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ABSTRACT

DISTRESS IN MOTHERS OF CHILDREN WITH HEART DISEASE:
EMOTION REGULATION, SELF-EFFICACY, CAREGIVING BURDEN AND
FAMILY FUNCTIONING

Selin YALCIN

Master’s Thesis
Department of Psychology
Supervisor: Assoc. Prof. Dr. Ozden YALCINKAYA ALKAR
July 2019, 73 + xiv Pages

Having a child with heart disease is a distressful situation for families, especially
for mothers. In the light of the Transactional Stress and Coping Model of Adjustment to
Chronic Illness, this study aimed to investigate whether psychopathological states of the
mothers whose children had heart disease were predicted by caregiving burden, stress,
parenting self-efficacy, family functioning, life satisfaction, and cognitive emotion
regulation strategies, with the mediation effects between these variables. With
sociodemographic and illness related forms, 7 research instruments were used. Findings
suggested that, caregiving burden, stress, family functioning and life satisfaction were
the predictors of psychopathological symptoms. Among cognitive emotion regulation
strategies, catastrophizing and other blame mediated the relation between stress and
psychopathological symptoms; life satisfaction and psychopathological symptoms; and
family functioning and psychopathological symptoms. Besides, catastrophizing also
mediated the relation between stress and caregiving burden. The findings were generally
consistent with the previous research findings. Correlational findings, group differences,
predictors and mediation relationships were discussed with the strengths and the

limitations of the study, future directions and clinical implications.

Key words: Distress, Caregiving Burden, Emotion Regulation, Heart Diseases.



OZET

KALP HASTALIGI OLAN COCUKLARIN ANNELERINDE PSiKOLOJiK
SIKINTI: DUYGU DUZENLEME, EBEVEYN OZYETERLILiK ALGISI,
BAKIM VERME YUKU VE AiLE iSLEVSELLIGI

Selin YALCIN

Yiiksek Lisans Tezi
Psikoloji Anabilim Dal
Tez Damismani: Doc. Dr. Ozden YALCINKAYA ALKAR
Temmuz 2019, 73 + xiv Sayfa

Kalp hastas1 ¢ocugu olan aileler, ozellikle anneler, bir¢ok psikolojik sikinti
yasamaktadir. Bu ¢alismada kalp hastast cocugu olan annelerin yasadigi psikopatolojik
semptomlarin bakim yiikii, stres, ebeveyn 0z yeterliligi, aile islevselligi, yasam doyumu
ve biligsel duygu diizenleme stratejileri ile yordanip yordanmadigi ile birlikte bu
degiskenlerin birbiri ile arasindaki araci roliiniin incelenmesi amaclanmistir. Sosyo-
demografik ve hastalik degiskenleri formlariyla birlikte 7 adet 6lcek ile kalp hastasi
cocugu olan annelerden veri toplanmistir. Bulgulara gore, bakim yiikii, stres, aile
islevselligi ve yasam doyumu psikopatolojik semptomlarin yordayicilar1 olarak
bulunmustur. Stres ve psikopatolojik semptomlar arasinda; yasam doyumu ve psikolojik
semptomlar arasinda; ve aile islevselligi ile psikopatolojik semptomlar arasinda
felaketlestirmenin ve bagkalarini su¢clamanin araci rolii bulunmustur. Ayrica stres ve
bakim yiikii arasinda da felaketlestirmenin araci rolii bulunmustur. Bulgular 6nceki
caligmalarla uyumlu niteliktedir. Degiskenler arasindaki korelasyon bulgulari, grup
farkliliklari, yordayicilar, araci roller ile calismanin gii¢lii ve smirli yonleri, klinik

uygulamalar ve gelecek ¢alismalar i¢in Oneriler tartisilmistir.

Anahtar Kelimeler: Psikolojik Sikinti, Bakim Yiikii, Duygu Diizenleme, Kalp

Hastaliklari.
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INTRODUCTION

Heart diseases in children are serious illnesses, which are innate or acquired that
can be encountered frequently (Yildiz, Celebioglu and Olgun 2009: 40). Heart diseases
can cause longest hospital stays and highest mortality rates and hospital charges
compared to the other birth defects or acquired diseases which reveals its seriousness
(Wei et al.,, 2015: 494). Under these circumstances, experience of distress can be

inevitable for child as well as for other family members, especially for parents.

Understanding the factors which affect distress is very crucial to support parents
psychologically at least as discovering the levels of distress. One of the key points to
comprehend these factors is how individuals cope with the distress and which emotion
regulation strategy they use in which frequency. Another one is how much their distress
is related to their belief of parenting self-efficacy. Accordingly, the level of burden they
feel while looking after their child with heart disease is of great importance. In addition,
whether the general functioning of their family influences the distress and the life

satisfaction levels comes into focus.

It is a well-known evidence that mothers report more distress than fathers
(Lawoko and Soares 2002; Yildiz, Celebioglu and Olgun 2009). Therefore, starting with

approaching this issue from the point of mothers would be appropriate.

Having said that there is no study in psychology literature which
comprehensively examines mothers’ distress in the frame of these factors, this study
mainly aims to examine the effect of cognitive emotion regulation, parenting self-
efficacy, caregiving burden, family functioning and life satisfaction on the distress in

mothers of children with heart disease, as well as the relationship between these factors



based on the Transactional Stress and Coping Model of Adjustment to Chronic Illness

developed by Thompson, Gill, Gustafson, George, Keith, Spock and Kinney in 1994.

In the next section, heart diseases are discussed basically, followed by the
Transactional Stress and Coping Model of Adjustment to Chronic Illness, and the
factors mentioned above influencing distress and caregiving burden in the light of

previous research findings.



CHAPTER I

1. LITERATURE REVIEW

1.1.  Heart Diseases in Children

Heart diseases in children are held in two sections which are congenital and

acquired heart diseases.

Congenital heart diseases (CHD) are identified as a natal dysfunction of heart or
blood vessels due to their structural defect or lesions (Yildiz, Celebioglu and Olgun
2009: 40). CHD are originated from the structural and functional abnormalities and
encountered in approximately 1% of the births in Turkey and worldwide (Undar et al.
2012: 181). These diseases can be diagnosed pre or postnatal period and more than half
of these patients needs at least one or multiple surgical operations and interventions

such as angiography or electrophysiological study (Undar et al. 2012: 181).

Every year 6000 cases of congenital heart diseases arises on average and only
approximately 4000 operations are conducted (Undar et al. 2012: 181). This means at
least 2000 cases cannot get benefit from the treatment procedures (Undar et al. 2012:
181). According to a study which investigated infant mortality rates including 2046
cases, it was found that 9.7 % of the cases’ root cause of death was congenital heart

diseases (Korkmaz et al. 2013: 110) which indicated the seriousness of these diseases.

Since most of congenital heart diseases are required several operations and long-
term treatment process with life-time follow-ups, they are considered as chronic

diseases (Torowicz et al. 2010: 202). Like most of chronic disease, congenital heart



diseases also cause psychological and financial burden on the family members of the

children with these diseases.

Most common acquired heart diseases are the ones like Acute Rheumatic Heart
Disease and Kawasaki Syndrome which causes serious complications such as
aneurysms in coronary arteries and myocardial infarctions which can be frequently
finalized with death unless an early diagnosis and an immediate intervention held (Kara

et al. 2017: 114).

Looking at their seriousness, in general heart diseases in children can cause
drawbacks not only in terms of physical health but also in terms of psychological health
for ill children and their family (Cousino and Hazen, 2013: 809). The disabilities caused
by physically ill-characteristics, long and frequent hospital stays mostly limits the
child’s physical activities as well as regular educational and social life with the
sustained risk of mortality (Uludag, 2014: 2). Therefore, families, especially primary
caregivers of these children can easily experience sustained psychological difficulties on
individual and family level related with current and future health state, social and

educational life of the children and management of the illness.

1.2.  Transactional Stress and Coping Model of Adjustment to Chronic Illness

In general, chronic illnesses seen in a family member poses a risk for decreased
psychological adjustment and increased distress for the other members of the family
especially for the parents whose child is chronically ill (Young et al. 2002: 1836).
Therefore, investigating psychological adjustment of the family members gains

importance.

In 1994, Thompson and his colleagues developed the Transactional Stress and
Coping Model of Adjustment to Chronic Illness and studied separately on the samples
of the mothers whose children was diagnosed with cystic fibrosis and sickle cell disease.

This model handles the chronic disease as a stressor which is sought to be adapted on



both individual and family levels (Thompson et al., 1994: 172). Therefore, in the light
of the stress and coping literature, they investigated the relationships between the
individual and familial psychosocial and illness-related variables that were found to be

significantly related with stress and adjustment.

These variables were illness-related characteristics such as type and severity;
demographic variables such as child’s gender, age and socioeconomic status; the
mediational relationships between maternal cognitive processes like stress and appraisal
of daily activities, illness-related tasks, efficacy expectations and health locus of control
with coping styles, family functioning, adjustment and outcome variable like

psychopathological symptoms (Thompson et al., 1994: 172). Figure 1.1. illustrated this

model.
Ill_rr:ess Parameters ———»[ Maternal Adaptational Processes ]*——P@_:'
* lype
« Severity
Cognitive Processes | | Methods of || Family Maternal
* Appraisal-Stress Coping Functioning Adjustment
*» Daily hassles * Palliative * Supportive
Demographic = lliness tasks « Adaptive « Conflicted
Parameters » Expectations « Controlling
« Child's gender « Efficacy
« Child's age * Health locus
« SES of control

Figure 1.1: Transactional stress and coping model of adjustment to chronic illness

(Thompson et al. 1994: 172)

Employing the variables mentioned above, in 1998, Davis and his colleagues
applied this model on the sample of 52 mothers whose children diagnosed with
congenital heart disease. Findings indicated that the more stress of daily activities and
usage of palliative coping style the mothers had significantly referred to weaker
psychological adjustment scores (Davis et al., 1998: 225). However, there was no
significant relationship between psychological adjustment of mothers and severity of
cardiac disease (Davis et al., 1998: 224). Furthermore, in general, nearly 38% of the

variance in psychological adjustment of mothers was accounted by the variables they



employed into the model (Davis et al., 1998: 225). Below, the model-related variables

employed in this study was discussed.

1.3.  Caregiving Burden

Caregiving burden is one of the most frequently studied areas in health
psychology since its interaction with other psychological states creates important
differences in terms of physical and psychological health of both caregivers and the

individuals who are in need in caregiving.

Caregiving burden was firstly emerged as a term referring to the difficulties that
family members of mentally ill individuals have, which were related to the disabilities
caused from mental disorders (Grad and Sainsbury, 1966: 22). As the research on this
area progressed, caregiver burden was also acknowledged to refer the difficulties of
being responsible with caring elderly first then to whom have any kind of disability or

chronic disease with people from all ages (Atagiin et al., 2011: 514).

The first comprehensive definition of caregiving burden was achieved by Zarit,
Reever and Bach-Peterson (1980). According to them, caregiving burden consisted of
self-perception and reactions of caregivers about their social and financial state,
physical and psychological health which were affected by caregiving duties. On the
other hand, Schene (1990: 289), in his study giving a broad description of caregiving
burden, claimed that there were subjective and objective aspects of burden and draw a
frame of eight areas of life for both aspects such as household routine, family relations,
social relations, leisure time and career, finances, children and siblings, health, and

subjective distress.

In terms of psychopathology, caregiving burden was associated with depression
and anxiety that reduces the quality of life, increases the usage of psychotropic drugs

and mortality rates as well (Atagiin et al., 2011: 518). Anxiety and depression were



found to be positively related with the length of caregiving time, and negatively related

with caregiver’s leisure time activities and levels of education (Macneil et al., 2010: 80).

Mothers of children with heart disease have difficulties especially when the
child’s health status got critical, or before and after cardiac surgery when the child’s
needs reach the peak level. These are the states the caregiving burden the mothers
perceived increases, especially the heart disease of the child has congenital or chronic
characteristics (Torowicz et al., 2010: 202). Chronic fatigue, sleep disturbances, lack of
time for social activities and self-care, financial difficulties related to quitting job, and
other caregiving related difficulties were also evident in these mothers (Murphy et al.,

2006: 183).

1.4.  Cognitive Emotion Regulation (CER)

Given emotions as an important factor which determine individuals’ behaviors
and functionality, the studies on their various characteristics such as intensity,
durability, alteration, how, to what extent, and in which situations individuals
demonstrate the emotions have been growing (Thompson, 1994: 26). Besides these
characteristics, how an individual regulates his or her emotions comes out to be crucial
to develop adaptive coping strategies in various situations. Accordingly, in his review
published in 1994, Thompson defined emotion regulation as a set of methods an
individual pursues to reach an aim, which can examine, assess and alter emotional
reactions considering emotion characteristics. Another simpler definition of emotion
regulation was formed by James Gross in 1998 which was “Emotion regulation refers to
the processes by which individuals influence which emotions they have, when they have

them, and how they experience and express these emotions” (Gross 1998: 275).

