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ABSTRACT

THE EFFECT OF PSYCHO-EDUCATION ABOUT MATERNAL ATTITUDES

ON CHILDHOOD OBSESSIVE COMPULSIVE DISORDER SYMPTOMS

Akinci, Ecem

M.A., Clinical Psychology
Thesis Supervisor: Dr. Oya Mortan Sevi

May 2017, 109

In recent years, studies begin to focus on the role of family in the
development, maintenance and treatment of childhood obsessive-compulsive
disorder (OCD). Although, the effect of parental attitudes on childhood OCD was
revealed, in treatment procedures, it is still unclear which family related factors led to
change in child symptomatology. Furthermore, there is also a gap in Turkish
literature about effect of parental attitudes on childhood OCD. Therefore, the primary
goal of the present study is to investigate relationship between maternal attitudes and
subclinical childhood OCD in a Turkish sample. For this aim, sample consisted of
ninety-seven, eight to ten-year-old children and their mothers. To examine
relationship between maternal attitudes and subclinical childhood OCD, Parental
Attitudes Research Instrument, Leyton Obsessional Inventory Child Version, State-
Trait Anxiety Inventory for Children and Children’s Depression Inventory were used

as assessment tools. Moreover present study also investigates the effectiveness of



8-sessions psycho-education program about maternal attitudes. So, after initial
assessments and regarding to exclusionary criteria, fifteen mothers randomly
assigned either to group psycho-education condition (n=8) or waiting-list control
condition (n=7). It was hypothesized that, 8-session psycho-education program
would decrease negative attitudes of mothers and children’s subclinical OCD
symptoms. Finally it was also hypothesized that compared to children-mother pairs
in waiting-list control group (n=7), children-mother pairs in psycho-education group
(n=8) would experience a significant decrease in both negative attitudes and
subclinical OCD symptoms. First findings showed that, marital conflict has a
significant relationship with subclinical OCD symptoms. At the same time, marital
conflict and authoritarian attitude also have significant relationship with state anxiety
symptoms in children. Results also indicated that the psycho-education program was
effective in reducing negative maternal attitudes and children’s subclinical OCD

symptoms.

Keywords: Childhood obsessive-compulsive disorder, parental attitudes, pscyho-

education, effectiveness
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ANNE TUTUMLARINA YONELIK PSIKO-EGITIM CALISMASININ
COCUKLUK CAGI OBSESIF KOMPULSIF BOZUKLUGU SEMPTOMLARINA

ETKISi

Akinci, Ecem

Yiiksek Lisans, Klinik Psikoloji

Tez Yoneticisi: Dr. Oya Mortan Sevi

Mayis 2017, 109

Son yillarda yapilan arastirmalar ¢ocukluk ¢agi obsesif kompulsif bozuklugu’
nu (OKB) devam ettirici ve bozuklugun tedavisinde etkili olabilecek ailesel faktorler
tizerine odaklanmaya baglamistir. Ebeveyn tutumlarinin ¢ocuklarda goriilen OKB
tizerine etkisi ortaya ¢ikarilmasina ragmen, tedavi protokollerinde hangi ailesel
faktorlerde yasanan degisimin cocuklarin semptomlarini azalttigi direkt olarak
gozlenememektedir. Ayrica Tiirk literatiiriinde, ebeveyn tutumlart ve ¢ocukluk cagi
OKB’si arasindaki iligkiyi inceleyen aragtirmalar yeterli sayida degildir. Tiim bunlar
gz Oniline alindiginda, bu g¢alisma oncelikli olarak Tiirk popiilasyonunda anne
tutumlart ve ¢ocukluk ¢agi esik alti OKB belirtileri arasindaki iligkiyi incelemeyi
amaglamistir. Bu amagla 6rneklem, cocukluk ¢agi OKB’nin baslangi¢ yasi olarak

kabul edilen 8-10 yas grubu ¢ocuklar ve onlarin anneleri olmak iizere doksan yedi

