millen&, Fi
2006). For instance, the perception of self-esteem of children with ADHD
hyperactive-impulsive and combined subtypes is higher than their parent; even
though parents think that their children’s self-esteem is low according todlkeeir a
and their peers (Klassen, Miller & Fine, 2006).

Landgraf, Rich and Rappaport (2002) studied the effects of ADHD on the
everyday well-being of children and their families. Eighty-one childreh wi
predominantly inattentive and combined subtypes of ADHD participated in the study
and the ADHD Impact Module (AIM; Landgraf, Rich & Rappaport, 2002) was
administered. They found that although ADHD is a common pediatric condition with
a significant effect on the quality of life of the affected children and theanp=s
there are significant differences between the children with ADHD inatéeaind
combined subtypes on QoL. QoL of children with ADHD combined subtype is
reported to be lower than the QoL of children with ADHD-predominantly inateenti
subtype.

A study which was conducted by Gerdes and her colleagues (2007) showed
that raising a child with ADHD is not a problem for his/her parents. However,
mothers of children with ADHD perceive themselves as more power assergion (e

engaging in more yelling and spanking) and fathers of children with ADHD perceiv
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themselves to be less warm than parents of normally developing children. On the
other hand, children with ADHD rated both their parents as more power assertive
than their peers did. Moreover, children with ADHD rated the quality of their
relationship with their parents more positively than their parent’'s pergpgecti
however there was no significant difference between the perception of normally
developing children and their parents (Gerdes et al., 2007).

A study was conducted by Rents et al. (2005) about the health-related quality
of life (HRQL) of children with ADHD. In their study, they worked with 921 parents
and their children and used the Child-Health Questionnaire- Parent version (CHO-
PF50, Landgraf, 1999). Results show that the sample got lower scores than normally
developed peers on all psychosocial domains such as self-esteem and behavior. In
addition, it was seen that ADHD affects HRQL psychologically rather tha
physically. Moreover, parents of children with ADHD report significardglyér
scores on the psychosocial domain and on the well-being of children compared to the

normally developing group (Rentz et al., 2005).

To conclude, all the studies stated above about children with ADHD show
that these children have social and emotional problems, in most areas of their lives
Having positive relations with peers is important for the social development of al
children regardless of any kind of diagnosis. Children with ADHD have serious
problems with their social skills, peer relations; with establishing and rmanga
friendships, dealing with problems, controlling their emotional outbursts, aggressi
behaviors, and their perception of their relations and themselves. When children are
labeled as ADHD or they rejected are once, it is hard to alter it. These pradms

difficulties affect them throughout their lives. The aim should be to make aposit

26



impact on their social life and their behavior problems. For the counseling
interventions with children with ADHD, it is important to include parents and
teachers in the study to extend this impact to home and school setting. Moreover,
their needs, difficulties and perceptions may change according to the predibynina
hyperactive-impulsive subtypes of ADHD as well. As a result, it becoigesicant
giving a highlight introduction about these children. The purpose of this study is to
help professionals who work with children with ADHD, especially the

predominantly hyperactivity-impulsive subtype.
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CHAPTER 3

METHODOLOGY

Methodology is presented in five sections: (1) participants, (2) instruments,

(3) design, (4) procedures and (5) data analysis.

Participants

Target population of the current study was children with ADHD between
ages of 8-12. The participants were chosen among the age range of 8 as a below
level. Sampling was done according to convenience sampling which means
participants were chosen according to being in the setting at the timere$éaech
(Whitley, 2001).

Data were collected from 45 elementary school children. Eighty-six percent
of them were boys and 15.6 % of them had comorbidity. The schools were public
and private schools which were bound to Provindstaihbul Governer’s Office of
the Director of National Education (Milliggim Bakanlgl). The selection was also
dependent on the willingness of the parents of children with ADHD to cooperate.
For this purpose, parents signed a consent form, then the data were collected

(Appendix C).

For the purpose of homogeneity, the effects of gender [n (girls) =6] and
children with comorbidity [n (learning difficulty, tics and obsession) =7] waken
into consideration and excluded from the sample. Girls and boys with ADHD are
quite similar in their presenting symptoms, but girls may show less aggressive
behaviors (Barkley, 2006). Comorbidity increases the problems of childrerkélisz

Carlson & Swenson, 1999). Therefore, the sample of the current study included 35
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elementary school boys between the ages of 8 and 12 who have been diagnosed with
Attention Deficit/Hyperactive Disorder Predominantly Hyperactivgsilsive

Subtype (ADHD-H) by child psychiatrists in hospitals.

Instruments

Four instruments were used for the purpose of data colleGienselected
instruments were the Demographic Characteristics Form, Social SkilhgRa
System-Elementary Teachers Form (SSRS-ETF), Social SkillsgRaystem-
Parent Form (SSRS-PF) and Quality of Life Scale for Children with ADHD

(AD/HD-QOL).

Demographic Characteristics Form

Demographic characteristics consisted of information about children such as
name, gender, age, medicine use of, having special education, success at school,
number of friends, other psychological difficulties and physical difficulties

(Appendix D).

Social Skills Rating System-Elementary Teachers and Parent FORS{EHF and

SSRS-PF)

The Social Skills Rating System (Gresham & Eliot, 1990) is a behavioral
questionnaire with forms for preschool, elementary, and high school students. It is
one of the most commonly employed instruments to assess social skills in children.
The three domains assessed by SSRS are social skills, problem behavior, and
academic competence. Each domain has a standard score, a percentile rank and a

behavioral level description (Fewer, Average or More). The Social Skilks sca
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includes five domains represented by acronym CARES: Cooperation, Assertation,
Responsibility, Empathy, and Self-Control. Cooperation includes behaviors such as
helping others, sharing and obeying rules The Assertation subscale includes
initiating behaviors such as asking others for information, introducing oneself and
responding to others. Responsibility represents the ability to communicate with
adults and regard for property and work. The responsibility subscale only includes
behaviors that emerge in conflict situations and in non-conflict situations that
require taking turns and compromisigach item on this scale is rated for
frequency (Never, Sometimes or Very Often) and importance (Not important,
important or critical). The Problem Behavior domain includes the scales of
Externalizing Problems, Internalizing Problems and Hyperactivity. Taresenly
included in the parent and teacher forms and are rated for perceived frequency.
Externalizing problems include inappropriate behaviors such as verbal or
physiological aggression, poor control of temper, and arguing. The Internalizing
Problems subscale includes behaviors indicating anxiety, sadness, lonefidess, a
poor self-esteem. The hyperactivity subscale includes behaviors such ssvexce
movement, fidgeting and impulsiveness. Hyperactivity is only measured with the
elementary form. The Academic Competence domain includes a small number of
items measuring reading and math performance, motivation, parental support and
general cognitive functioning. This scale is only included in the Teaches farthe
Elementary and Secondary levels. This domain yields the levels Below, Awgrage
Above (Gresham & Eliot, 1990 cited in Rudolph, 2005).