As the definitions and years of research have suggested that emotion regulation
process consists of many cognitive actions such as attention, codifying emotional cues
and choosing among alternative responses (Thompson, 1994: 35). Hence, in 2001,

Garnefski and her colleagues approached emotion regulation as a set of cognitive



coping strategies and presented them as cognitive emotion regulation strategies.
According to them, CER has 9 dimensions which were self-blame, other-blame, positive
refocusing, positive reappraisal, acceptance, putting into perspective, catastrophizing,
focus on thought (rumination), and planning (Garnefski et al., 2004: 274). Positive
refocusing, positive reappraisal, acceptance, putting into perspective and planning were
found to be theoretically more adaptive strategies whereas self-blame, other blame,
catastrophizing and focus on thought were found to be less adaptive strategies

(Garnefski et al., 2004: 274).

Positive refocusing, is simply instead of thinking about distressful event or
situation, thinking of more pleasant events or situations, in other words, it is a “mental
disengagement” (Garnefski, Kraaij and Spinhoven, 2001: 1315). In the case of a mother
with a child with heart disease it can be focusing on child’s academic success and
avoiding thinking of child’s probability of a necessary cardiac surgery. As might be
expected, although this CER strategy can provide benefit in short run, in long run it can
undermine coping with the unpleasant situation and turn to be a maladaptive one

(Garnefski, Kraaij and Spinhoven, 2001: 1315).

Positive reappraisal is searching for positive aspects of an unpleasant event or
situation (Garnefski, Kraaij and Spinhoven, 2001: 1315). Taking cardiac surgery as a
valuable life experience the child gains in terms of personal growth can be an example

for positive reappraisal.

Acceptance is simply accepting and conceding a situation or an event no matter
it is positive or negative, and it can be acknowledged as a step of dealing with that
situation or the event (Garnefski, Kraaij and Spinhoven, 2001: 1314). Research has
shown that while acceptance is positively related with self-esteem and optimism, it is

negatively related with anxiety and depression (Carver et al., 1989: 276).

Putting into perspective is thinking in a way which decreases the importance of a
situation or an event that can be based on the comparison of the current situation/event

with other situations/events that other people may encounter (Garnefski and Kraaij,



2006: 1046). Thoughts such as there are many other children suffering from worse
health issues in worse financial conditions than one’s child with heart disease suffers

can be an example of putting into perspective.

Planning is premeditating about how to deal with a negative situation/event or
the phases to be followed while solving a problem related to that negative
event/situation (Garnefski, Kraaij and Spinhoven, 2001: 1315). For example, following
the heart disease diagnosis and indication by the doctor of a need for a cardiac surgery,
thinking about the necessities and preparations step by step before a cardiac surgery
(like thinking about first explaining child about his/her condition, decision making to
get the surgery, checking the financial resources for the surgery, then inform the doctor

about the decision, making an appointment for the surgery and so on...).

Self-blame means accusing oneself that he/she has caused a negative
event/situation to happen (Garnefski, Kraaij and Spinhoven, 2001: 1314). A mother’s
blaming herself for her child’s heart disease because of her genetic inheritance can be an
example for self-blame. Research so far have suggested that self-blame is one of the
main predictors of depression, anxiety, anger and stress (Martin and Dahlen, 2005:

1254).

Other blame is the thoughts of accusing other individuals or environmental
factors for what one has encounter creating negativity (Garnefski et al., 2004: 270). In
this case, thoughts about the reason of one’s child’s heart disease as the genetic heritage
of his/her spouse can be one of the most frequently encountered examples of other
blame. In the literature, some research findings suggest that other blame is related with
problematic behavior solely (McGee et al., 2001: 827), while some other research

suggest that it is related to decreased emotional well-being in general (Tennen and

Affleck, 1990: 109).

Catastrophizing is thinking in a way with especially focusing on the exaggerated
negative aspects and their exaggerated negative consequences of an event or a situation

which do not generally reflect the reality of the condition in terms of negativity
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(Garnefsky and Kraaij, 2007: 142). Without a valid evidence, thinking about one’s
child’s heart disease as if it is the most critical condition which will turn everyone’s
lives in the family upside down can be an example of catastrophizing. Many studies
have found that catastrophizing is one of the significantly predictors of depression and

anxiety (Garnefski, Hossain and Kraaij, 2017: 27).

Focus on thought, which is also called as rumination, is constantly thinking
about the feelings and thoughts derived from the negative event or situation (Garnefski
and Kraaij 2006: 1046). Thinking about how bad one feel about his/her child’s getting
heart disease diagnosis can be an example of the rumination. Rumination was found to
be highly related to anxiety, depression, eating and substance disorders (Aldao, Nolen-

Hoeksema and Schweizer 2010: 229).

Cognitive emotion regulation is also crucial in the case of mother whose
children have heart disease. Menahem and his colleagues (2008: 608) have suggested
that mothers’ emotional distress at the time of their children’s cardiac surgery
disappears not before than 12 months and they still do not feel and think that they can

control their emotional distress.

1.5.  Perceived Stress

Stress is not a simple but a complex variable which consists many variables and
many processes regarding human and animal adaptation (Lazarus and Folkman 1984:
11). In a simplest way, it can be defined as changing psychophysiological states
depending on stimuli and the organism’s reactions and responses (Lazarus and
Folkman, 1984: 11). To elaborate, stress, which is characterized by negative affect and
increased physiological response, occurs when an individual evaluates a stimulus as
important, challenging and threatening but cannot form an immediate appropriate
response or reaction to overcome it (Cohen and Wills, 1985: 312). Due to its adverse
physiological effects, stress plays a crucial role not only in psychological disorders but

also for physiological diseases (Cohen and Wills, 1985: 312).
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Apart from the general parenting role, the significant stressful sources for
parents of child with a pediatric chronic disease are expected to differ from other
parents in some areas (Emerson and Bogels, 2017: 2347). Before the diagnosis parents
need to deal with their child’s poor health conditions and its negative effects on family
environment (Emerson and Bogels, 2017: 2347). Then getting the diagnosis they
struggle with facing it and dealing with the grief-like reactions such as loss, fear, guilt,
anger, and shame (Emerson and Bogels, 2017: 2347). After the diagnosis, they try to
cope with the difficulties of giving appropriate caregiving to the child with a period of
adjustment to this new condition in their life as an individual, a parent, and a family

(Emerson and Bogels, 2017: 2347).

In the context of children with heart disease, previous research suggests that in
addition to stress sources mentioned above, perceived stress of parents is strongly in
relation with ambiguity of their child’s condition, lack of clarity, and information
provided by health professionals about the condition (Lee et al., 2007: 121). Social
support and internet usage of the parents to contact with relatives and friends as well as
to obtain information about their child’s condition and to gain an insight about what
they are experiencing and might encounter in the future regarding about the child’s
condition and family relations was also found to be significantly related to the level of

stress parents have (Lee et al., 2007: 121).

1.6.  Parenting Self-Efficacy (PSE)

Self-efficacy theory was firstly proposed by Albert Bandura in 1977 who
suggested that individuals’ beliefs about their personal mastery on a future task aimed to
reach an expected outcome, depend on their past behavior and to what extent they have
accomplished similar tasks in the past. Accordingly, the theory also suggests that how
individuals will deal with a stressful problem, how much effort they will make and how
much time they will maintain the coping behavior are identified by perceived self-

efficacy beliefs (Bandura 1977: 209).
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Starting from these, parenting self-efficacy is defined as parents’ beliefs of to
what extent they can affect their children and their surroundings to enhance their

children’s development, well-being, and success (Ardelt and Eccles 2001: 945).

In the review of 47 studies by Jones and Prinz (2005: 342) it was suggested that
PSE was strongly related to parenting competence, though parents with higher PSE
showed more effective parenting than the others, even if in the case of stressful and
problematic events or situations that their children came across. In the same study,
while PSE was negatively related with depressive symptoms and parental stress, it was
positively related with effective coping strategies such as active coping and positive

reinterpretation, in other words positive reappraisal (Jones and Prinz 2005: 342).

Moreover, a study conducted on the sample of parents with children going
through a surgery, the moderation effect of CER was found on the relationship between
PSE and parents’ post-surgery anxiety (Miklosi et al., 2013: 5). This finding indicated
that in the case of less usage of nonadaptive CER strategies, the more PSE beliefs the
parents adopted refered to the less anxiety they reported after their children’s surgery

(Miklosi et al., 2013: 5).

In a study with the sample of children with cancer and their parents, the parents
with higher PSE reported less state anxiety when calming their children before and
during a treatment procedure at the hospital (Harper et al., 2013: 1662). In addition, 3
months after the procedure, parents with lower PSE during the procedure, reported

higher posttraumatic stress symptoms (Harper et al., 2013: 1662).

1.7.  Family Functioning

Family can be explained as a unity of individuals who interacts with each other
and creates a structure with a balance and a cohesion which can be maintained but also
affected and changed by these interactions (Burgess 1926: 5). Accordingly, when a

member of a family develops a disease or a disability, no matter it is mild or critical,
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acute or chronic, psychiatric or physical, or a congenital anomaly, because of the fact
that it can be a distressful situation for the members of the family individually, the
family itself as a whole can be affected and family functioning can be disrupted or
improved. Family members’ perceptions, beliefs and past experiences about illness and
health-related issues intervenes the family functioning and have effects on child’s and
family’s ways of coping with the disease (Kazak 1997: 143). Thus, studying family

functioning in the case of a pediatric disease becomes a crucial issue.

Like other chronic illnesses, caregiving and treatment of heart diseases in
children can affect family functioning in different aspects such as financial issues
because of treatment procedures or required leave of absence of a parent from work
(Brosig et al., 2007: 689). Moreover, familial and social relations can be affected
because of health and caregiving-related stressors (Brosig et al., 2007: 691). In addition,
individual distress members have can affect the family functioning and sense of mastery
as a family to cope with the disease (Brosig et al., 2007: 690). Furthermore, the effect of
one sibling’s heart disease to other siblings in the family can be another aspect (Brosig
et al., 2007: 690). In addition, Epstein and his colleagues’ (1983) suggested the
dimensions for family functioning in general such as family’s mastery on problem
solving, discharge of responsibilities regarding their roles, management of behavioral
control related with rules and order, effective and appropriate communication between
family members, affective involvement and responsiveness to each other. All the
changes in these aspects and dimensions with heart disease diagnosis require a course of
time for adjustment of the family to maintain or reestablish the cohesion and balance
within the family (Mussatto 2006: 110). In a longitudinal study sampling child went
through heart transplantation, it was found that there was a significant positive
correlation between family functioning and emotional adjustment of the patients during
2 years after the transplantation operation (DeMaso et al., 2004: 478). Therefore, family
functioning is a complex element which is determined by both individual and
interactional psychological and physical factors, and has an influence on many

psychological variables again in both individual and interactional levels.
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1.8.  Life Satisfaction

Besides the investigation of negative psychological states of pediatric heart
diseases like psychopathology or stress, an investigation of positive psychological states
of parents whose children have heart disease is valuable to identify their strengths in

terms of subjective well-being.

Life satisfaction is one of a three components of subjective well-being among
affective states and responses like joy, contentment, pride, affection, enthusiasm; and
satisfaction in domains like family, work, health, leisure, finance, self, and group
(Diener et al., 1999: 277). Accordingly, life satisfaction in general refers to individual’s
desire to change own life, satisfaction with own past, current and future life, and with
the opinions of individual’s significant others’ about one’s life which are all regarding
the subjective perception of affective responses and satisfaction in domains mentioned

above (Diener et al., 1999: 277).

Life satisfaction in the context of parents of children with chronic disease plays
critical role on the effective and appropriate caregiving behavior. Addressing life
satisfaction and distress with psychological interventions such as the Mindfulness-
Based Stress Reduction and Positive Adult Development, researchers have suggested
that these interventions improves life satisfaction and decreases depression and anxiety
levels of mothers of children with developmental disorders which directly reflects on
their well-being that affects their long-term caregiving practices in a positive way

(Dykens et al., 2014: 460).

1.9.  Aims and Importance of the Study

In the light of previous research findings in the literature and the Transactional
Stress and Coping Model of Adjustment to Chronic Illness, this study mainly aimed to
investigate whether and how psychopathological states of the mothers whose children
had heart disease have been predicted by caregiving burden, stress, parenting self-

efficacy, family functioning life satisfaction and some cognitive emotion regulation
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strategies. In addition, the mediation effects between these variables were investigated.
Looking at the literature, since previous studies in the literature did not cover these
variables altogether and their relationships with each other, studying these variables on
the context of mothers of children with heart disease gains importance in terms of filling

the gap in the literature about this area with this sample.