vii



¢ocuk-anne ciftinden olusmustur. Anne tutumlart ve cocuklarda esik altt OKB
belirtileri arasindaki iligkiyi incelemek amaciyla, Aile Hayat1 ve Cocuk Yetistirme
Tutum Olgegi, Leyton Obsesyon Envanteri — Cocuk Formu, Durumluk-Siirekli
Kaygi Envanter —Cocuk Formu ve Cocuklar i¢in Depresyon Olcegi 6l¢iim araglar
olarak kullanilmistir. Bunun 6&tesinde arastirma es zamanli olarak, cocuklarda
goriilen esik alti OKB belirtileri ile iliskili oldugu diisiiniilen ebeveyn tutumlarina
miidahale etmek amaciyla olusturulan sekiz seanslik psiko-egitim ¢aligmasinin
etkililigini incelemeyi amaglamistir. Olgiimler ve diglama kriterleri géz Oniine
alinarak on bes anne segkisiz atama yontemi ile psiko-egitim (n=8) ve bekleme
listesi-kontrol gruplarina (n=7) atanmustir. Yapilan psiko-egitim ¢alismasinin
annelerin olumsuz tutumlarinda ve ¢ocuklarin semptomlarinin siddetinde anlamli
azalmalar saglayacagi disliniilmistiir. Son olarak, sekiz haftalik psiko-egitim
caligmasi sonrasinda, psiko-egitim grubundaki anneler ve ¢ocuklarla, bekleme listesi
kontrol grubundaki anne ve c¢ocuklar karsilastirildiginda, psiko-egitim grubundaki
annelerin olumsuz tutumlarinda ve cocuklarinin esik alti OKB semptomlarinda
anlamli sekilde azalma olacag varsayilmustir. ilk bulgular, ebeveyn tutumu
boyutlarindan  “’evlilik ¢atismasi’’nin  ¢ocuklarda goriilen esik ali OKB
semptomlariyla iligkili oldugunu gostermistir. Ayn1 zamanda, evlilik ¢atigmast ve
otoriter tutumun da gocuklarda goriilen siirekli kaygi belirtileriyle anlamli derecede
iliskili oldugu goriilmiistiir. Psiko-egitim sonrasi bulgular ise, annelere uygulanan
sekiz haftalik psiko-egitim programinin hem annelerin olumsuz tutumlarint hem de
cocuklarda goriilen esik altt OKB semptomlarini azaltict etki gosterdigini ortaya
koymustur.

Anahtar kelimeler: Cocukluk ¢ag1 obsesif kompulsif bozuklugu, ebeveyn tutumlari,

psikoegitim, etkililik
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CHAPTER 1

INTRODUCTION

1.1. Characteristics Of Childhood Obsessive Compulsive Disorder

Childhood Obsessive Compulsive Disorder (OCD) is a type of anxiety
disorder and characterized by intrusive, recurrent and inappropriate thoughts,
impulses and images that cause anxiety and marked distress which are identified as
Obsessions. Furthermore, it includes repetitive behaviors (e.g. hand washing,
ordering) and mental acts (e.g. counting, repeating words), which are aimed at
reducing distress and preventing anxiety that are identified as Compulsions. Other
symptoms of childhood OCD can show themselves as sleep deprivations, feel of
shame, depressive mood due to feel of ’being different’’, agitation, irritability,
slowness due to “’need for get things right’” and neuropsychological differences such
as difficulty in writing, reduction in processing speed or changes in verbal and
nonverbal skills. As in adults, these obsessions and compulsions produce distress,
time-consuming, and can cause severe impairment in one's social, emotional and

educational life (DSM-IV-TR; American Psychiatric Association, 2000).



In childhood, children often produce ritualistic behaviors (mealtime, bedtime
rituals etc.), which are a part of normal development. But these are not causing any
impairments or distress in children (Geller &March, 2012). In a study, Piacentini et
al. (2003) were examined the functional impairments in childhood OCD and findings
showed that ninety percent of children with OCD reported at least one significant
impairment in academic, social or family functions. Sometimes, obsessions and
compulsions can interfere with the learning process of children and that leads
academic difficulties or because the time consuming and shameful nature of
symptoms, children can withdraw from social world. Furthermore, OCD can cause

family conflicts, which makes things worse for children.

OCD is known as one of disorders, in which similar symptomology can be
observed both in children and adults. At its core, childhood OCD indicates the cases
in which the symptoms presents before the adolescence whereas, the onset of
adulthood OCD indicates periods in adolescence or after adolescence (Kalra &
Swedo, 2009). Although the symptomology of childhood OCD have similarities with
adulthood OCD, researches also emphasize important differences in sex ratios and
comorbidities. According to Chansky (2000), in childhood, boys tend to show
symptoms of OCD more than girls in contrast, in adulthood OCD gender ratios
appears to be more equal. On the other hand, when looking at comorbidities,
attention deficit and hyperactivity disorder, separation anxiety disorder and tic
disorders most commonly seen in children (Turkbay et al., 2000; Geller, 2006)
whereas major depression, generalized anxiety disorder and bipolar disorder are
comorbid disorders of adulthood OCD (Turkbay et al., 2000). Studies also mention

the significant differences related with the process of child’s development. Like in
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adults most of children report obsessions with compulsions, but in childhood OCD, it
is also not a rare for children to show only compulsions. Swedo et al. (1989)
explained that with cognitive development process of children and the level of ability
to explain their thoughts. Furthermore, for children, having insight of senseless
nature of obsessions is not expected criteria, because of their ongoing cognitive

development (DSM-IV; American Psychiatric Association, 2000).