The internal consistency for all forms of the SSRS ranged from .83 to .94 for
the Social Skills subscales, .73 to .88 for Problem Behaviors and .93 for Academic

Scale (no subscales). Test-retest correlations were .87 for Social Bkilter
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Problem Behaviors. For the content validity of SSRS, experienced researchers
nominated a pool of items and then rated the importance of each social skill on the
SSRS. Criterian-related validity was examined compared with Soefe\Bor
Assessment (SBA, Stephens and Arnold, 1985); moderate to high correlations (-.68
to -.55), Child Behavior Checklist (CBCL, Achenbach, 1987); moderate to high
correlations (.59 to .75), Harter Teacher Rating Scale (TRSden Bergh,

Beatrijs Marcoen & Alfons 1999); moderate to high correlations (.44 to .70)
(Gresham & Eliot, 1990 cited in Rudolph, 2005).

Because of the age range (8-12), the elementary form was used for this study
Although there are different forms for students, teachers and parents only ke teac
and parent forms were used in this study because the teacher’s form éanguag
equivalence, reliability and validity studies were conducted and the Turkish form for
parents was available but the reliability and validity studies had not beenetone y

Turkish version of SSRS-Teacher form was prepared by Serdal Seven in
2006 (Appendix F). Data was collected from 38 pre-school classes of 18 different
elementary schools with a total of 200 children (120; 6 years old and 80; 7 years old)
and their teachers in MuSplit-half reliability was .89 and the factor analysis for all
3 factors was like .47 to .72, .53 t0.81, and .52 t0.78. The combination of factors has
been found to correlate with the full test. The teachers’ form was given to 60
teachers who have had a relationship with the child for at least 2 months (Seven,
2006). The parent version of SSRS was only translated into Turkish, but the
reliability and validity studies were not completed (Appendix E). For therdurre
study, the internal consistency of the scale and split half reliabilityecddhle was
calculated and it was found that the Cronbach’s alpha of the scale is .80 and split

half reliability is .76. The factor analysis checked whether each iterlat®a with
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the total. Item total correlation changed between .63 to .89. The Turkish form
consists of Cooperation subscales (Teacher Form Question numbers: 8, 9, 15, 16,
20, 21, 27, 28 and 29; Parent Form Question numbers: 1, 2, 7, 15, 16, 19, 21, 28, 33
and 35), Assertation subscales (Teacher Form Question numbers: 2, 3, 6, 7, 10, 14,
17,19, 22, 23, 24 and 30; Parent Form Question Numbers: 4, 5, 8, 10, 12, 13, 20,
24, 30 and 37), Responsibility subscale (Parent Form Question numbers: 11, 18, 22,
23, 27, 29, 31, 32, 36 and 38), Self-control subscales (Teacher Form Question
Numbers: 1, 4, 5, 11, 12, 13, 18, 25 and 26; Parent Form Question Numbers: 3, 6, 9,

14, 17, 22, 25, 26, 32 and 34).

Quiality of Life Scale for Children with ADHD (AD/HD-QOL)

This scale, developed by Dolgun in 2003, measures the perceived quality of
life of children with ADHD between the ages of 8-12 (Appendix G). It consists of
30 items, 3 dimensions (Cognitive, Social and Emotional) and includes two areas
such as school and home. The “Cognitive Dimension” is related to attention deficit
and learning problems (Question Numbers: 1, 3, 6, 7, 8, 10, 11, 13, 16 and 17), the
“Social Dimension” is related to peer relations and attending to plays {Quest
Numbers: 2, 4, 5, 9, 12, 14, 15, 18, 19 and 20) and the “Emotional Dimension” is
related to getting angry easily, loneliness and sadness (Question Nugihet2,
23, 24, 25, 26, 27, 28, 29 and 30) (all the items are reverse items except 20 and 24).
The scale has two parts. The first part aims to determine the life cofatity
children at school and home. The second part aims to determine the life quality of
the children in terms of their relationship with family, peers, teacher andiped

self.
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For the validity of the scale, the opinion of a specialist was taken. Test-retest
reliability at school is r=.98; at home is r=.90; value of the Cronbach alfa for
reliability at school is .80; at home it is .76. The reliability of the item txaie at
school is between r=.27-.81; at home it is between .87-.89; Cronbach alfa at school
Is between .52-.87; at home it is between .45-.60. The reliability of the item total
score at school is between r= .36-.87; at home it is r=.29-.64. Thus, the validity and
reliability of the scale is high (Dolgun, 2003).

Design

The current study was an example of descriptive research. The study was
correlational. No variables were manipulated; the existing relationshig&etw

variables; social skills and perceived quality of life were studied.

Procedure

Firstly, an official consent was requested from the Ethical CommittSe@él

Sciences of Bgazici University (Appendix B) to implement the current study. Then,
an official permission from Province tftanbul Governer’s Office of the Director

of National Education (Appendix A), and consents from the school principals were
obtained. With the collaboration of the guidance and psychological counseling
office, the instruments were given to the students who had been diagnosed with
ADHD, their teachers (SSRS-ETF) and their parents (SSRS-PF). They wer
informed about the study after permission was taken from the parents (Appendix C)
The counseling office helped the administration process by providing a quiet room
to administer the instrument (QoL-AD/HD) with the children. After students

completed the instrument, a sticker was given as a reward and teacher and parent
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forms were sent with the children in an envelope. After the teacher and panest f

were returned to the counseling office, they were taken by the researcher.

Data Analysis

All the statistical analyses were done by using the StatistickbBa for the
Social Sciences 16 (SPSS 16). Frequencies and percentages of the demographic
variables of the sample were displayed.

Three research questions (2, 3. and 4.) were analyzed through the Pearson
Product Moment Correlation to see the existing relationship between variables. The

significance level was set at p<.05 unless otherwise indicated.
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CHAPTER 4

RESULTS

Overview: Organization of Results

Results are presented in three sections: (1) demographic charactefigtes
sample, (2) characteristics of children Attention Deficit/HypevégtDisorder
Predominantly Hyperactive-Impulsive Subtype (ADHD-H) and descriptivly/sesm
of associated instruments (3) relationship between social skills and pdrqeslegy

of life of children with ADHD-H.

Presentation of Results

Demographic Characteristics of the Sample

Characteristics of the sample were presented according to age, geaderuge of
medicine, special education, comorbidity, maternal education and paternal
education, birth order and number of siblings. Table 5 presents detailed information

about the demographic characteristics of the children with ADHD-H.
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Table 5.Demographic Characteristics of the Sample

Characteristics n (35) %
AGE
8 8 22.9
9 14 40
10 6 17.1
11 6 17.1
12 1 2.9
GRADE LEVEL
2 6 17.1
3 10 28.6
4 12 34.3
5 1 2.9
6 6 17.1
TYPE OF
SCHOOL
Public 27 77.1
Private 8 22.9
MEDICINE
Yes 24 68.6
No 11 31.4
SPECIAL
EDUCATION
Yes 9 25.7
No 26 74.3
MATERNAL
EDUCATION
Not literate 2 5.7
Literate-Primary 10 28.6
School
High School 11 314
Business School 3 8.6
College 9 25.2
PATERNAL
EDUCATION
Literal-Primary 10 28.6
School
High School 9 25.7
College 16 45.7
BIRTH ORDER
1 21 60
2 11 31.4
3 3 8.6
NUMBER OF
SIBLINGS
0 15 42.9
1 16 45.7
2 4 11.4
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The participants were 45 elementary school students between the ages of 8 to 12
who were at the age levels of instruments. Sample of the current study consisted of
35 boys after excluding criteria implemented (girls and comorbidity). For the
purpose of homogeneity, all girls and children with comorbidity were excluded fr
the collected sample [n (excluded) =10]. The entire sample consisted of boys
through second and sixth grades. The number of children according to age and grade
are not equal.