1.10. Hypotheses of the Study

Previous findings and the Transactional Stress and Coping Model of Adjustment
to Chronic Illness suggested that with sociodemographic variables and illness-related
characteristics, cognitive processes like stress appraisal in daily stressors and illness-
related tasks, expectations of efficacy and health locus of control with emotion-focused
coping style, and family functioning were significantly related with maternal adjustment
in the context of chronic diseases (Davis et al. 1998; Thompson et al. 1994). In the light
of these findings, the hypotheses of this study were as follows:

1. Caregiving burden, stress, parenting self-efficacy, family functioning, life
satisfaction and cognitive emotion regulation strategies would significantly
predict psychopathological symptoms of the mothers whose children have
heart diseases.

2. Cognitive emotion regulation strategies would mediate the relationship
between stress and psychopathological symptoms.

3. Cognitive emotion regulation strategies would mediate the relationship
between stress and caregiving burden.

4. Cognitive emotion regulation strategies would mediate the relationship
between life satisfaction and psychopathological symptoms.

5. Cognitive emotion regulation strategies would mediate the relationship

between family functioning and psychopathological symptoms.



CHAPTERII

2. METHOD

2.1. Participants

The mothers of children with heart disease who were receiving treatment in child
cardiology outpatient clinic and child cardiology and cardiovascular surgery inpatient
clinic of Istanbul Kartal Kosuyolu Education and Training Hospital were invited to the
current study as participants. The number of mothers who agreed to participate to the

study was 211.

2.2. Procedure

For this study, the local ethical approval was obtained from the Bolu Abant Izzet
Baysal University Ethical Committee for Human Studies in Social Sciences. Also, the
permission for data collection was obtained from the hospital administration and the

heads of both clinics.

Firstly, in a quiet room in the clinics the study was briefly explained to each
participant with its aim, importance, instruments with their approximate completion
time and its voluntary basis. After their informed consents were obtained by an
informed consent form, they were presented sociodemographic information form and 7
research instruments to complete in a random order for each participant. The
instruments were completed with reading the questions by the researcher to the primary

and the secondary school graduated participants and the only literate ones. The other
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participants filled out the instruments only by themselves. After the instruments were
completed the participants were kindly thanked with indicating that they could contact
with the researcher about the study any time if they need, and sent with handing a
debriefing form about the research. This process took approximately 30 minutes to
complete. Only 1 participant was excluded due to the lack of enough number of scales
that were answered by her. After each participant, to receive information about each
children’s illness-related characteristics, patient information form was completed by a
pediatric cardiologist in approximately 5 minutes. Table 2.1 shows socio-demographic
characteristics of total 210 mothers. Table 2.2 shows illness-related characteristics of

these mothers’ children with heart disease.
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Table 2.1: Sociodemographic characteristics of the participants
N % Mean SD Range
Age 34.16 7.19 20-52
Education
Only Literate 13 6.2
Primary 83 39.5
Secondary 43 20.5
High-School 48 22.9
University 23 11
Monthly Income (TL) 2588.88  1559.80  500-10000
Marital Status
Single 1 5
Married 199 94.8
Divorced/Widowed 10 4.8
City
Istanbul 114 54.3
Kocaeli 24 11.4
Other (37 Cities) 72 34.3
Employment Status
Unemployed 167 79.5
Full-Time Job 38 18.1
Part-Time Job 5 2.4
Number of Family 4.49 108 7-10
Members
Number of Children 2.32 1.17 1-8
On Leave Status
No 190 90.5
Paid Leave 7 3.3
Unpaid Leave 13 6.2
Psychological Support
Yes 48 22.9
No 162 77.1
Psychiatric/Neurological
Diagnosis
None 193 91.9
Depression 6 2.9
Anxiety 5 2.4
Panic Disorder 3 1.6
Panic Disorder +
. 1 5
Depression
Bipolar Disorder 1 5
Epilepsy 1 )




Table 2.2: Illness-related characteristics of the children
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N % Mean SD Range

Age (months) 80.38 76.44 1-276
Gender

Female 104 49.5

Male 106 50.5
Number of Diagnosis 2.06 .98 1-5
Main Diagnosis

Ventricular Septal Defect 43 20.5

Atrial Septal Defect 26 12.4

Single Ventricle Physiology 17 8.1

Tetralogy of Fallot’s 12 5.7

Rheumatic Heart Disease 12 5.7

Other (43 diagnosis) 100 47.6
Congenital 170 81
Acquired 40 19
Time of Diagnosis

Prenatal 21 10

Postnatal 189 90
Diagnosis Period (months) 46.45 61.29 1-276
Inpatient 79 37.6
Outpatient 131 62.4
Number of Hospitalizations 1.17 1.33 0-9
Days of Hospitalization 7.54 10.30 0-64
Number of Surgery .60 78 0-4
Number of Angiography 45 .67 0-3
Number of EPS .02 153 0-1
Illness-Severity 2.27 .94 1-4

Mild 46 21.9

Moderate 86 41

Marked 53 25.2

Severe 25 11.9
Other Illness

None 162 77.1

Down Syndrome 13 6.2

Other (28 diagnosis) 35 16.7

Note: Illness Severity was measured with Cardiologist’s Perception of Medical Severity Scale.

2.3. Instruments

The instruments used in this study were the sociodemographic information form,

patient information form, the Brief Symptom Inventory (BSI), the Cognitive Emotion

Regulation Questionnaire-Short Form (CERQ-Short), the Perceived Stress Scale-10
(PSS-10), the Perceived Parenting Self-Efficacy Scale (PSES), the Burden Interview,

the General Functioning Subscale of McMaster Family Assessment Device (FAD-GF)
and the Satisfaction With Life Scale (SWLS).
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2.3.1. The Sociodemographic Information Form

With this form, socio-demographic information of participants was obtained.
Age, marital status, educational status, employment and leave status, monthly income of
the family, the city living in, number of children, number of family members, whether
they took psychological/psychiatric support before and diagnosed with a mental
disorder were asked in addition to child’s age and gender, the age he or she diagnosed
with heart disease and whether he or she currently had another illness. Appendix A

presents the sociodemographic information form.

2.3.2. The Patient Information Form

With this form, it was aimed to acquire an overall illness-related information of a
child with heart disease, notably his or her illness severity. Heart disease diagnosis,
whether it was identified in pre-natal or post-natal periods, the period since the first
diagnosis, the number of hospitalizations, the number of the days of hospitalizations, the
number of surgeries and other operations such as angiography and electrophysiology

study (EPS) were asked.

For the assessment of illness severity, the Cardiologist’s Perception of Medical
Severity (CSEV) scale was used. DeMaso et al. (1991) used this scale by rating illness
severity in 5 points, however in this study a 4-point rating scale was used since the first
point of DeMaso’s scale indicates “no or insignificant disorder” which was the
condition that were excluded in this study due to it did not correspond to a heart disease
and did not influence a child’s health. Based upon this, 4 groups of illness severity were

identified according to this rating scale:

Group 1 (Mild Disorder): The patients who did not require any operations or
surgical interventions, but a long-term follow up was required.
Group 2 (Moderate Disorder): Whether the patient symptomatic or

asymptomatic, an easy intervention was undergone or required.
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Group 3 (Marked Disorder): The patient was substantially symptomatic and had
undergone or required a difficultly applied surgical intervention.
Group 4 (Severe Disorder): The patient had a lesion which was impossible to

correct but complex palliative/temporary interventions could be applied.

Appendix B presents the patient information form.

2.3.3. Brief Symptom Inventory (BSI)

BSI was developed by Derogatis and Melisaratos (1983) and adapted into
Turkish sample by Sahin and Durak in 1994. It is a 53-item self-report measurement
with 5-point Likert type scale ranging from “not at all” (0) to “extremely” (4). In
Turkish form, the psychological distress was assessed under 5 subscales which were
“anxiety, depression, negative self-concept, somatization and hostility” with higher
points refer to higher distress and Cronbach’s alpha was found to be .95 (Sahin and
Durak, 1994: 53). In this study, the Cronbach’s alpha of the inventory was .94 which
indicating high reliability. Appendix C presents the Brief Symptom Inventory.

2.3.4. Burden Interview

This scale was developed by Zarit, Reever and Bach-Peterson (1980) to measure
caregiving burden of individuals who were responsible to care elderly, however in time
the scale could be used in other circumstances especially with the caregivers of chronic
disease patients, disabled individuals and so on (Bedard et al. 2001: 652). The scale
consisted of 22 items with a 5-point Likert type scale ranging from never (0) to always
(4) and either the researcher asked the question, or the participants could read and
answer themselves (inci and Erdem 2008: 87). The higher scores in the scale refers to
greater burden and stress the caregiver experiences while care giving to his or her
relative.

The Turkish adaptation study of the Burden Interview was conducted by Inci and

Erdem (2008) and the internal consistency score of the Turkish form was .95. In this
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study, the Cronbach’s alpha reliability coefficient was found to be .78. Appendix D

presents the Burden Interview.

2.3.5. Cognitive Emotion Regulation Questionnaire-Short Form (CERQ-Short)

Since there was no measurement which assessed the cognitive aspects of
emotion regulation, first form of the Cognitive Emotion Regulation Questionnaire was
developed by Garnefski and her colleagues (2001). It consisted of 36 items with 5
Likert type scale which covered 9 dimensions of cognitive emotion regulation that were
“self-blame, other-blame, acceptance, planning, positive refocusing, rumination or focus
on thought, positive reappraisal, putting into perspective and catastrophizing” and all
these dimensions were assessed in themselves as if they were distinct scales (Garnefski
and Kraaij, 2007: 143). The Turkish version of the measurement was developed by
Tuna and Bozo (2012).

In 2006, Garnefski and Kraaij developed the short form of the measurement,
again which covered the 9 dimensions of cognitive emotion regulation but only with 18
items as 2-item scales representing the dimensions. Same as the first form, it was 5
Likert type scale ranging from almost never (1) to almost always (5) (Garnefski and

Kraaij 2006: 1047).

The CERQ-Short was adapted into Turkish by Cakmak and Cevik (2010), and
the Cronbach’s alpha reliability coefficients of 9 subscales were ranged from .63 to .74

indicating adequate reliability.

In this study, the Cronbach’s alpha coefficients of 9 subscales were found to be
as followed. For self-blame subscale it was .68, .55 for other blame subscale, .62 for
acceptance subscale, .35 for focus on thought subscale, .73 for positive refocusing
subscale, .35 for planning subscale, .70 for reappraisal subscale, .66 for perspective
subscale, finally .66 for catastrophizing subscale. The low Cronbach’s alpha coefficient
scores of focus on thought and planning subscales were discussed in the discussion

section. Appendix E presents the CERQ-Short.
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2.3.6. Perceived Stress Scale-10 (PSS-10)

To measure the level of experienced stress component in physical illnesses and
behavioral disorders Cohen et al. developed Perceived Stress Scale in 1983 which was a
14-item S-point Likert type scale. The reliability measures of the scale turned out to be
adequate with a 10-item version and a 4-item version for telephone interviews (Cohen,

Kamarck and Mermelstein 1983: 392).

PSS was translated and adapted into Turkish by Eskin and his colleagues (2013)
also with 10-item and 4-item version. They found the internal consistency reliability
scores of PSS-14, PSS-10 and PSS-4 as .84, .82 and .66, in addition, 2 factors appeared
in the scale which were perceived insufficient self-efficacy and perceived stress/distress
(Eskin et al. 2013: 137). Higher points in the scale refers to greater experienced stress
by the participant. In this study, the 10-item version of the PSS was administered, and
the Cronbach’s alpha reliability coefficient was found to be .74. Appendix F presents
the PSS-10.

2.3.7. Perceived Parenting Self-Efficacy Scale (PSES)

In this study, a measure of parenting self-efficacy which particularly measures
the parenting beliefs of coping with the special difficulties originated from being a
parent of a child with heart disease was needed. Therefore, utilizing the 5 issues of
Moos and Tsu’s (1977) work about illness-related tasks which causes stress to the
parent, a five-item scale was constituted. Items were developed reflecting the belief for
being able to cope with parent’s own emotional problems, the distress of the child with
heart disease, the economic problems, the problems derived from health-related
conditions and symptoms of heart disease, and the uncertainty the future would bring.
The participants were asked to rate their levels of belief into those 5 issues on a
numerical axis between O (no belief) to 10 (strong belief). The higher points in the scale
indicated greater parenting self-efficacy. In this study, the Cronbach’s alpha reliability
coefficient of the scale was .81. Appendix G presents the PSES.
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2.3.8. McMaster Family Assessment Device-General Functioning Subscale

(FAD-GF)

To assess families within the context of McMaster Model of Family
Functioning, FAD was developed by Epstein, Baldwin and Bishop (1983), under the
seven subscales which evaluates “Problem Solving, Communication, Roles, Affective
Responsiveness, Affective Involvement, Behavior Control, and General Functioning” in
the family context. It was a 60-item device with 4-point Likert type scale from 1 (totally
agree) to 4 (totally disagree) and more than 2 points in the items, refers to levels of
unhealthier family functioning (Epstein, Baldwin and Bishop 1983: 172). FAD was
adapted into Turkish by Bulut in 1990. In this study, due to the time reasons and loads
of scales and questions of the study, only General Functioning subscale was used which

consisted of 12 items.