Eight years of education is obligatory in Turkish schools; primary schoopfieste

(first 5 years) and second phase (6 through 8). Most of the data was collected from
public schools (77.1%), the rest was collected from private schools. Sixtyeight

six percent of the children were on medication. Those having special education
support made up 25.7%. There were differences between mothers’ and fathers’
educational level. There were mothers who were not literate. Sixty pefdéet

children were the first children of their families. Eighty eight point sixemrof the

children had no sibling or just one.

Characteristics of Boys with ADHD-H and Descriptive Analyses of ytud

Instruments

Social skills of boys with ADHD-H were perceived by their teacheagueed by
SSTS-ETF) as low (mean=27.4, one standard deviation below from the average
mean= 38.4, sd=10.2), especially the cooperation skills (mean=7.71, one sd. low
from the average mean= 12.2 sd=4.1). On the other hand, the parents (measured by
SSRS-PF) of these children perceived their children’s social skills eegaven all

domains.
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Figure 1 and 2 presents the distribution o scores of SSRS-Elementary Teaoher Fo

and SSRS-Parent Form respectively.

7 Mean =27 40
Std. Dev. =10 265
N =35
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Figure 1.Distribution of scores of SSRS-Teacher Form
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Figure 2.Distribution of scores of SSRS-Parent Form
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Teachers mostly mentioned that children with ADHD-H had problems with
controlling their impulses though their peers could deal with them while working on
a task [n (frequency teachers) =21]. They also had difficulty using timetieéiy
while waiting for help [n (frequency teachers) =18], spending their freexiiith
useful activities [n (frequency teachers) =17], and responding appropriateéy to t
teasing behaviors of their peers [n (frequency teachers) =15] in school. In addition,
parents mostly mentioned that their children had problems with respond positively to
criticism [n (frequency parent) =11}sing time effectively while waiting for help
with their homework or other responsibilities [n (frequency parent) =15], keeping
their room clean and tidy [n (frequency parent) =15], helping with home duties
without being asked [n (frequency parent) =12] and completing home duties in an
appropriate time span [n (frequency parent) =12] at home. These areasatede re
with cooperation and self-control skills.

Moreover, 20 % of parents mentioned that their children have 2-3 friends, 14.3%
mentioned that their children have 4-5 friends and 62.9 % of the parents mentioned
that their children have 6 or more friends. More than half of the mothers saw their
children as good (others; bad and average) at school (54.3%) and there were few
mothers who saw their children as bad at school (8.6%).

Children with ADHD-H perceived their quality of life (measured by QoL/AD) at
school and home as average (mean=58.8 and 64.9 respectively). However, the
perceived quality of life at home was higher than the quality of life ab&cimo

addition, they also perceived themselves as having problems at school because of
ADHD (28.6%) more than at home (11.4%).

Figure 3 and 4 presents the distribution of scores of QoL-AD/HD-School Form and

QoL-AD/HD Home Form respectively.
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Figure 3.Distribution of scores of QoL-School Form

e
Mean =64 93
Stel. Dev. =11 841
N =35

5

Frequency
i

2-// \\

o) T
40,00 50,00 60,00 70,00 20,00 90,00

Score

Figure 4.Distribution of scores of QoL-Home Form
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Table 6 shows the percentiles of perception of children with ADHD according to
perceived QoL, family support, friend support, teacher support and places (school,
home and school/home) in which ADHD is a problem for them. Most of the
participants in the study perceived their QoL as good (74.3%) and few of the
participants perceived their QoL as bad (2.9%).

Sixty-eight percent of the sample perceived family support as always and 5.7% as
rarely-never. Also, they perceived friend support mostly as sometinfég.(40
addition, teacher support was perceived by 57.1 % as always and by 40 % as
sometimes and often.

Thirty four point three percent perceived places in which ADHD was a praidem
nowhere, 28 % as school, 11.4 % as home, 14.3 % as school and home together and

11.4 % as everywhere.
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Table 6.Characteristics of ADHD-H according to Quality of Life 8dal
Children with AD/HD (AD/HD-QoL)

Characteristics N %

LEVEL OF

OUALITY OF

LIFE
Bad 1 2.9
Average 8 22.9
Good 26 74.3

FAMILY

SUPPORT
Rarely-never 2 5.7
Sometimes 2 5.7
Often 7 20
Always 24 68.6

FRIEND

SUPPORT
Rarely-never 4 114
Sometimes 14 40
Often 10 28.6
Always 7 20

TEACHER

SUPPORT
Rarely-never 1 2.9
Sometimes 7 20
Often 7 20
Always 20 57.1

PLACE

PROBLEM WITH

ADHD
Nowhere 12 34.3
School 10 28.
Home 4 11.4
School/Home 5 14.3
Everywhere 4 11.4

Table 7 presents the mean scores and standard deviation of participants from the
measures SSRS-T (Social Skills Rating System-Teacher ForRj-8FSocial

Skills Rating System-Parent Form) and QoL-ADHD (Perceived Quallityfe of
Children with ADHD) and their subscales. According to the results, the total mea
score of SSRS-T was 27.4 (lower score for the sign of low social skills). Also the

minimum score of SSRS-T was 10 whereas maximum was 51.
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The total mean score of SSRS-P was 48.3. The minimum score of SSRS-P was 31,
whereas the maximum was 64.

The total mean score of QoL-School was 58.8 (average score for the sign oéaverag
perceived quality of life in school) and QoL-Home was 64.9.

Table 7.Means, Standard Deviations and Minimum/Maximum Scores for
the Instruments

Measure Min Max Mean (SD)
SSRS-TF- 10 51 27.4 (10.2)
Tot.

SSRS-T- 5 21 11.5 (4.3)
Assert.

SSRS-T- 1 16 8.1 (4.1)
Coop.

SSRS-T- 1 15 7.7 (3.5
Self-con.

SSRS-PF- 31 64 48.3 (8.5)
Tot.

SSRS-P- 7 19 14.6 (2.9)
Assert.

SSRS-P- 3 16 9.4 (3.4
Coop.

SSRS-P- 4 18 10.3 (3.1)
Self-con.

SSRS-P- 7 18 13.8 (2.5)
Coop.

QoL-SCH- 25.8 84.1 56.3 (12.8)
Tot.

QoL-SCH- 10 80 45.7 (16.6)
Cog.

QoL-SCH- 15 85 59 (16.3)
Soc.

QoL-SCH- 22.5 90 64.1 (16.6)
Emo.

QoL-HOM- 45 89 64.9 (11.8)
Tot

QoL-HOM- 17.5 85 55.3 (17.8)
Cog

QoL-HOM- 35 92.5 67 (15.1)
Soc

QoL-HOM- 37.5 95 64.2 (15.6)
Emo

SSRS-TF-Tot (Total SSRS-Teacher Form score) SSRBePETotal SSRS-Parent Form
score) QoL-SCH-Tot (Total QoL-School score) QoL-HaNMt (Totl QoL- Home S)
Assertiveness, Cooperation, Self-control (3 domafrfS8SRS-Teacher form) Cognitive,
Social, Emotional (3 domains of QoL Scale)
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The Relationship between the Perceptions of Teachers, Parents and Children

in terms of the Social Skills of Children with ADHD-H

The results reveal the relationship between the perceptions of teachers, gagtents
children in terms of the social skills of children with ADHD-H.

Table 8 presents the correlations between social skill scores (meas @8R 8yT
and SSRS-P) According to the results, there is a positive but not significant
correlation between SSRS-T total score and SSRS-P total score.

Table 8.Correlation between SSRS-Teacher and Parent and QoL-School and
Home Total Scores

Measure 1 2
1. SSRS-Teacher- L ns
Total

2. SSRS-Parent- _
Total

Table 9 presents correlations the between SSRS-Teacher Form subseale scor
(assertation, cooperation and self-control) and SSRS-Parent Form subside sc
(assertation, cooperation, self-control and responsibility). Accordirtgeteesults,

there is a negative significant correlation between SSRS-Self-contrabeiissore

and SSRS-P Assertiveness subscale score(r=-.37, p<.01). Most of the subscales are
correlated positively but are not significant.

There are negative and not significant correlations between the SSRRBeT eotal

score and SSRS-Self-control subscale score and the SSRS-P total SQBE&R&AT-
Self-control subscale score.

There are significant positive correlations among the SSRS-Teachesdataland

subscale scores (r=.89; .91 and .75, p<.05, .01 and .01 respectively).
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There are significant positive correlations among the SSRS-Parent idtal a

subscale scores (r=.69; .72; .68; .75; p<.01 respectively).

Table 9.Correlation between SSRS-T and SSRS-P subscales

Measure 1 2 3 4 5 6 7 8 9

1. SSRS-Teacher ns .86* .91** .75** ns ns ns ns
Total

2. SSRS-Parent ns ns ns B9** 7 2** .68** [ 75**
Total

3. Assertation 2% 40* ns ns ns ns
(SSRS-T)

4. Cooperation . .56** ns ns ns ns
(SSRS-T)

5. Self-control ns -37** ns ns
(SSRS-T)

6. Assertation A45** ns 37
(SSRS-P)

7. Cooperation - ns ns
(SSRS-P)

8. Self-control __ .60*
(SSRS-P)

9. Responsibility -
(SSRS-P)

SSRS-T: Social Skill Rating System Teacher Form &HRSocial Skill Rating System Parent Form
*p< 0.01
**p< 0.05

Table 10 presents the correlations of SSRS-T and QoL-School scores. According to
the results, there is a positive significant correlation between SSR&}§dote and
QoL-School-Social subscale score(r=.35, p<.05).

There is a positive significant correlation between the SSRS-T-Ass®ts

subscale score and QoL-School-Social subscale score(r=. 35, p<.05).

Also, there is a significant positive correlation between the SSRS-ic&wifol

subscale score and QoL-School-Social subscale score (r=.39, p<.05).
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There are significant positive correlations among the QoL-School Tot&a andr

subscale scores (r=.83; .85; .69; p<.01 respectively).

Table 10.Correlation matrix between subtests of SSRS-Teacher and QoL-

School Form
Measure 1 2 3 4 5 6 7 8
1. SSRS-Teacher ns .86* .91** 75** ns .35  ns
Total
2. QoL-School ____ns ns ns .83** .85** .69**
Total
3. Assertieness g2**  40* ns 35  ns
(SSRS-T)
4. Cooperation .56** ns ns ns
(SSRS-T)
5. Self-control ns .39* ns
(SSRS-T)
6. School- .64** 33**
Cognitive (QoL)
7. School-Social .35*
(QoL)
8. School-

Emotional (QoL)

SSRS-T: Social Skill Rating System Teacher Form-3achool: Quality of Life Scale —School
**p< 0.01 *p< 0.05

Table 11 presents the correlations between SSRS-P and QoL-Home scales.
According to the results, there is a negative but not significant correlativadret

the SSRS-P scale scores and QolL-Home scale scores. However, therstise p

but not significant correlation between the SSRS-P scale and subscale scores and
QolL-Home-Emotional subscale scores.

There are significant positive correlations among the QoL-Home Tota andr

subscale scores (r=.71; .82; .77; p<.01 respectively)
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Table 11.Correlation between subtests of SSRS-Parent and subtests QoL-

Home Form
Measure 1 2 3 4 5 6 7 8 9
1. SSRS-Parent ___ns .69* 72** 68* .75** ns ns ns
Total
2. QoL-Home . ns ns ns ns gL 82%* 7T
Total
3. Assertation A5**  ns 37  ns ns ns
(SSRS-P)
4. Cooperation . ns ns ns ns ns
(SSRS-P)
5. Self-control ____ .60** ns ns ns
(SSRS-P)
6. Responsibility ____ ns ns ns
(SSRS-P)
7. Home- . 37 ns
Coghnitive (QoL)
8. Home-Social 58**

(QoL)

9. Home-
Emotional (QoL)

SSRS-T: Social Skill Rating System Teacher Form-@ohool: Quality of Life ScaleSchool

*#p< 0.01 *p< 0.05

Table 12 presents the correlation matrix of the SSRS-Teacher Form, S&RS-Pa

Form, QoL-School, and QoL-Home scale scores, and shows all the correlations

among all the instruments and their subscales.
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Table 12.Correlation Matrix between Subtests of SSRS and QoL-ADHD

Measure 6 7 8 9 10 11 12 13 14 15 16 17

1. SSRS-Teacher Total 91 75** ns ns ns ns ns .35*ns ns ns ns

2. SSRS-Parent Total ns ns .69* 72 .68** .75 ns ns sn ns ns ns

3. QoL-School Total ns ns ns ns ns ns .83**  .85*  69**.45**  44** 57

4. QoL-Home Total ns ns ns ns ns ns AQFE A3 G2%  1x 82% 7T

5. Assertation (SSRS-T) 72% 40* ns ns ns ns ns .35* ns ns ns ns

6. Cooperation (SSRS-T) _ .B6*™* ns ns ns ns ns ns ns ns ns ns

7. Self-control (SSRS-T) ____  ns -37* ns ns ns .39* ns ns ns ns

8. Assertation (SSRS-P) 45 ns .37* ns ns ns ns ns ns

9. Cooperation (SSRS-P) ____  ns ns ns ns ns ns ns ns

10. Self-control (SSRS-P) ___ .60* ns ns ns ns ns ns

11. Responsibility ____ ns ns ns ns ns ns

(SSRS-P)

12. School-Cognitive (QoL) b4 33 57 ns ns

13. School-Social (QoL) .35 ns A2* .37+

14. School-Emotional (QoL) ____  ns A4* .B9**

15. Home-Cognitive (QoL) I ¥ ns
.58**

16. Home-Social (QoL)

17. Home-Emotional (QoL)

SSRS: Social Skill Rating System QoL: Quality ofeLScale-ADHD

*p< 0.01
#p< 0.5
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CHAPTER 5

DISCUSSION

Organization of Discussion

The discussion is presented under five main headings: (1) the purpose of the study,
(2) review of the findings, (3) implications of the study, (4) limitations of theystud
and (5) directions for future research. Review of the findings is composed of the

discussion of the four research questions.