In the original form, for the whole instrument, the Cronbach’s alpha internal
consistency coefficient was reported as .78 and, .92 for the General Functioning
subscale (Epstein et al. 1983: 176). In this study, the Cronbach’s alpha coefficient of the
General Functioning Subscale was .83. Appendix H presents the FAD-GF.

2.3.9. Satisfaction With Life Scale (SWLS)

To assess global life satisfaction as a part of subjective well-being, Diener and
his colleagues developed the Satisfaction with Life Scale in 1985. It was a 5-item short
scale with 7-point Likert type rating from totally disagree (1) to totally agree (7), and
the higher scores indicated higher life satisfaction. The internal consistency reliability

score was .87 (Diener et al., 1985: 72).

The SWLS was adapted into Turkish by Koker (1991) with its 7-point Likert
type scale. Later, Dagli and Baysal (2016) readapted the scale into Turkish with
changing its 7-point Likert type scale to 5-point Likert type scale due to their
participants’ report which was the statement of 7 points were too much alike each other

as meanings and made difficult to choose one. The Cronbach’s alpha internal
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consistency coefficient of this Turkish form was .88. In this study, the Turkish form of
Dagli and Baysal were used and the Cronbach’s alpha reliability coefficient was found

to be .82. Appendix I presents the SWLS.



CHAPTER III

3. RESULTS

The data was analyzed by using the IBM SPSS Version 22 (Statistical Package
for the Social Sciences). The data were normally distributed. After calculating the
frequencies, means, standard deviations, minimum and maximum values of the
participant’s socio-demographic characteristics (Table 2.1), and children’s illness
related characteristics (Table 2.2), these descriptive statistics were investigated also for

the instruments used in this study which were illustrated in the Table 3.1.

Table 3.1: Means, standard deviations, minimum, maximum values of the measures

Variables Mean SD Min Max
BSI 39.00 28.15 .00 158.00
CER Strategy
Self Blame 3.73 1.70 2.00 10.00
Other Blame 3.07 1.41 1.00 10.00
Acceptance 5.76 2.34 2.00 10.00
Focus on Thought 5.05 1.87 1.00 10.00
Positive Refocusing 5.89 2.36 2.00 10.00
Planning 5.90 2.10 1.00 10.00
Positive Reappraisal 6.44 2.30 1.00 10.00
Perspective Taking 5.99 2.59 1.00 10.00
Catastrophizing 4.33 2.27 1.00 10.00
PSS-10 17.94 6.32 1.00 38.00
Perceived Insufficient Self-efficacy 6.29 2.86 .00 16.00
Perceived Stress/Distress. 11.65 4.50 .00 22.00
PSES 37.95 8.81 10.00 50.00
Burden Interview 26.48 10.92 3.00 60.00
FAD-GF 20.54 6.67 12.00 46.00
SWLS 16.05 4.63 1.00 38.00

Note: BSI = Brief Symptom Inventory; CER = Cognitive Emotion Regulation; PSS-10 = Perceived
Stress Scale-10; PSES = Parenting Self-efficacy Scale; FAD-GF = McMaster Family Assessment
Device-General Functioning Subscale; SWLS = Satisfaction With Life Scale.
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3.1.  Correlational Analysis Between Variables

To investigate the relationships between socio-demographic variables, illness-
related variables and instruments variables, correlations between these variables were
calculated. The results generally were found as expected. The most important

correlational findings of the study were reported below:

There was a significant negative correlation between caregiving burden and
parenting self-efficacy, r (208) = -.244, p < .01; caregiving burden and mothers’ levels
of education, r (208) = -.235, p < .01. It means that, while caregiving burden increased,
parenting self-efficacy and mothers’ levels of education decreased. On the other hand,
there was a significant positive correlation between caregiving burden and age of the
children, r (208) = .208, p < .01; caregiving burden and the period of time since first
diagnosis, r (208) = .244, p < .01. It means that, while age of the children and the period

of time since first diagnosis increased, caregiving burden also increased.

There was a significant negative correlation between the period of time since
first diagnosis and life satisfaction of mothers, r(208) = -.163, p < .05; however, a
significant positive correlation between the period of time since first diagnosis and their
usage of focus on thought, #(208) = .182, p < .01. It means that, while the period of time
since first diagnosis increased, mothers’ usage of focus on thought CER strategy also

increased, but their life satisfaction decreased.

There was a significant positive correlation between children’s number of the
days of hospitalization and mothers’ perceived stress, r (208) = 208, p < .01. It means
that, while number of the days the children stayed in the hospital increased, their

mothers perceived stress also increased.

There was a significant positive correlation between mothers’ levels of
education and planning, r(208) = .142, p < .05; mothers’ levels of education and
perspective taking, r(208) = .198, p < .01; and mothers’ levels of education and

catastrophizing, r(208) = .175, p < .05. On the other hand, there was a significant
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negative correlation between mothers’ levels of education and positive refocusing, r

(208) =-.208, p < .01.

Finally, there was not any significant correlation between illness severity and
psychopathological symptoms, caregiving burden, stress, parenting self-efficacy, family
functioning, life satisfaction, or CER strategies. Table 3.2 illustrated the correlation

values between variables in the study.
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Table 3.2: Correlations between variables

2 3 4 5 6 7 8 9 10 11 12 13 14
1 Child Age - 185%* 011 704 -044 -107 -010 -049 179%%  619%F - 274%x 071 268+ - 025%*
2 Tllness Severity 402+ 129 S44wr 563wk 550k 438k -.045 - 177% -107 040 030 -121
3 Number of 168 274 378 D0k D34 -.105 -.043 -.094 056 074 -127
Diagnosis
4 Diagnosis Period 195 130 283+ 156* -029 370%% - 208%* 070 218 -074
> Number of 22 72 J04%F -.020 076 -.159% 026 032 067
Hospitalizations
6 Days of 6997 403+ -.063 -112 -.165% 078 075 - 104
Hospitalizations
7 Number of 4597 -120 065 -.183%x 109 121 -153%
Surgery
8 Number of 2105 -124 027 027 -036 041
Angiography
9 Number of EPS 149+ -072% 013 011 -.021
10 Mother Age - 272k 132 2045 085
11 Mother’s st oot st
Education Status =297 -346 397
12 Number of s
Family Members 732 030
13 Number of
Children -088
14 Income

*p <.05; **p < .01
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15 16 17 18 19 20 21 2 23 24 25 26 27 28 29
1 Child Age 003 208+ -.076 -018 051 -.056 -011 -.007 -.023 137 144 .066 046 071 138
2 Tllness Severity 055 102 115 -.058 -071 .008 079 -.007 051 024 -121 134 -118 -.085 098
3 Number of Diagnosis 074 031 -.002 034 -.139% 105 -.041 042 092 -.002 007 -.050 -.044 082 057
4 Diagnosis Period .000 244w 020 -.058 061 -.163* 029 .003 013 182 122 073 011 053 122
iﬁ‘;‘l‘t‘:ﬁ;’;om -.005 132 063 037 056 030 1069 029 070 026 006 -.023 -038 113 078
6 Days of Hospitalizations 069 127 200 -.053 016 004 047 -.039 114 016 -.006 -.061 -.053 -.006 117
7 Number of Surgery -.068 117 021 -036 037 -.005 007 -050 060 -.026 -013 -054 -.079 -.140% -.008
8 Number of Angiography -110 084 037 061 002 024 023 -.027 -.008 -.090 -.070 -077 -.083 -.106 048
9 Number of EPS 034 -.067 -.043 -.024 003 1100 -.067 -074 -011 -.054 113 037 011 037 -.064
10 Mother Age -030 122 -.086 068 024 049 013 -016 -011 1100 084 050 051 029 107
éiﬁ;"her’s Education -123 -235%% -.034 043 -162% 143* -.039 .000 065 062 -218%% 142+ -.001 1983+ 175%
12 Number of Family
Mombere -.028 041 068 048 -013 -.051 084 005 -.044 042 045 -.040 089 -.100 033
13 Number of Children -.048 039 011 -076 -.027 -.094 -.064 -.051 -.033 -.005 051 -.039 -.003 -017 059
14 Income -.023 -076 -.026 144 -.069 208 051 -.041 052 013 -.084 .098 -.051 024 -.041

*p <.05; **p < .01
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16 17 18 19 20 21 22 23 24 25 26 27 28 29
15 BSI 396%F  461FF  _316%F  365%F  _420%F  204%F  342% 006  247%  _116 028 -.104 051 483
];?lriifg‘““g D268 44w DQIwE _DATEE D5O¥E D44 000 .199%¢ 074 052 -.068 031 325k
17 Stress S308E  248%F  _419%x  306%x  276%F  _008  .259%F  _200%F 044  -249%%  _(02] 355
18 PSE S219%F 394w 203 _ 081 001 -.146%  286%F  .143%  33]%* ~056  -201%*
19 FAD-GF J381%E 207 233%F 048 053 011 S049  -165% 030 233
20 Life Satisfaction ~095  -.198%* 108 -116  .174% 067 200%% S002  -316%*
21 Self Blame 172% 055 371%  _030  .173* -.096 027 343k
22 Other Blame ~033  177F 045 098 007 S047  243%
23 Acceptance AS51% 162%  .159%  240% 288  _038
24 Focus on Thought 089 389%x  0200%x  309%x D77k
25 Positive 378%%  516%% 086 -.097
Refocusing
26 Planning AB5H* 262%% .030
27 Reappraisal 281%* -.151%
28 Perspective
Taking 046

29 Catastrophizing

*p <.05; **p < .01



3.2.  Psychopathology and Caregiving Burden Differences Between Groups:
T-test Analyses

Regarding gender, there was not a significant difference in psychopathology
scores of mothers between female (M = 37.63, SD = 24.10) and male (M = 40.36, SD =
30.10) children conditions; ¢ (208) = -.700, p > .05. Besides, there was not a significant
difference in caregiving burden scores of mothers between female (M = 25.57, SD =
10.82) and male (M = 27.37, SD = 10.99) children conditions; ¢ (208) = -1.20, p > .05.
In other words, there were no group differences in between two genders of children in

terms of caregiving burden and psychopathology levels of their mothers.

Regarding types of heart diseases, there was not a significant difference in
psychopathology scores of mothers between congenital (M = 39.81, SD = 28.94) and
acquired (M = 35.63, SD = 24.56) heart diseases conditions; ¢ (208) = .844, p > .05.
Besides, there was not a significant difference in caregiving burden scores of mothers
between congenital (M = 26.39, SD = 11.24) and acquired (M = 26.85, SD = 9.52) heart
diseases conditions; ¢ (208) = -.240, p > .05. In other words, there were no group
differences in between children having congenital and acquired heart disease in terms of

their mothers’ psychopathology and caregiving burden levels.

Regarding the time of the diagnosis, there was not a significant difference in
psychopathology scores of mothers between prenatal (M = 43.95, SD = 40.09) and
postnatal (M = 26.70, SD = 10.90) diagnosis conditions; 7 (208) = .848, p > .05. Besides,
there was not a significant difference in caregiving burden scores of mothers between
prenatal (M = 24.48, SD = 11.18) and postnatal (M = 38.46, SD = 26.59) diagnosis
conditions; ¢ (208) = -.884, p > .05. In other words, there were no group differences
between children diagnosed with heart disease in prenatal and postnatal period in terms

of their mothers’ psychopathology and caregiving burden levels.

Regarding patient settings, there was not a significant difference in
psychopathology scores of mothers between outpatient (M = 38.19, SD = 28.82) and
inpatient (M = 40.37, SD = 27.14) conditions; ¢ (208) = -.542, p > .05. Besides, there
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was not a significant difference in caregiving burden scores of mothers between
outpatient (M = 26.69, SD = 11.67) and inpatient (M = 26.13, SD = 9.57) conditions; ¢
(208) = .360, p > .05. In other words, there were no group differences between the
mothers whose children was an outpatient and whose children was an inpatient in terms

of their psychopathology and caregiving burden levels.

Regarding having an additional illness, there was not a significant difference in
psychopathology scores between the mothers whose children had heart disease solely
(M =39.41, SD = 28.98) and the mothers whose children had additional illness/es (M =
37.65, SD = 25.39); 1(208) = -.381, p > .05. Besides, there was not a significant
difference in caregiving burden scores between the mothers whose children had heart
disease solely (M = 25.78, SD = 11.01) and the mothers whose children had additional
illness/es (M = 28.81, SD=10.39); #(208) = -1.696, p > .05. In other words, there were
no group differences between the mothers whose children had heart disease solely and

whose children had an additional illness/es.