Purpose of the Study

The purpose of the current study was to find the characteristics (e.g.skdtsal
quality of life, medicine use of, special education) of ADHD-H and the reldijons
between the social skills and perceived quality of life of children (aged 8-12) wit
ADHD-H according to reports taken from their teachers’ and parents’ and the boy

themselves.

Review of the Findings

Question One-Characteristics of boys with ADHD-H

The first question investigates the characteristics of boys with ADHD-H
focusing on their social skills as perceived by their teachers and parentean
quality of life from their own perspectives.

The study was done with boys because of the gender ratio of ADHD which is
3:1; the number of boys with ADHD is reported to be higher than the number of girls

with ADHD (Barkley & Murphy, 1998). In the current study, 86.7 % of the sample
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consisted of boys, which was similar with the gender ratio of ADHD. ADHD sccur
in boys approximately five or nine times more often than girls in clinicapkesm
(Barkley, 2006). The collected data were consisting of 45 children with ADHD-H.
For the purpose of homogeneity of the sample, the effects of girls and chiliben w
have comorbidity were thought and exclud€dmorbidity (such as learning

difficulty, conduct disorder) is a very important factor which increaseprtftdems

of children (Pliszka, Carlson & Swenson, 1999). As a result, only boys with ADHD-
PHI who had no other diagnoses patrticipated in the current study.

Gathering information from multiple informants allows the researcher to gain
more information. Because low agreement rates were found among the thrge form
SSRS-Teacher, SSRS-Parent and SSRS-Child, especially in an ADHD ,sample
important to access information from multiple informants about social skillsibeca
the social skills of children with ADHD differ at school and at home (Oord et al.,
2005). They have more problems at school than at home (Barkley, 2000). Because of
the importance of collecting information from different informants, in the ntirre
study, SSRS-Teacher and SSRS-Parent Forms were used to investigati&althe soc
skills of children with ADHD-H. To have some information about the children’s
perception, QoL-ADHD scale school and home social and emotional domains were
used for understanding the perspective of children about their social skKills.
According to the results of the current study, social skills of boys with ABPHD-
were perceived by their teacher as low (mean=27.4), especially the ¢mopskéls
(mean=7.71). On the other hand, parents of these children perceived their children’s
social skills as average on all domains. This means there are differeneesrbet
teacher and parent perceptions and teachers perceive more problems in the social

skills of children with ADHD-H. According to Sayal and Taylor’'s (2005) study, the
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relationship between parent and teacher ratings was weak. This may be due to
children’s different behaviors in different settings and/or because there are
differences between rater’s perceptions (Sayal & Taylor, 2005). Itiaddihildren
perceived their social skills as average both at home and at school in the current
study. Boys with ADHD tend to give optimistic self-reports such as overating
their competence in terms of their social skills and relations with friended@iur
2004).

On the other hand, in the current study, teachers and parents of children with
ADHD-H were similar in the ratings of problematic areas such as cdapesad
self-control skills. Teachers mostly mentioned that, children with ADHD-H had
problems mostly with controlling their impulses while their peers could déal w
them while working on a task, with using time effectively while waiting fdp,he
spending their free-time with useful activities and responding approgriatdie
teasing behaviors of their peers at school. In addition, parents mentioned that thei
children had problems mostly with responding positively to criticissing time
effectively while waiting for help with their home-works or other respons#sljti
keeping their room clean and tidy, helping with home duties without being asked and
completing home duties within an appropriate time span at home.

In the current study, more than half of the parents perceived that their children
had no friend problems and that their children had more than 5 friends. As opposed
to the teachers, parents did not perceive that their children with ADHD-H
experienced problems with their social skills. This may be due to the fact that,
families accept to participate in this study willingly. The familiethe current study
were cooperative so they had a more positive view about their children and their

problems. Children’ perception may also be influenced by their parents. Higher
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levels of parental acceptance and empathy predict higher level of chistsdm,
social skills and compliance (Warnen, 2003).

To investigate the quality of life of children with ADHD-H at school and at
home, only the QoL-AD/HD scale was used. According to the results, children with
ADHD-H perceived their quality of life at school and at home as average, but the
perceived quality of life at home was higher than the quality of life in school
addition, they also perceived themselves as having problems because of ADHD at
school (28.6%) more than at home (11.4%). This means that children with ADHD
have problems in terms of quality of life at school and at home but they experience
more problems at school. All the relevant literature stated that, childterAdHD
have more problems at school more than at home (e.g. Dolgun, 2003, Barkley, 2000).
It is very positive that children perceive do not have a negative perception of their
quality of life. This may give them hope and enable them to have a positive outlook
on life even though they have serious problems like ADHD-H.

In addition, children with ADHD-H perceived parent and teacher support more
than friend support. This result is similar with the study of Demarey and Elliot

(2001) in that, children with ADHD perceived less social support from their peers.

Question Two-- Relationship between perceptions of teachers and parents of boys

with ADHD-H in terms of social skills

The second question investigates the relationship between the perception of
teachers and parents of children with ADHD-H in terms of social skills aogptali
SSSRS-ETF and SSRS-PF. In terms of findings, there is a positive but notargnifi

relationship between the perceptions of teachers and parents. Children with- ADH
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H are not perceived similarly by their teachers and their parentyetysmportant

for all children to have positive social relations with their peers and thisyisiaed

to achieve when the child is labeled with ADHD (Hoza, 2007). Children in the

sample were between the ages of 8-12. So, it is very significant to intervenky as ear
as possible, because problems with peers continue on during adolescence even if the
diagnostic criteria for ADHD are no longer valid. This shows that peer acwpt
friendships and peer network for adjustments are the critical issuesdhil@lén
especially, for children or adolescents with ADHD (Bagwell et al., 2001).

In terms of findings, there is a significant negative correlation (r=-.37, p<.01)
between the self-control of children at school and cooperation at home. There is a
difference between the self-control and cooperation of children with ADHD-H a
school and at home. Because children with ADHD experience problems with
impulse control (Grenell, Glass & Katz) and have more problems at school than at
home (Barkley, 2000), they may be more cooperative at home and have more
problems with self-control at school. This finding is similar with the sample of the
study in which children perceive themselves experiencing more problems at school
than at home (Dolgun, 2003). Children with ADHD experience significant problems
during the process of friendship and social relationships (Zentall, Cassady &
Javorsky, 2001). Because of disruptive behaviors, children with ADHD are not liked
much by their peers and they are mostly rejected (Flicek, 1992). On the other hand,
according to A. Akalin (2005), children with ADHD are perceived as more

problematic at home by parents than at school by their teachers.
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Question Three-Relationship between perceptions of teacher and boys with ADHD-H

in terms of social skills

The third question investigates the relationship between the perception of
teachers and children with ADHD-H in terms of social skills according to score
SSRS-PF and QoL-AD/HD. In terms of findings, there is a positive but not
significant relationship between the perceptions of teacher and the perceptions
children in terms of social skills. However, there is a significant relatipnshi
between perceptions of teachers in terms of assertiveness and self-cahthd a
perceptions of children with ADHD-H in terms of social skills (peer rehei (r
=.35 p<.05 and r =.39, p<.05). The perceptions of teachers and children were
similar. This shows that when the children are more assertive and exhibit self-
control at school, their peer relations improves. In the light of previous researches
children with ADHD often revert to use aggressive attempts to solve interpersona
problems and also have problems in controlling their temper (Guevrement, 1990

cited in DuPaul & Stoner, 2003, Mrug et al., 2007).

Question Four-Relationship perceptions of parents and boys in terms of social skills.

The fourth question investigates the relationship between the perception of
parents and perception of children in terms of social skills according to SSR&IPF
QoL-Home. In terms of results, there is a negative but not statisticalijicagt
relation between the perception of parents and perception of children. Parent’s
perceptions about assertiveness, cooperation and self-control were negative but not
statistically significant correlation with children’s perception afigbskills (peer

relations). In addition, the perception of parents’ about cooperation and self-control
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was positive but not significantly related with emotional control (angerlih@ss

and sadness). Perceptions of families are very important, but in some aspexts, the
are some discrepancies between how families perceive their childrepvand h
children with ADHD perceive themselves. On the other hand, there could be a
problem with their perception of themselves as well (Klassen, Miller & Fine, 2006)
For instance, the perception of self-esteem of children with ADHD predominantly
hyperactive- impulsive and combined subtype is higher than their parents; because
parents think that their children’s self-esteem is low according to theinalogical

age and compared to their peers (Klassen, Miller & Fine, 2006). Children with
ADHD rated the quality of their relationship with their parents more posjtihain

their parent’s perspective; however there was no significant differencedretive

perception of normally developing children and their parents (Gerdes et al., 2007).

Implications of the Study

The results of the current study show that boys with ADHD-H experience
difficulties in terms of social skills at school and at home according to the
perceptions of the teachers, parents and children with ADHD-H. There is a
significant relationship between the perceptions of teachers and the mersebti
children with ADHD-H in terms of social skills, and there are differencesdsmn
the perception of teachers and perception of parents. In addition, there are
differences between the perception of parents and perception of childnen wi
ADHD-H in terms of social skills.

The sample of the study consisted of boys with ADHD-H. There are limited

studies on the social skills of children with ADHD and especially ADHD-H.
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Therefore, the current study presents the picture of children with ADHD-H. The
literature supports that children with ADHD experience more difficulty imasoc

skills and peer relations than normally developing peers (Zenthall, Cassady &
Javorsky, 2001). It is very significant to apply interventions as early as osEilgl
presence of social skill problems in children with ADHD restricts their socia
development (Fussell, Macias & Saylor, 2005). As the problems with peers continue
during adolescence, even if the diagnostic criteria for ADHD no longer.apuky

shows that, peer acceptance, friendships and peer network for adjustments are the
critical issues for all children, especially for children or adolesceititsADHD

(Bagwell et al., 2001). To solve social problems, reinforcements are very important
for children with ADHD to support and strengthen their use of appropriate social
skills (Barkley, 1997). Moreover, peer support is an effective way to solve the social
problems of children with ADHD with their peers (Plumer & Stoner, 2005). The

role of parents is very significant to help the children establish friendship. During
this process, children need encouragement from their parents. In addition, it is very
important that parents help their children with the specific skills that asssary
interactions with their peers. Parents’ efforts to arrange meetingseiochildren to

play with other children have a crucial effect on the development of children’s
friendships. Parental help is more important for the children with ADHD who have
problems with their peers (Hoza et al., 2003). Moreover, less disruptive behaviors in
the classroom may also improve the children’s friendships with the help of parental
guidance to promote friendships (Hoza et al., 2003). It is very obvious that the
parent-child relationship is very important for children, especially for anlgrith
ADHD. Akalin (2005) stated that parents pay more attention to the children who

have ADHD. On the other hand, parents perceive their children with ADHD as more
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problematic than their teachers do (Soyhan, 1991). Soyhan (1991) mentioned that
the reason may be low SES levels of the families. In the current study, &5®tv
investigated.

Another importance of the study is the quality of life of children with
ADHD-H. There are also limited studies on the quality of life of childréh w
ADHD, especially ADHD-H. Therefore, the current study presents therpiof
children with ADHD-H. The literature supports that children with disabslililee
ADHD perceive their quality of life as low (e.g. Edwards, Patricks & B&po

2003).

Limitations of the Study and Directions for Future Research

First of all, the sample size of the study was small and the convenient
sampling method was used to obtain the sample group of the current study. So, the
result may not be generalized to all childredsitanbul. Further research is
recommended to cover more children.

Secondly, the parent scale about social skills has not been through reliability
and validity studies. Cronbach’s alpha was calculated for internal congisspht:
half reliability was calculated and factor analysis was done but the yalicit scale
is more important than reliability. In addition, the scales for the soci# skil
children were just from the perspectives of teachers and parents. Adding the child
form of the scale may help to give more information about the perception of children
in terms of social skills. Further research is recommended to cover di@litgland

validity studies of the parent and child form for social skills.
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Thirdly, the quality of life of children was investigated only with the child
form. Further research is recommended to use the scales of quality adrif¢hie
perspectives of parents and teachers.

Fourth, the sample of the current study consisted of only boys with ADHD-
H. Further research is recommended to cover ADHD-predominantly inattentive
subtype and ADHD-combined subtype to find the different characteristics among
children who have different subtypes of ADHD in Turkey.

Fifth, the sample of the current study consisted of only boys. Further research
iIs recommended to include girls also. According to Ohan and Johnston (2007), girls
with ADHD have less prosocial behaviors; they have more awkward social
interaction, more overt aggression, give more aggressive messages and have lower
planning and organizational skills than their normally developed peers. Moreover,
they have fewer friends because of lack of appropriate social skills @han
Johnston, 2007). So, there is a need for studies on girls to plan the counseling and
educational interventions.

Sixth, in the current study, SES is not a factor which is controlled. Further
research is recommended to include the information of SES levels of the fasilies
SES may affect the perspectives of parents. In addition, level of educatdreraa
important factor on the perspectives of parents about their children.

Lastly, in the current study, the effects of medicine and special education
were not analyzed. Further research is recommended to analyze the gadmgc
to the use of medicine and special education to see the effects of medicine and

education on the social skills and perceived quality of life of children with ADHD.
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Summary

The purpose of the current study was to find the characteristics of ADHD-PHI
and the relationship between the social skills and perceived quality of lifddrea
with ADHD-H according to teachers’, parents’ and children’s perceptiongréiog
to the study findings, there is a significant relationship between the perception of
teachers and perception of children and significant differences in the pemasfpt
parents and children with ADHD-H in terms of social skills.

Assertiveness and self-control, which are two of the three subscales of SSRS
in terms of peer relations, that when the children are more assertive and self
controled in school, their peer relations improve. The most problematic area of
social skills was cooperation. Teachers of children with ADHD perceived tlsat the
children had more problems in cooperating with peers and others.

In addition, self-control, which is one of the four subscales of social skills on
the parent form, showed significant differences from the perceptions ofechifdr
terms of peer relations. This shows that when the children are more selfiedrstol
home, their peer relations are effected negatively.