Regarding marital status, there was a significant difference in psychopathology
scores between single (M = 59.82, SD = 42.63) and married mothers (M = 37.86, SD =
26.82); t (208) = -2.551, p < .05. Besides, there was a significant difference in
caregiving burden scores between single (M = 33.27, SD = 17.23) and married mothers
(M =26.10, SD = 10.40); ¢ (208) = -2.139, p < .05. These findings indicated that single
mothers scored more on psychopathological symptoms and caregiving burden than the
married mothers. However, the sample sizes of married (N = 199) and single (N = 11)

mothers were very different. Therefore, this finding should be approached cautiously.

Regarding employment status, there was not a significant difference in
psychopathology scores between employed (M = 40.14, SD = 30.81) and unemployed
mothers (M =3 8.72, SD =2 7.52); t (208) = -.295, p > .05. Besides, there was not a
significant difference in caregiving burden scores between employed (M = 27.79, SD =
14.35) and unemployed mothers (M = 26.14, SD = 9.87); t (208) = -.295, p > .05. In
other words, there were no group differences between employed and unemployed

mothers in terms of their psychopathology and caregiving burden levels.
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Regarding having psychological support, there was a significant difference in
psychopathology scores between mothers who had psychological support (M = 46.98,
SD = 29.47) and who had not before (M = 36.65, SD = 27.40); t (208) = 2.255, p < .05.
This finding indicated that the mothers who did not have any psychological support
before scored more on psychopathological symptoms than others. On the other hand,
there was not a significant difference in caregiving burden scores between mothers who
had psychological support (M = 28.40, SD = 11.64) and who had not before (M = 25.90,
SD = 10.66); #208) = 1.390, p > .05. In other words, there was a group difference
between the mothers who had psychological support and who did not have before in
terms of psychopathology levels. However, there was no group difference in two groups

in terms of caregiving burden levels.

3.3.  Predictor Variables of Psychopathology: Regression Analysis

To investigate the predictor variables of psychopathology, a hierarchical
regression analysis was conducted. In the first step of regression analysis, caregiving
burden, stress, parenting self-efficacy, family functioning and life satisfaction variables
were entered. It was found that this model was significant and accounted for 36% of
psychopathology scores, F (5, 204) = 22.779, p = < .001, R = .599, R? = 358. In the
second step of regression analysis, self-blame, other-blame, focus-on-thought and
catastrophizing were entered to the model. It was found that, this model was significant
and accounted for 43% of psychopathology scores, F (9, 200) = 16.926, p < .001, R =
.658, R? = .432. Table 5 illustrated the variables entered each step. In the first step,
caregiving burden, f = .223, #209) = 3.684, p < .001; stress, f = .269, #(209) = 4.134, p
< .001; family functioning, £ = .156, #(209) = 2.504, p < .01; and life satisfaction, f = -
172, 1(209) = -2.556, p < .01 were significantly predicted psychopathology. Increase in
psychopathology scores was related to higher caregiving burden, stress and family
functioning scores. On the other hand, increase in psychopathology scores was related
to decrease in life satisfaction scores. In the second step, the variables entered in the

first step protected their significance in p < .05, furthermore, other blame, f = .128,
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#(209) = 2.210, p < .05; and catastrophizing, f = .235, #209) = 3.751, p < .05 were
significantly predicted psychopathology scores. Increase in psychopathology scores
was related to higher other blame and catastrophizing scores. Table 3.3 presents the

regression analysis.

Table 3.3: Regression analysis: Predictors of psychopathology

Predictors B Beta B t Model R”

1 .36

Caregiving Burden 575 223 3.684%**

Stress 1.200 .269 4.134%%*

Parenting Self-efficacy -.168 -.052 -.820

Family Functioning .659 156 2.504%*

Life Satisfaction -1.046 -.172 -2.556%*
2 43

Caregiving Burden 371 .144 2.410%

Stress .788 177 2.693%*

Parenting Self-efficacy -.114 -.036 -.581

Family Functioning .520 123 2.042*

Life Satisfaction -.861 -.142 -2.173%

Self-Blame 1.027 .034 551

Other-Blame 2.556 128 2.210%*

Focus-on-Thought .669 .044 751

Catastrophizing 2.915 235 3.751%**

*p < .05, **¥p < .01, ***p < .001. Note: The increase in family functioning scores refers to decreased
functioning.

3.4. The Mediator Roles of Catastrophizing and Other Blame Between

Variables: Mediation Analysis

To investigate mediator roles of catastrophizing and other blame CER strategies
on the relationship between variables, PROCESS Macro by Hayes Version 3.0 Model 4

analyses were conducted.

3.4.1. The Mediator Roles of Catastrophizing and Other Blame on the
Relationship Between Stress and Psychopathology

Mediation analysis showed that stress significantly predicted catastrophizing
b=.127, SE = .023, p < .001. Catastrophizing significantly predicted psychopathology
b=4.174, SE = 751, p < .001. Stress significantly predicted other blame b = .062,

SE=.015, p < .001. Other blame significantly predicted psychopathology b = 3.60,
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SE=1.18, p < .01. When the role of catastrophizing and other blame controlled, the
predictive power of stress on psychopathology decreased from b = 2.054 to b = 1.301,
and stress remained predicting psychopathology significantly » = 1.301, p < .001.
Therefore, this finding indicated that catastrophizing and other blame partially mediated
the relationship between stress and psychopathology. Indirect effect of stress on
psychopathology through catastrophizing was significant BCa CI [.058, .189]. Indirect
effect of stress on psychopathology through other blame was also significant BCa CI
[.005, .100]. In other words, stress level increased the usage of catastrophizing;
catastrophizing increased the psychopathology level; stress level increased the usage of
other blame, other-blame increased psychopathology level in mothers who have
children with heart disease. Catastrophizing and other blame increased the effect of
stress on psychopathology. Figure 3.1 illustrates the mediator roles of catastrophizing

and other blame on the relationship between stress and psychopathology.

a1=.127** (Mt) bi=4.174%*
Stress c=2.054%* ¢’=1.301** Psychopathology
X)
a=062%*

Figure 3.1: Mediator roles of catastrophizing and other blame on the effect of stress on

psychopathology.

3.4.2. The Mediator Roles of Catastrophizing and Other Blame on the

Relationship Between Stress and Caregiving Burden

Mediation analysis showed that stress significantly predicted catastrophizing b =

127, SE = .023, p < .001. Catastrophizing significantly predicted caregiving burden b =
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1.150, SE = .335, p < .001. Stress significantly predicted other blame b = .062, SE =
.015, p < .001. Other blame significantly predicted caregiving burden b = 1.138, SE =
.525 p < .01. When the role of catastrophizing and other blame controlled, the predictive
power of stress on caregiving burden decreased from b = .464 to b = .247, and stress
remained predicting caregiving burden significantly b = .247, p < .05. Therefore, this
finding indicated that catastrophizing and other blame partially mediated the
relationship between stress and caregiving burden. The indirect effect of stress on
caregiving burden through catastrophizing was significant BCa CI [.032, .148].
However, the indirect effect of stress on psychopathology through other blame was not
significant BCa CI [-0004, .086]. In other words, the stress level increased the usage of
catastrophizing; catastrophizing increased the caregiving burden level in mothers who
had children with heart disease. Only catastrophizing increased the effect of stress on
caregiving burden. Figure 3.2 illustrates the mediator roles of catastrophizing and other

blame on the relationship between stress and caregiving burden.

Catastrophizing
aj=127%** (M) bi=1.150%%+
Stress c=406%+* ¢'=247* Caregiving Burden
(X) g (Y)
— ek
a,=.062%** Other-Blame b=1.138
(M2)

Figure 3.2: Mediator roles of catastrophizing and other blame on the relationship

between stress and caregiving burden.

3.4.3. The Mediator Roles of Catastrophizing and Other Blame on the
Relationship Between Life Satisfaction and Psychopathology

Mediation analysis showed that life satisfaction significantly predicted

catastrophizing b = -.155, SE = .032, p < .001. Catastrophizing significantly predicted
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psychopathology b = 4.330, SE = .0749, p < .001. Life satisfaction significantly
predicted other blame b = -.060, SE = .020, p < .01. Other blame significantly predicted
psychopathology b = 4.086, SE = 1.168, p < .01. When the role of catastrophizing and
other blame controlled, the predictive power of life satisfaction on caregiving burden
increased from b = -2.556 to b = -1.640, and life satisfaction remained predicting
psychopathology significantly in p < .001. The increased predictive power in direct
effect of life satisfaction on psychopathology refers to catastrophizing and other blame
partially mediated the relationship between life satisfaction and psychopathology, but
with decreasing the effect of life satisfaction. Indirect effect of life satisfaction on
psychopathology through catastrophizing was significant BCa CI [-.177, -.050]. The
indirect effect of life satisfaction on psychopathology through other blame was also
significant BCa CI [-.086, -.006]. In other words, the life satisfaction level decreased the
usage of catastrophizing; catastrophizing increased the psychopathology level; life
satisfaction decreased the other blame usage, other blame usage increased
psychopathology level in mothers who have children with heart disease. Figure 3.3
illustrates the mediator roles of catastrophizing and other blame on the relationship

between life satisfaction and psychopathology.

Catastrophizing
aj=-.155%** (M1) by=4.033 %%
Life ¢=-2.556%** ¢'=-1.640%** Psychopathology,
Satisfaction > (Y)
(X)
Other-Blame by=4.086**
ar=-.060** Other-Blame
(M2)

Figure 3.3: Mediator roles of catastrophizing and other blame on the relationship

between life satisfaction and psychopathology.
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3.4.4. The Mediator Roles of Catastrophizing and Other Blame on the

Relationship Between Family Functioning and Psychopathology

Mediation analysis showed that family functioning scores significantly predicted
catastrophizing b = .079, SE = .022 p < .001. Catastrophizing significantly predicted
psychopathology b = 4.748, SE = .741 p < .001. Family functioning scores significantly
predicted other blame b = .049, SE = .0142 p < .001. Other blame significantly
predicted psychopathology b = 3918, SE = 1.194 p < .001. When the role of
catastrophizing and other blame controlled, the predictive power of family functioning
scores on psychopathology decreased from b = 1.540 to b = 971, and family
functioning scores remained predicting psychopathology significantly b = .971, p <
.001. Therefore, this finding indicated that, catastrophizing and other blame partially
mediated the relationship between family functioning scores and psychopathology.
Indirect effect of family functioning on psychopathology through catastrophizing was
significant, BCa CI [.031, .154]. Indirect effect of family functioning on
psychopathology through other blame was also significant BCa CI [.007, .095]. In other
words, an increase in family dysfunction increased the usage of catastrophizing;
catastrophizing increased the psychopathology level; an increase in family dysfunction
increased the usage of other blame, other-blame increased psychopathology level in
mothers who have children with heart disease. Catastrophizing and other blame
increased the effect of family dysfunction on psychopathology. Figure 3.4 illustrates the
mediator roles of catastrophizing and other blame on the relationship between family

functioning scores and psychopathology.
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a= 0797 (My) bi=4.748 %%
Family c=1.540%%* ¢’= Q7] #** Psychopathology
Functioning > (Y)
(X)

by=3.918%***

s Other-Blame
a)=.049

(M>)

Figure 3.4: Mediator roles of catastrophizing and other blame on the effect of family
functioning and psychopathology. Note. The increase in family functioning

scores refers to decreased functioning/increased dysfunction.



CHAPTER IV

4. DISCUSSION

4.1. Evaluation of The Results

This study was conducted to investigate firstly whether caregiving burden,
cognitive emotion regulation strategies, stress, parenting self-efficacy, family
functioning and life satisfaction were predictors of psychopathological symptoms in the
mothers who had children with heart disease. The second aim of the study was to detect
the mediational roles of cognitive emotion regulation strategies in relation between

these variables. Thus, our statistical analysis took shape in accordance with these aims.

In this section, the findings of the study were discussed in the light of previous

literature findings in the frame of these aims.

The results of the study were generally in accordance with the Transactional
Stress and Coping Model of Adjustment to Chronic Illness as expected and they were

also consistent with the previous literature findings.

With the regression analysis the predictors of psychopathology were found. In
the first step, caregiving burden, stress, family functioning and life satisfaction
significantly predicted distress, psychopathological symptoms. This finding was
consistent with the previous findings in the literature in which higher caregiving burden
was associated with higher depression and anxiety which also predicted low levels of
quality of life that also supports the increases in stress and family dysfunction and

decreases in life satisfaction (Atagiin et al., 2011: 518). In the second step, in addition to
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the previous variables, only catastrophizing and other blame significantly predicted
distress. It means that the most strong and maladaptive CER strategies were
catastrophizing and other blame in the case of mothers of children with heart disease,
which is also supported with previous CER literature (Ongen 2010: 1521). However,
adaptive strategies found as predictors of depression previously such as positive
refocusing (Ongen 2010: 1521) were not found even correlated with psychopathological

symptoms in this study.