Some perceptions of the teachers and parents of children with ADHD-H were
similar. When the children become better at school with their peers, they alseebecom
better at home. In addition, the results show that children with ADHD experience
more problems in terms of social skills at school than at home. On the other hand,
parents and children had different perceptions in terms of social skills. @hidre
ADHD-H perceive themselves to be experiencing more difficulties imgef peer
relations than their parents perceive them to be.

Children with ADHD-H perceived their quality of life as not high at school

and home, but better at home than in school.
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T.C.
_ISTANBUL VALILIGI
il Milli Egitim Miidiirligii

Sayi B.08.4.MEM.4.34.00.18.580/}525/ 39533 /41042008
Konu : Uygulama(Ayse ARSLANOGLU)

VALILIK MAKAMINA

lgi: a)Bogazu;[ Universitesi’nin 02/04/2008 tarih 08-94 sayili yazist.
b)Milli Egitim Bakanligina Bagl Okul ve Kurumlarda Yapilacak Arastirma ve Arastirma
Destegine Yonelik Izin ve Uygulama Yonergesi.
c)Milli Egitim Bakanligr Egitimi Arastirma Gelistirme Dairesi Baskanhgi’nin 1 1/04/7007
tarih ve 1950 sayili emri.
d)Milli Egitim Miidiirligii Anket Komisyonu’nun 10/04/2008 tarihli tutanag;.

Bogazici Universitesi Sosyal Bilimler Enstitiisii Egitim Bilimleri Béliimii Rehberlik ve
Psikolojik Danigsmanlik Yiiksek Lisans Programi &grencisi Ayse ARSLANOGLU’nun [limizde ekte
adlari verilen okullarda uygulanmak iizere “Dikkat Eksikligi ve Hiperaktivite Bozuklugu Tanisi
Almis 8-11 Yas Aras1 Cocuklarin Sosyal Becerileri Gelisimleri ve Algiladiklari Yasam Kaliteleri
Arasindaki Iliski” konulu uygulama ¢alismalarini yapma istekleri hakkmdakl ilgi (a) yazi ve ekleri
Miidiirligiimiizce incelenmistir.

Bogazigi Universitesi Sosyal Bilimler Enstitiisii Egitim Bilimleri Béliimii Rehberlik ve
Psikolojik Danigmanlik Yiiksek Lisans Programi &grencisi Ayse ARSLANOGLU’nun ilimizde ekte
adlari verilen okullarda uygulanmak iizere “Dikkat Eksikligi ve Hiperaktivite Bozuklugu Tanisi
Almis 8-11 Yas Arasi Cocuklarin Sosyal Becerileri Gelisimleri ve Algiladiklar1 Yasam Kaliteleri
Arasindaki iliski” konulu uygulama caligmalarini yapmasi, bilimsel amag disinda kullanilmamasi
kosuluyla, okul idarelerinin denetim, gézetim ve sorumlulugunda, Ilgi (c) Bakanhik Emri esaslari
dahilinde uygulanmasi, sonugtan Miidiirligiimiize rapor halinde (CD formatinda) bilgi verilmesi
kaydiyla Miidiirligiimiizce uygun goriilmektedir.

Makaminizca da uygun goriildiigii takdirde olurlarmniza arz ederim.

"
. 1
i ; N

Pr
4 Y
Sadettin PARCIOGLU
Milli Egitim Miidirii V.
EKLER : /;;
Ek-1. Ilgi (a) yaz1 ve ekleri
' OLUR -
114./04/2008 -

(7(; 100 NOT :Verilecek cevapta tarih, kayit numaras, dosya numarast yazilmas rica olunur.

Adres :Istanbul Milli Egitim Mudurlﬂgﬁ A.Blok Ankara cad. No:2 Cagaloglu 526 13 82
E-Mail: kultur34(@meb.gov.tr Web: h Istanbul. meb.gov.tr/ bolumler/ kultur
4440632 '
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Bilgilendirilmi s Olur Formu

Bu aratirma, Bgazici Universitesi Yiiksek Lisansgtencisi Aye Arslanglu ve
Bogazici Universitesi Bitim Fakuiltesi @retim iyesi Yrd. Dog. Dr. Z. Hande Sart’in
dansmanlginda ydrttilen, Yuksek Lisans tez gaiasidir.

Calismanin ana amaci; Dikkat Eksiglive Hiperaktivite Bozuklgu (DEHB) tanisi
almis olan cocuklarin sosyal beceri getilerine ve algiladiklar yam kaliteleri
arasindaki igkiye bakmaktir. 8-12 wagrubu icin yapilacak bu ¢aimanin, DEHB
tanisi almy cocuklarla bu alanlardaki sorunlarina yonelik geten kullanilacak
onemli bilgiler sglamasi hedeflenmektedir. Bu gata icin doldurmanizi istegimiz
bir demografik bilgi formu, cogiunuzun argirmaci ile birlikte doldurmasini istegmiz bir
olcek; Dikkat Eksikii/Hiperaktivite Bozuklgu Yasam Kalitesi Olggi (DE/HB-YKO) ve
goclgunuzun  @retmeninin ve sizin doldurmasini ist@diiz olcekler; Sosyal Beceri
Derecelendirme Sistemigietmen ve Ebeveyn Formu ve DEHBggdendirme Araci-IV:
Okul ve Ev Formu vardir. Yakj&k 15-20 dakikada tamamlanabilecek bu form ve
anketlere kimlik bilgisi yazilmayagandan, kimlginiz gizli kalacaktir.

Bu calsmaya dolduraganiz anketlerle katki gdamak istiyorsaniz,sagida bulunan
“Bu formu okudum ve arkirmaya katilmayi kabul ediyorum” yazisinin altini

imzalayin. Dilerseniz bu formun bir kopyasini saklayabilirsidyirdiginiz zaman
ve katkiniz icin tgekkir ederiz.

BU FORMU OKUDUM VE ARASTIRMAYA KATILMAYI| KABUL
EDIYORUM.

Katilimcinin adi: Imzasi: Tarih:

BU FORMUN BIR KOPYASINI ALDIM.
Arastirmacinin adi: Aye Arslanglu

Imzasi: Tel: 0532 661 59 05 Adresi:gaaici Un. Bitim
Bilimleri B.
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COCUK VE AILE DEGERLENDIRME FORMU(*)

* Formu dolduran ki

a) Anne b) Baba geMbelirtiniz):...........