Mediation analysis were conducted to investigate the mechanisms between
psychopathology, caregiving burden, stress, family functioning and life satisfaction with
the exploration of the role of catastrophizing and other blame CER strategies on these

mechanisms.

In the first mediation analysis it was found that catastrophizing and other blame
partially mediated the relation between stress and psychopathology. It means that,
catastrophizing and other blame increased the effect of stress on psychopathology. This
was expected because stressful life events like one’s children being ill may lead to
maladaptive coping strategies which may lead to psychopathological symptoms, distress
by adopting catastrophic thoughts such as thinking about the worst conditions, like loss
of the child, even if they do not reflect the real situation (Fonseca, Nazare and
Canavarro 2011: 14). Additionally, mothers may tend to blame others more, like their
spouse and his family’s genetic heritage, about the appearance of heart disease in their
child which may also disturb family relations, lead social isolations and loss of social

support that may cause distress as well (Fonseca, Nazare and Canavarro 2011: 14).

In the second mediation analysis, it seems that catastrophizing and other blame
partially mediated the relationship between stress and caregiving burden. However
indirect effect of stress on caregiving burden through other blame was not significant.
So, it can be concluded that only catastrophizing partially mediated the relationship
between stress and caregiving burden. It means that catastrophizing increased the effect
of stress on caregiving burden. This relationship between variables is consistent with the

studies claiming the stress’s predictive role on the difficulties with caregiving a child
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with chronic illness (Emerson & Bogels, 2017: 2347). The mediator role of
catastrophizing on caregiving burden may be interpreted as that because the exaggerated
thoughts of child’s health conditions may also directly lead to overly exaggerated

thoughts of difficulty to manage the disease and caregiving tasks.

In the third mediation analysis, partial mediation roles of catastrophizing and
other blame on the relation between life satisfaction and psychopathology seems
expected. Catastrophizing and other blame decreased the positive effect of life
satisfaction on the decline in psychopathological symptoms. This finding refers to the
costs of adopting maladaptive coping strategies on psychological well-being. On the
other hand, the decrease in life satisfaction might lead to an increase in usage of
catastrophizing and other blame, which leads to the increase in psychopathological
symptoms. This finding was supported with a study suggesting the group difference in
perceived quality of life between high and low catastrophizing usage of the participants

(Borsbo, Peolsson and Gerdle 2008: 566).

In the last mediation analysis, catastrophizing and other blame partially mediated
the relationship between family functioning scores (measuring dysfunction) and
psychopathology which means catastrophizing and other blame increased the effect of
family dysfunction on psychopathology. In other words, the impairments in family
functioning leads to maladaptive coping skills like thinking the worst scenario and
blaming the others like other family member for one’s negative life events such as
blaming the father or sibling for the child’s health conditions as mentioned before. This
mediational effect is consistent with the previous findings referring significant
relationships between social support, family functioning, coping styles and

psychopathology (Davis et al., 1998: 224).

Looking at the transactional stress and coping model in chronic illness, this
study’s findings were generally consistent with the model. Mediator roles of coping
mechanisms (corresponds to maladaptive CER strategies, which were catastrophizing
and other blame in this study), in relation to cognitive processes (self-efficacy beliefs,

perceived stress in this study) and family functioning variables on the outcome of
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distress in the model (Thompson 1994: 172) supported the findings of this study. This
study also referred to maternal adjustment processes with its mediation relations to
understand the mechanisms between independent variables and mainly
psychopathological symptoms and caregiving burden as dependent variables. However,
one difference which is the inclusion of illness parameters (illness severity and type) in
the model that was not found significantly related with any dependent or independent
variables of this study. Nevertheless, previous studies and the study by Davis and his
colleagues (1998: 225) that tested the model also found no relation of illness severity to

the mothers’ level of distress.

Looking at the correlational values, while child age increased the caregiving
burden the mothers’ perceived also increased. Besides the health risks emerged from the
heart diseases and financial burden, until toddlerhood, caregiving children is generally
comprised of meeting their basic needs such as their nutrition and physical health.
While children are growing up, especially when they reach school age, the health risks
and financial burden remain, even generally increase, but additionally their needs also
may rise more in terms of some aspects and managing with them in an appropriate way
may increase the caregiving effort of parents necessarily. Firstly, children’s physical
activities increase gradually, and this refers to increased health risks in the case of a
heart disease. Secondly, the limitation in physical activities accompanied by frequent
hospital visits, surgical operations, and hospitalizations may cause the attendance
declines at school and undermines their education life which requires extra effort for
meet educational needs to make them reach to their peers. Moreover, again the
limitations in physical activities and long hospital stays also may hinder children’s
social and psychological development. This finding of the study was also supported by
Fitzgerald et al. (2018) in the study in which they had found a significant positive

relationship between caregiving burden and child’s age.

Longer time periods after diagnosis and higher number of days of
hospitalizations also increased with stress, caregiving burden, and usage of maladaptive

CER strategies like catastrophizing and focus-on-thought as expected which reflects the
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growing psychological difficulty of managing the heart disease as the time passes in a

hospital context dealing with critical health conditions.

There was a strong negative relationship between mother’s education and
caregiving burden, which indicated an increase in mother’s education status goes with a
decrease in caregiving burden. It may be possible firstly because of mother’s with
higher education have more financial resources, so their families are affected by health
expenditures of their children less financially than the mothers with lower education.
Secondly, it may be easier to reach appropriate useful information about child’s heart
disease for mothers with higher education so that they can manage the care of the child
with heart disease in an easier way which may support them to perceive their caregiving
burden less. Furthermore, the positive relationship between mother’s education and
income; income and parenting self-efficacy; the negative relationship between parenting
self-efficacy and caregiving burden also support this situation with an emphasis on the
importance of self-efficacy beliefs as a parent of a children with heart disease such as
beliefs of being able to cope with one’s own and her child’s emotional distress, financial
burden, symptoms the child experiences and future uncertainties derived from heart
disease as stated in PSES. In addition, higher mothers’ education seems also goes
parallel with employing more adaptive coping mechanisms such as planning and
perspective taking which supports the previous explanations. On the other hand, there is
a strong negative relationship between mother’s education and positive refocusing; a
positive relationship between mother’s education and catastrophizing which 1is
interesting. In addition to no previous findings encountered in this direction, however,
this situation can be interpreted again with the highly educated mothers’ easier way of
reaching the broader information about heart disease and the other parents in a similar
situation, especially through the internet and social media. This may lead to the
misevaluations of the illness severity of one’s own child, comparing the child’s situation
with other conditions or patients without a reliable knowledge about their conditions,
because as seen in the illness-related characteristics of this study (see Table 2), there are
several different heart disease diagnosis and conditions which have different

characteristics in terms of severity and management.
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In the literature, some studies have found that child’s illness severity was in
relation with the distress of mothers (Brosig et al. 2007; Thompson et al. 1994; Yildiz,
Celebioglu and Olgun 2009). For instance, in the study in which transactional stress and
coping model was formed on the sample of mothers of children with cystic fibrosis and
sickle cell disease, Thompson and his colleagues (1994: 180) indicated that maternal
adaptation process was significantly related to illness parameters referring to severity.
On the other hand, more studies, including the one testing the transactional stress and
coping model on mothers of children with congenital heart disease, have claimed that
illness severity was not related to distress of mothers (Davis et al. 1998; Doherty, et al.
2009; Frank et al. 2010). In this study, it was also found that illness severity was neither
correlated with psychopathological symptoms (BSI scores), nor caregiving-burden,
stress, perceived self-efficacy, family functioning, life satisfaction or any of CER

strategies.

In the literature, most previous studies only included mothers of children with
congenital heart diseases into their sample (Wei et al., 2015). Therefore, the
psychological states of mothers of children with acquired heart diseases have been
neglected, despite having a child diagnosed with a heart diseases after all healthy period
of time with no problem with the heart can be also distressful and frustrating and may
give rise to the similar emotional reactions such as shock, fear and guilt. Moreover, in
both congenital and acquired heart diseases, children’s families may share similar
perceptions about their quality of life, and both children were advised physical
limitations in daily life and sports activities (Marino, 2009: 711). Supporting this point
of view, in this study there was no significant difference between mothers of children
with congenital heart disease and mothers of children with acquired heart disease in

terms of their levels of psychopathological symptoms and caregiving burden.

In this study, single mothers experienced more psychopathological symptoms
and caregiving burden than married mothers. Bearing in mind that this finding should be
approached cautiously since married and single mothers’ sample sizes were not equal,
this finding can be explained with less social support single mothers receive while

dealing with the child’s health conditions than married mothers. In addition, being
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single imputes all financial, social and psychological burden of life, oneself and the
children with the health condition of the child on a single person, therefore single
mothers’ higher distress was expected. This was also supported with the previous
studies (Bachner-Melman et al., 2018; Rousou et al., 2019). However, in the future
studies selection of the equal sample sizes of these two groups should be a point to

consider for drawing more valid conclusions.

Receiving a psychological support in the context of having a child with critical
diseases proved importance in the previous studies which sampled parents of children
with serious health conditions (Mangurian et al., 2018: 369). In this study this was also
supported with the finding that mothers who had received any psychological support
before showed less psychopathological symptoms than mothers who had not. Therefore,
psychological support in this context helps to reduce distress. However, there was not a
significant difference between those mothers in terms of caregiving burden. This finding
suggested that mothers of children with serious health conditions should be supported
also with interventions which were aimed and directed at reduction of the caregiving

burden they perceived and experienced.

One issue was the low reliability Cronbach’s alpha of focus-on-thought and
planning subscales of CERQ-Short. It was interesting because the other 7 subscales’
reliability coefficients of the CERQ-Short were in acceptable degrees. The full CERQ
(36 items) and CERQ-Short are widely used instruments despite some controversial
issues about the reliabilities of their subscales. For example, Lee et al. (2018: 7) offered
a 6-factor structure of CERQ-Short rather than the original 9-factor version. However,
despite Ireland and his colleagues have found some weekly fitting items like “I often
think about how I feel about what I have experienced” in rumination (focus on thought)
subscale (0=.47), in addition to some overlapping items, in their conclusion they
supported the factorial validity of the original scale (2017: 93). More importantly, there
were studies which approaches the usage of Cronbach’s alpha in a critical way that may
explain this and previous studies’ low reliability findings in original CERQ-Short and
their alternative factor-structural offers. For example, in a discussion article by Sijtsma

(2009: 119), which broadly discusses meaning, misusages and limited usages of
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Cronbach’s alpha on many aspects, it was concluded that alpha was not equal to a
scale’s reliability, nor it is related to the internal structure of a scale. Moreover, to
decide about one scale’s reliability, a single test administration was not enough, he
claimed. (Syjtsma, 2009: 119). Additionally, in another similar article discussing what
Cronbach’s alpha actually means, Tavakol and Dennick (2011: 54) claims that
Cronbach’s alpha value itself was formed based on the tau equivalent model, a model
that stipulates and requires enough numbers in a scale. Therefore, low number of items
in a scale violates the model’s assumption and undermines a test’s real reliability
(Tavakol and Dennick 2011: 54). An adaptation study of another scale also accepted
a=.39 for a subscale with showing the same reason, the effect of low number of items
(Yildiz 2017: 134). In each subscale of CERQ-Short, there were only 2 items.
Therefore, Cronbach’s alpha values of subscales might not reflect the actual reliability.
Thus, for this study, it was decided to keep focus on thought and planning subscales

since they were also important parts of CER strategies.

4.2.  Strengths of the Study

The most important strength of this study is that it was conducted with the
special sample of mothers whose children were heart disease patients in clinical
settings. Reaching out this sample, especially with a high sample size of the participants
(210 mothers), provided crucial information about the real-life extents of distress and

caregiving burden the mothers experience with their emotion-related coping strategies.

Additionally, in this study, both congenital and acquired heart disease patients’
mothers were included into sample unlike the previous studies which mostly included
only congenital heart diseases patients’ mothers (Wei et al., 2015). Hence, in this study,
it was suggested that congenital and acquired heart diseases conditions were not
different from each other in terms of mothers’ experiences of psychopathological
symptoms and caregiving burden levels. This finding provided base of the future studies
which will approach the pediatric heart diseases in general focusing on the mothers’

psychological experiences to draw more inclusive conclusions.
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Furthermore, although 54% of the participants were from Istanbul, there were
participants from many diverse regions of the country (from 39 different cities), which

increases the generalizability of the findings to Turkey.