* COCUSUNUZUN AdI-SOYAAI: .e i e e e e e e e eeens
* Cocugunuzun Cinsiyeti: a) K b) E

* Cocugunuzun D@um Tarihi (QUn/ay/yil): ..o
* Cocugunuz ilag kullaniyor mu? a) Evet b) Hayir

Cevabiniz “Evet” ise,

Kullandigl ilaglar hangileri? ... e
*Cocugunuz Ozel gitim destgi aliyor mu? a) Evet b) Hayir
Cevabiniz “Evet ise,

Nereden ve haftada Kag SAat?...........ooiuiii i e
*Cocugunuzun okul bgarisi nasil? alyi  b) Orta  c) Kot

* Cocugunuzun kag arkadavar? (Kardgleri disinda) ............cccoooviiiinnennnn.
* Cocugunuzun Dikkat Eksikfii Hiperaktivite Bozuklgu disinda herhangi bir
psikolojik problemi var mi?@enme guclgu, anksiyete bozukfiu, depresyon, vb.)
a) Evet b) Hayir

Cevabiniz “Evet” ise,

DIZEI SOTUNU NEIIN? ...ttt e e e e e e e e e et et e abaa e bbb e e e e e e e eeeeeaeaeeeesnnnnes
* Cocugunuzun belirtmek istegdiniz herhangi bir hastadi var mi1?

a) Evet b) Hayir

Cevabiniz “Evet” ise,

Diger hastalll Nedir? ... e

*Bu form hazirlanirken Gulimser Dolgun’un hazirlamidusu formdan yararlanilmgtir.
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SOSYAL BECERi DEGERLENDIRME SiSTEMi(*)
SBDS GGRETMEN FORMU Sinif: Anasinifi- 6
Olgek Tanitimi:
* Bu 6lcek,6—-12 ya arasi ¢ocuklarin sosyal beceri diizeylerini belirlemek igin
gelistirilmi stir.

Bu dlcekte sosyal beceriler ve problem dawtanidavrang seviyeleri (Dguk,
ortalama, Ustimnyeklinde ifade edilir.
Aciklamalar:
* Bu anket, bir @rencinin belirli sosyal becerileri hangi siklikla sergifgdi ve bu
becerilerinkendisinifinizdaki bgari igin ne derece 6nemli olgunu 6lgmek icin
hazirlanmgtir. Once, kendiniz vegienciniz hakkindaki bilgileri tamamlayiniz.
Ogrenci bilgileri:

Tarih R —
Ogrencinin adi soyadl : --------------
Cinsiyet oKiz | o Erkek

Okul S —
Sehir/ Semt S — -
Sinif e
Dogum tarihi R

Ogretmen Bilgileri

Ogretmenin adi [ e
Cinsiyet oKadin | o Erkek
Goreviniz nedir? :0 Daimi o Gegici  Dger (belirtin) ------------

- Butin maddeleri okuyupgtencinizin son iki ya da ug¢ ay i¢indeki davrgarini
distiniinuz. Agiklanan davragmidgrencinin hangi siklikta ya@ina karar veriniz.

Eger &grenci bu davrani highir zaman yapmiyorsaQ’i isaretleyin.
Eger Ggrenci bu davragi bazen yapiyorsal'i isaretleyin.
Eger &grenci bu davrari ¢cok sik yapiyorsa2'yi isaretleyin.

- 1-30 arasi maddeler igin ayni zamanda bu dayleam her birininkendisinifiniz
icindeki baari i¢cin ne derece 6nemli olgunu derecelendirmeniz istenmektedir.

Eger bu davranin sinifinizdaki bgar Uzerindeetkisi yoksaO'1 isaretleyin.
Eger bu davrasisinifiniz igcindeki bgari icin6nemliysel’i isaretleyin.
Eger bu davranisinifiniz igcindeki bgari icincok 6nemliyse2’yi isaretleyin.

- Lutfen hicbir maddeyi atlamayin. Bazi durumlargaedicinin belli bir davranta
bulundgunu gozlemlemengiolabilirsiniz. Gsrencinin davrari sergileyebilecgini
disundigindz olasi dizeyi tahmin edin.

*Qrjinal Form : Frahk Gresham ve Stephan N. Eliot (1990)
Turkce'ye ¢eviren ve uyarlayan : Serdal Sevei©§20
Olcesin sadece ilk sayfasi verilgtir.
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SOSYAL BECERI OLCEGI (EBEVEYN FORMU)(*)

Sinif: Anasinifi- 6.sinif

Olgek Tanitimi:

Bu 0Olcek,6—12 ya arasi ¢ocuklarin sosyal beceri diizeylerini belirlemek igin
gelistirilmi stir. Bu Olgekte sosyal beceriler ve problem dawlam davrany
seviyeleri (Dguk, ortalama, Usturgeklinde ifade edilir.

Aciklamalar:

Bu anket, bir cocgun belirli sosyal becerileri hangi siklikla sergil@di ve bu
becerilerin cocgun gelsimi icin ne derece 6nemli olgunu dlgmek icin
hazirlanmgtir. Once, kendiniz ve cogunuz hakkindaki bilgileri tamamlayiniz.
Ogrenci bilgileri:

Adl ------------ s Tarih ------------------

OKuUl-==-=mm e mmm e Sehir

Y] —— Dagum tarihi ------------------ Cinsiyet: oKiz | o Erkek
Gun Ay Yil

Ebeveyn Bilgileri

AL =mmmmmmmmm e e Cinsiyet: OKadin | O Erkek

Adres: sehir
Bu ¢ocukla akrabalginiz?

0 Anne [0 Baba O koruyucu veli O Diger(belirtin)------------------

Genel Bilgiler

1. Cocuk evde kag erkek ve kiz kardg sahiptir?

o Yok ol

o2 o 3 ve fazlasi (belirtin)-----------------

2. Kacinci Cocuk:

a.ilk cocuk(! b. Ortanca ya da ortancalardan biric. Son ¢ocuk!
3. Yasadigl Ailenin Tipi:

a. cekirdek Aile’] b. Geng aile

4. Annenin @renim durumu: 5. Babanin grenim durumu:
a. Okur-yazar dsl 0 a. Okur-yazargie \

b. Okur yazar-ilk@retim [ b. Okur yazar-ilgtetim [
c. Lise \ c. Lise 0
d. Yuksekokul d d. Yuksekokul d
e. Universite O e. Universite O

6.Yasadigl yerlesim birimi: kirsal I  kentJ

- Daha sonra sayfa 2-4’deki her maddeyi okuyun (Madde 1-55) vgwoezun son
zamanlardaki davragtarini digtuinin. Aciklanan davragiogrencinin hangi siklikta
yaptgina karar verin.

Eger cocuk bu davragihicbir zaman yapmiyorsa O'igaretleyin.
Eger cocuk bu davragsubazenyapiyorsa 1'i saretleyin.
Eger cocuk bu davragicok sik yapiyorsa 2'yigaretleyin.

*QOrjinal Form : Frabk Gresham ve Stephan N. Eliot (1990)

Tlrkce'ye ¢eviren ve uyarlayan : Serdal Sevei©9§20
Olcesin sadece ilk sayfasi verilgtir.
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DIKKAT EKS iKL IGI/HIPERAKT iVITE BOZUKLU GU YASAM KAL ITESI

OLCEGI (DE/HB-YKO)(¥)

(Cocuk Formu, goriimeci tarafindan doldurulacaktir.)

Adin soyadin: Tarih:
Yasin: Tel. no:
Sinifin:

Bu ankette senin ghgin, iyilik durumun, duygularin ve kiler arasi ilgkilerin ile
ilgili sorular vardir. Bazi sorulari birbirine benzer gibsddebilirsin, fakat her soru
farkhdir. Sorularin kesin dgu veya yank cevabi yoktur. Tim sorular icin, senin

durumunu en iyi ifade eden se¢gngdylemeni istiyorum.

* Gelistiren: Gulimser Dolgun (2003)
Olcezin sadece ilk sayfasi verilgtir.
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