In addition, among the CER strategies, only catastrophizing and other blame
significantly and consistently predicted the psychopathology. This finding might be a
special for this population of Turkish mothers whose children have heart disease
because it might have a cultural aspect special for Turkish sample. Especially about the
other blame, accusing others for the negative events can be assumed as a frequently
encountered thinking style in daily life which makes the individual weaker in terms of
overcoming the negative event or situation because it is generally followed by the
thinking that the individual has nothing to do by own self. Besides, this thinking style
may also cause a decrease in social support and an increase in social isolation which
paves the way for psychopathology, caregiving burden, stress and disturb in family
relations. This situation may become a vicious cycle enhancing these negative
psychological factors and maladaptive coping strategies. In a previous study conducted
in Turkey, it was found that catastrophizing and other blame were also the only
maladaptive predictors of depression among female participants which supports this
study’s finding (Ongen 2010: 1521). On the other hand, in another study conducted in
United States, their findings were not only specific to catastrophizing and other blame in
predicting depression, anxiety, stress and trait anger (Martin and Dahlen 2005: 1256).
Therefore, emphasizing of a possible cultural difference can be one of the strengths of

this study.

4.3.  Limitations, Future Directions, and Clinical Implications

One limitation of this study is the lack of child adjustment parameters like
child’s cognitive processes and coping mechanisms which were presented in the
original Transactional and Stress Model of Adjustment to Chronic Illness (Thompson et
al. 1994: 172). For future studies, these variables can be included to find out how they

are affected from other variables and contributed to the maternal adjustment/distress.
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Lack of fathers in the sample is another limitation of the study. Collecting data
from the fathers and looking at the picture in their point of view may lead to different

findings and open to new directions which can be conducted in future studies.

The usage of the self-report instruments is also a limitation because factors such
as social desirability may interfere with the results and the perception of one’s own state
may be subjective and cannot reflect the actual state of the individual. Therefore, for the
future studies interviews with the individual and their spouse or another family member

may be more beneficial.

To assess parenting self-efficacy, a 5-item rating scale was developed for this
study in accordance with the context of pediatric heart disease, and it was found out that
parenting self-efficacy did not predict psychopathological symptoms significantly. In
the future studies, a more structured and comprehensive parenting self-efficacy scale
can be developed and used in accordance with this context so that the predictive role of
parenting self-efficacy can be investigated more comprehensively and in a more deep

and detailed way.

In this study, although there were participants from 39 different cities in Turkey,
which is a strength of this study, 54% of the participants were from Istanbul. A broader
study can be held that includes all regions and participants from different, smaller and
bigger cities with larger and equal sample sizes which can provide more generalizable

findings.

In the future studies, the children’s ages can be grouped as ranges of ages so that
the group differences in psychological variables of mothers can be investigated between

different ranges of children’s ages.

Additionally, this study suggested that family functioning was in relation with
distress and caregiving burden the mothers experienced as a component of social
support. In the future studies, with employing variables from different sources of social

support (spousal support, support from friends, from other parents whose children have
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similar conditions, from extended family or nuclear family members, and so on...), it
will be possible to investigate which sources of social support helps these mothers better

to cope with their distress.

In this study, only mediator roles of variables were investigated. In future
studies, moderating roles of the variables can also be investigated to understand the

mechanisms between variables.

The variables and mediation relationships in this study and Transactional Stress
and Coping Model of Adjustment to Chronic Illness can also be tested on families
which do not have a member having a chronic disease to see the possible different

effects and to compare clinical and non-clinical sample.

Psychological interventions can be improved or developed handling the
variables in this study or the model step by step to improve family members’ adjustment
to the illness. Psychoeducational interventions can be conducted about the relationships
and effects of different factors, maladaptive coping styles to create awareness and
replace them with more adaptive ones. Especially interventions directed to managing
the caregiving burden perception, and reaching out the valuable sources of social

support in an appropriate way can be carried out for the future clinical implications.

4.4. Conclusion

Heart diseases in children are the critical conditions which affect family
members, especially mothers’ psychological states in a negative way (Uludag 2014;
Yildiz et al. 2009). In the light of the previous findings and the Transactional Stress and
Coping Model of Adjustment to Chronic Illness, the relationship between variables of
psychopathology, caregiving burden, cognitive emotion regulation strategies, stress,
parenting self-efficacy, family functioning and life satisfaction were tested in this study.
In general, aims of the study were reached. Caregiving burden, stress, family

functioning and life satisfaction were found as predictors of psychopathology in
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mothers whose children have heart diseases. The mediation effects of catastrophizing
and other blame CER strategies between these variables were investigated. There were
some strengths and limitations of the study. In general, the findings were consistent with
the previous findings with new mediation relationships in between slightly different
variables in the context of mothers of children with heart diseases in Turkey, and pave

the way of future studies in the context of the pediatric heart diseases.
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Appendix A: Sociodemographic information form

KISISEL BILGI FORMU
Cocuk Bilgileri

e (Cocugun adi soyadi:
e (Cocugun cinsiyeti:
e Kalp hastalig1 teshisi cocugunuz ka¢ yasindayken kondu?

e Kalp hastaligi disinda cocugunuzun baska bir fiziksel ya da ruhsal, dogustan ya da
sonradan ortaya ¢cikmis bir rahatsizli§1 var mi1? Varsa belirtiniz.

Anne Bilgileri

* Adimiz Soyadiniz:
*  Yasmiz:

e Medeni durumunuzu isaretleyiniz:
Bekar Evli Bosanmug/Dul___
¢ Egitim Diizeyinizi Isaretleyiniz:

Okuryazar___ flkokul Ortaokul Lise  Universite_ Yiiksek Lisans/Doktora___

®  Yasadiginiz Sehir:

Cocugunuzun tedavisi i¢in yagadiginiz sehirden tasinmak zorunda kaldiniz mi ya da
seyahat etmek zorunda kaliyor musunuz? Isaretleyiniz.

Evet_ Hayir___

e Siz dahil ailenizde toplam kag kisi var?
e Kalp hastalig1 tanis1 alan cocugunuz dahil toplam ka¢ cocugunuz var?

e Su anki calisma durumunuzu isaretleyiniz.

Calismiyor____ Tam zamanl calisiyor____ Yar1 zamanl ¢aligiyor____
e (Cocugunuzun hastahigi nedeniyle isinizden izin aldiniz m1? Evet___  Haywr____
Evetise: Ucretliizin___ Ucretsiz izin___

e Evin ortalama aylik gelirini belirtiniz:

e Daha Once psikiyatrik ya da psikolojik destek aldiniz m1? Evet_  Hayr___

Evet ise, tan aldiysaniz belirtiniz:
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Appendix B: Patient information form

HASTA BILGI FORMU

e Degerlendiren doktorun adi soyadt:

e Hastanin Ad1 Soyadu:

e Kalp Hastalig1 Tanis1 ya da Tanilar::

e Tan aldig1 zamani isaretleyiniz: Dogum Oncesi___ Dogum Sonrasi___
¢ [lk tanidan bu yana gecen siire:

e Hastaneye yatis sayist:

e Hastaneye yatilan toplam giin sayist:

e Varsa ameliyat sayist:

e Varsa gecirdigi diger operasyonlar1 ve sayisini belirtiniz:

® Sizce hastalik siddeti agisindan bu hasta hangi gruba giriyor? Isaretleyiniz:

o Grup 1 (hafif hastalik): Herhangi bir cerrahi miidahale ya da baska bir islem
gerektirmeyen, sadece uzun donem takip gerektiren hastalar

o Grup 2 (orta siddette hastalik): Semptomatik ya da asemptomatik, ama basit bir
operasyon/miidahale ge¢irmis ya da gecirmeyi gerektiren hastalar

o Grup 3 (belirgin hastalik): Oldukca semptomatik, uygulamasi zor bir cerrahi
miidahale gec¢irmis ya da gecirmeyi gerektiren hastalar

o Grup 4 (agir hastalik): diizeltilmesi miimkiin olmayan, ancak kompleks
hafifletici/gec¢ici miidahaleler uygulanabilen hastalar



Appendix C: Brief Symptom Inventory

KSE

Asadida insanlann bazen yasadiklan belirtler ve yakinmalann bir listesi venlmistir Listedeki her maddeyi
litfen dikkatle okuyun.Daha sonra o belirtinin sizi bugin dahil, son bir haftadir ne kadar rahatsiz ettigini yandaki
kutulardan uygun olanamin icini[® isaretleyerek gosterin.Her belirti igin sadece bir yen isaretlemeye ve higbir
maddeyi atlamamaya dzen gbsterin.Fikir dedistinrseniz ilk yanitinizin Gstini karalayin.

L

Biraz

Orta
Derecede

Oldukga
fazla

Ciddi
derecede

1. Icinizdeki sinirilik ve titreme hali

2. Bayqinlik, bag dénmesi

3. Bir baska kisinin sizin disincelerinizi kontrol edehilecedi inanci

4. Baginiza gelen sikintilardan dolay bagkalannin suglu cldugu digincesi

5. Olaylan hatifamada gucluk

6. Cok kolayca kizip ofkelenme

7. Gogis (kalp) bélgesinde agnlar.

8. Meydanhk {acik) alanlardan korkma duygusu

9. Yagsaminiza son verme dagunceleri

10.

Insanlann coguna givenilmeyecadi distncesi

1.

Istahta bozukluklar

12.

Hig bir nedeni olmayan ani korkular

13

. Kontrol edemediginiz duygu patlamalan

14

. Bagka insanlarla beraberken bile yalnizlik hissetme

15.

Isleri bitrme konusunda kendini engellenmis hissetme

16.

Yalmizlik hissetme

17.

Hizinld, kederi hissetme

18.

Highir geye ilgi duymama

19.

Aglamakh hissetme

20

. Kolayca incinebilme, kinlma

21

. Insanlann sizi sevmedigine kétl davrandigina inanmak

22

. Kendini dierlerinden daha agad géme

23

Mide bozuklugu, bulanti

24,

Digererinin sizi gdzledidi ya da hakkinizda konustugu inanci

25,

Uykuya dalmada gucluk

26

. Yaphginiz seyleri tekrar tekrar dogru mu diye kontrol etme

27

. Karar vermede gUlclikler

28.

Otohis, tren, metro gibi umumi vasitalaria seyahat eimekien korkma

29.

Nefes darigi, nefessiz kalma

30.

Sicak, soguk basmalan

3.

Sizi korkuttudu icin bazi esya, yer, etkinliklerden uzak kalmaya calisma

32

Kafanizin birden bombosg kalmasi

33

Bedeninizin bazi bolgelerinde uyusmalar, kanncalanmalar

34,

. Ginahlanniz icin cezalandinimaniz gerektigi disincesi

35

. Gelecekle ilgili umutsuziuk duygulan iginde olmak

36

. Konsanirasyonda (dikkati bir sey Ozerinde toplamada) giglik/zorlanma

3.

Bedenin baz bdlgelerinde zayiflik, glicsizlik hissi

38.

Kendini gergin ve tedirgin hisseime

39.

Olum ve dlmek Uzenine dugunceler

40.

Birini dévme, ona zarar verme, yaralama istedi

41.

Bir seyleri kimal/ddkme istedi

42,

Digerlerinin yanindayken kendini cok fazla gozlemek, yanlis bir geyler
yapmamaya calismak

43.

Kalabaliklarda rahatsizlik duymak

4.

Bir baska insana hi¢ yakinlik duymamak

45,

Dehset ve panik ndbetlen

46,

Sik sik tarigmaya girme

47,

Yalniz birakildidindakalindiginda sinirilik hissetme

48

. Bagsanlanniz i¢in digerlerinden yeterince fakdir gdmediginiz disiincesi

49,

Yernde duramayacak kadar gergin ve tedirgin hisseime.

50

. Kendini dedersiz gorme, dedersizlik hissi

51.

Izin verdiginiz takdirde insanlarmn sizi somlrecedi duslnoesi

52,

Sucluluk duygulan

53.

Aklinizda bir bozukiuk oldudu disinceler

N
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Appendix D: Burden Interview

BVYO

Acqiklama: Asagida. insanlarin bir vakmina bakim verirken ortaya ¢ikan duygu, diigiince ve
deneyimlerini vansitan sorular bulinmaktadir. Siz bu sorular: kalp hastalifi tanisi olan

cocugunuzu diisiinerek cevaplayiniz (sorulardaki “yakinmiz™ sdzciigii kalp hastalifi tanist
olan ¢ocufunuza yoneliktir). Bu sorulardaki dumimlari ne kadar siklikla yasadiginiz: her

ifadenin karsismdaki uygun kutucugu 1saretleverek belirtiniz.

0=Hichir Zaman =]
1=Na;dircn = -._"F g
2=Bazen ™ s | _,“?- 5
3=0ldukea Sik 21| 8|25
4=Her zaman S|l | 2|3 | T
1 Yakmmnizm ihtrvaci oldugundan daha fazla vardim 1stedigini 0 2 3
diiginiiyor musunuz?
~ | Yakmniza harcadifimz zamandan dolayi, kendmize yeterince 0 2 3
“ | zaman ayrwramadigmizi disiiniyor musunuz?
3 | Yakinniza bakim verme ile aile ve is sorumluluklariiz yerine 0 2 3
getirme arasmda zorlandiFmizi dilsiintivor musunuz?
4 Yakininizin davranislar: nedenivle rahatsizlik duyuyor 0 2 3
musunuz?
0 2 3
5 | Yakimimzm vanmdayken kendinizi kizgin hissediyor musunuz?
6 Yakmmizin diger aile iiveleri va da arkadaslarimizla iliskileriniza | © 2 3
clumsuz yinde etkiledigin diigiiniivor musunuz?
7
7 | Gelecegin vakmmiza getwebileceklerinden korkuyor musunuz? 0 B :
0 2 3
8 | Yakmmzin size bagumh oldugunu digiiniiver musunuz?
0 2 3
9 | Yakminizm yanmdayken kendinizi gergin hissedivor musunuz?
10 Yakmmizla ilgilenmenin saghginizi bozdugum diisiiniiyor 0 2 3
musunuz?
1 Yakmmiz nedeni ile 6zel hayatmzi istediginiz gibi 0 2 3
vagayvamadiFinizi dilgiiniivor musunuz?
1 Yakininiza bakmanin sosyal yagaminizi etkiledigini disiiniiyor | 0 2 3
~ | musunuz?
13 Yakumnizmn bakunin Gstlendiginiz igin rahatga/kolay arkadag 0 2 3
| edinemediginizi diigtiniiyor musunuz?
Yakmmizin sizi tek dayanagi elarak goriip. sizden ilgi 0 2 3
14 bekledigini diisiiniiyor musunuz
g Funuy
15 Kendi_ harcamalarmizdan kalan paranm vakmmizin bakimi icin 0 2 3
"~ | veterh olmadifini dilsiintivor musunuz?
16 Yakmimniza bakmayi daha fazla siirdiiremeyeceginizi hissediyor | 0 2 3
musunuz?
17 Yakmmniz hastalandif1 zaman vasammizin kontroliinii 0 2 3
kavbettizmizi diisiiniivor musunuz?
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0=Hicbir Zaman
1=Nadiren
2=Bazen
3=0Oldukca Sik
4=Her zaman

Higbir Zaman

Nadiren

Bazen

Oldukga Sik

Her Zaman

18

Yakimmizm bakimini bir bagkasmun tistlenmesini ister miydiniz?

—_

(V8]

19

Yakimmniz icin yapilmasi gerekenler konusunda kararsizlik
yasryor musunuz?

Yakimmniz icin daha fazlasim yapmak zorunda oldugunuzu
diistinityor musunuz?

Yakimmizm bakiminda yapabileceginiz isin en iyisini yaptigimizi
diistiniiyor musunuz?

Yakimmiza bakarken genellikle ne kadar giicliik yasiyorsunuz?




Appendix E: Cognitive Emotion Regulation Scale-Short Form (CERQ-Short)
BDDO-KF

Herkesin basindan istenmeyen veya tatsiz bircok olay gecmistir veya gecmektedir ve herkes
bu duruma kendi yontemleriyle karsilik vermektedir. ISTENMEYEN VEYA TATSIZ
DURUMLARLA KARSILASTIGINIZDA genellikle ne sekilde diisiindiigiiniizii, asagida yer
alan sorular aracilifiyla belirtmeniz istenmektedir.

1 (Neredeyse) Hicbir zaman =
2 Bazen £ 5| s = 4 g
3 Diizenli olarak £l N | 8E| = g
4 Sik sik E8 & B35 & | 3
5 (Neredeyse) Her zaman T

| Bu olay yasandi, gerceklesen durumu bu 1 2 3 4 5
sekilde kabullenmem gerektigini diisiiniiriim.

) Gergeklesen olay karsisinda bagkalarini 1 2 3 4 5
suclarim.

3 Gergeklesen olayin sorumlusu olarak kendimi | 1 2 3 4 5
gorirum.

4 Yasanan kotii olay1 kabul etmem gerektigini 1 2 3 4 5
diisiiniiriim.

5 Bu olayla ilgisi olmayan giizel seyler 1 2 3 4 5
diistiniiriim.

6 Diger insanlarin ¢ok daha kétii deneyimler 1 2 3 4 5
yasayabileceklerini diigiiniiriim.

7 Yasadigim olaym ne kadar kotii oldugunu 1 2 3 4 5
siirekli diisiintiriim.

3 Gergeklesen olaydan bagkalarinin sorumlu 1 2 3 4 5
oldugunu diisiiniiriim.

9 Yasanan olayin, iizerimde neden bu sekilde 1 2 3 4 5
bir duygu yarattigin1 anlamak isterim.

10 Yasanan bu kotii olay: diigiinmek yerine giizel | 1 2 3 4 5
seyler diisiiniiriim.

C e .. 1 2 3 4 5

11 | Durumu nasil degistirebilecegimi diigiiniiriim.
Yasanan kotii olaym ayni zamanda olumlu 1 2 3 4 5

| 2 : AR
yonlerinin de bulundugunu diisiiniiriim.

13 Yasananlarin kaynagi olarak kendimi 1 2 3 4 5
goriiriim.

14 Bagimdan gecen kotii olayin, bende harekete | 1 2 3 4 5
gecirdigi duygular iizerinde diisiiniiriim.

15 Yapabilecegim hamlelerle ilgili bir plan 1 2 3 4 5
diisiiniirtim.

16 | Durumun pozitif yonlerini ararim. ! 2 3 ! :

17 Kendi kendime hayatta daha kétii seyler 1 2 3 4 5
oldugunu sdylerim.

18 Durumun ne kadar korkung oldugunu siirekli | 1 2 3 4 5
diisiiniiriim.
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Appendix F: Perceived Stress Scale-10 (PSS-10)

ASO-10

Aciklama: Asagida gectigmmiz ay igerisindeki kisisel deneyimleriniz haklnda bir dizi soru
voneltilmektedir. Her soruyu dikkatlice okuyup size en uygun segenegin altindaki kutuya bar
carp1 15areti koyarak cevaplaymz. Sorularn dogm veya yanls cevab: yoktur. Onemli olan
sizin duygu ve digiincelerinizi yansitan yamtlan vermenizdir,

0: Higbir Zaman
1: Neredeyse Hicbir Zaman

2: Bazen

Bazen
MMdukga sik
Cok sk

Hi¢hir Zaman

3: Oldukca sik

Neredevse Higbir
Laman

4: Cok sik

1. Gegen ay. beklenmedik bir seylerin olmasi
nedemiyle ne siklikta rahatsizlik duydunuz?

2. Gegen av, hayatimzdak: énemli seyler: kontrol
edemediginizi ne siklikta hissettiniz?

3. Gegen ay, kendimizi ne siklikta sinirli ve stresh
hissettiniz?

4. Gegen ay, kisisel sorunlarmizi ele alma
yetenegimize ne siklikta giiven duydunuz?

5. Gegen ay, her seyin yolunda gittigini ne

siklikta hissettiniz?

6. Gegen ay, ne siklikta yapmaniz gereken
sevlerle basa cikamadigmizi fark ettiniz?

7. Gecen ay, hayatinizdaki zorluklari ne siklikta
kontrol edebildiniz?

8. Gegen ay, ne siklikta her seyn iistesmden
geldiginizi hissettiniz?

9. Gegen ay, ne siklikta kontroliintiz disinda
gelisen olaylar viiziinden éfkelendimiz?

10. Gegen ay, ne siklikta problemlerin iistesinden
gelemevyeceginiz kadar biriktigin hissettinz?




Appendix G: Perceived Parenting Self-Efficacy Scale (PSES)
EOAO

Su anki kendi duygu ve diisiincelerinizi géz oniine aldiginizda, asagida verilen ifadelerin
size ne derecede uygun oldugunu O ile 10 arasinda bir sayiyla degerlendirerek ¢izgi iizerinde
isaretleyiniz (O=hi¢ uygun degil, 10=¢ok uygun).

1. Kendi duygusal sikintilarimla bag edebilecegime inaniyorum.

°
®
°

. - ——+
3

0 1 2 10

~
&)
o))
~
o3

2. Kalp hastalig1 tanis1 almis cocugumun duygusal sikintilariyla bas edebilecegime

inaniyorum.
° ' 3 —e ® —e ° ° o °
0 1 2 3 4 5 6 7 8 10

3. Su an yasadigim ya da ileride karsilasabilecegim ekonomik zorluklarla bag
edebilecegime inantyorum.

l
i

10

o
=
o]
W
N
(%)}
(=)}
~
[+
w

4. Cocugumun kalp rahatsizligindan kaynaklanan saglik problemleri ve hastalik
belirtilerinin yarattig1 sikintilarla bas edebilecegime inaniyorum.

°
®
°

. - ——+
3

0 1 2 10

I
&)
o))
~
o)

5. Gelecekte karsilasacagim belirsiz durumlarla bas edebilecegime inaniyorum.

[ 4 L4 —@ \ 4 — L @ @ o & L
4 10

Ul
[e)}
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(o]
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Appendix H: McMaster Family Assessment Device-General Functioning Subscale

(FAD-GF)

ADO-GI

Aciklama: Asagida aileler hakkinda 12 ciimle bulunmaktadir. Liitfen her ciimlevi dikkatlice

okuduktan sonra, sizin ailenize ne derecede uyduguna karar veriniz. Onemli olan, sizin

ailenizi nasil gérdiginizdir. Her bir ciimle ¢, verilen 4 secenekten (Aynen Katiliyorum,

Bityilk Olgiide Katiliyorum, Biraz Katiliyorum, Hi¢ Katilmiyorum) size uygun olanm
altindaki kutucugu saretleyiniz. Miimkiin oldugu kadar cabuk ve samimi cevaplar veriniz.

Kararsizliga ditsersemz. 1lk akliniza gelen dogrultusunda, hareket edmiz. Litfen her ciimleyt

cevapladigmizdan emin olunuz.

1=Aynen Katiliyorum
2=Biiviik Olgiide Katiliyorum
3=Biraz Katiliyorum

4=Hi¢ Katilmiyorum

Aynen
Katiliyorum

Bityiik Olgiide
Katiliyorum

Biraz
Katilivorum

-

Hig
Katilmiyorum

Ailece ev dismda program yapmada giiclitk cekeniz, ciinkii aramizda
fikir birligs saglayamayiz.

[E%)

[

Bir siknts ve iiziintii 1le karsilastigumizda, birbirmmize destek oluruz.

[E%]

[¥5]

Evde dertlerimizi fiziintiilerimizi birbirimize séylemeyiz.

(]

Ailemizin iiyeleri, birbirlerine hosgoriilii davranirlar.

[E%]

Ailecek. korkularimizi ve endiselerimizi birbirinizle tartigmaktan
kaciniriz.

[E%]

Duygularimzi birbirimize agikca soyleyebilinz.

(]

Aile icinde genellikle birbirimizle pek iy1 gecinemeyiz.

[E%]

Auile igmde birbirmmize hosgorilii davraninz.

(]

Ailemizde herhangi bir seye karar vermek her zaman sorun olur.

10

Aile igmnde, herhangi bir sorunun (problemin) nasil ¢ozileceg:
hakkmda kolayca karar verebilinz.

[E%]

11

Evde birbirimizle pek 1v1 gegmemeyiz.

2

Aile icmde birbirimize giiveniriz.

fat




Appendix I: Satisfaction With Life Scale (SWLS)

YDO

Agagida yasammizla 1lgili genel ifadeler verilmistir. Bu ifadelerin size ne kadar uveun
oldugunu verilen 1 ile 5 arasmdaki seceneklerle degerlendirerek. ifadenin karsisindaki size
uygun secenegin kutucugunu isaretleyiniz. Her ifade igin yalniz bir secenek isaretleyiniz ve
listfen her ifadeve diirist ve itenlikle cevap vermiz, bos birakmaymiz.

1=Hi¢ Katilmryorum

2=Cok Az Katiliyorum
3=0rta Diizeyde Katiliyorum
4=Biiyiik Oranda Katihyorum
5=Tamamen Katilivorum

Cok Az
Katiliyorum
Orta Diizevde
Katiliyorum
Biiyiik Oranda
Katilryorum

Hig Katilmiyorum

['amamen
Katiliyorum

1 | Ideallerime yakm bir vasantim vardar.

2 | Yagam kosullarim mitkemmeldir.

3 | Yagammmdan memnunum.

Smmdive kadar yasamdan 1stedigim dnembh seylere
sahip oldum

Tekrar dilnyaya gelsem hayatimdaki hemen hemen
hichir seyi degistirmezdim.