As in adults, childhood OCD also has many subtypes. Common subtypes of
obsessions are can be categorized as fear of contamination, fear of harm to oneself
and another people, need for symmetry or doubting. On the other hand, common
subtype of compulsions in children show themselves as, excessive washing and
cleaning, checking, repeating, counting and praying (March & Mulle, 1998;

Chansky, 2000; Fitzgibbons & Pedrick, 2003).

Contamination themes represent themselves as fear of touching doorknobs,
money, shoes, dirty things, fear of germs, fear of illness or death. The obsessions
about harm can be seen as fear of causing harm of someone; stabbing something like
knife or poisoning and fear of being harmed by an illness, burglars etc. Obsessions
about symmetry themes may be include need for lining up objects. Obsessions
related with doubting themes indicate, being unsure about completed common
actions. One of the prevalent compulsions in children is washing and cleaning
compulsion (repeated hand washing and repeated showering) and it is mostly
following contamination obsessions; avoiding touching doorknobs, money, shoes,
dirty things. Whereas, rechecking doors, windows, locks etc. are examples of

checking compulsions. Repeatedly seeking reassurance also can be seen as a verbal



form of checking compulsion (Fitzgibbons & Pedrick, 2003). Symmetry compulsions
mostly involves actions like pulling up socks until they come the same high, retying
something or lining up objects. The compulsion about counting directly indicates
counting to certain number while doing something. Repeating/redoing show up with
repeated actions like opening and closing doors, turning lights on and off, rewriting,
erasing, rereading and so on. Finally, continuous praying and hoarding useless

objects are also types of compulsions in children.

1.2. Subclinical OCD

Subclinical OCD defines a widely seen condition in both nonclinical children
and adult population in which obsessive and compulsive symptoms still exist like in
clinical OCD but apart from that there is no severe functional impairments in ones
life (Black and Gaffney, 2008). Likewise, in subclinical OCD, obsessive-compulsive
symptoms are not severe enough to diagnosing full-blown OCD (Brown et. al.,
2014). Flament et al. (1988) mentioned that, children and adolescents with
subclinical OCD can also have awareness about differences in their behaviors
compared to their peers but they also organize their life around these different
behaviors. On the other hand, children and adolescents with subclinical OCD can
experience signs of mild impairments as well. Malakar and Basu (2016) reported
that, fourteen-year-old students with subclinical obsessive-compulsive symptoms

show lower school achievements when compared with their healthy peers.

Additionally, previous researches (Leonard et al., 1993; Valline-Bassile et al.,

1996) demonstrated the prevalence of subclinical OCD in young population. The



results of previous researches showed that, nineteen percent and twenty-seven

percent of the samples showed subclinical OCD symptoms, respectively.

These findings reveal the importance of investigating links between
subclinical OCD and clinical OCD. But the relationship between subclinical OCD
and clinical OCD is still controversial. According to Valline-Bassile et al. (1996),
subclinical OCD can be precursor of OCD or it can be also a part of OCD spectrum,
which is not indicated a progression to OCD. In their study, from among OCD
diagnosed subjects, twenty one percent remained their diagnosis, seventeen percent
moved to subclinical OCD diagnosis in one-year follow up. At the same time, from
among subclinical OCD diagnosed subjects, twenty four percent remained their
diagnosis, one point five percent moved to OCD diagnosis in one-year follow up.
Black et al. (2003) also reported changeable transition relationship between
subclinical OCD and clinical OCD. With 2-year follow up their findings showed
that, from among fifteen children with subclinical OCD, four developed full-blown
OCD, seven continued to have subclinical OCD whereas four of them progressed to
neither condition. In 2008, Black et al. reviewed their previous findings and
suggested more comprehensive and long term follow up studies for examining the

relationship.

1.3. Epidemiology Of OCD

1.3.1.Prevalence
Before 1980’s, OCD was considered to be an adulthood disorder and findings
about childhood onset only were obtained from retrospective examinations. Even

though OCD is thought as an adulthood disorder, later researches proved that OCD
5



also common in children and adolescents. In 1988 Flament et al. conducted first
epidemiological study with three hundred and fifty six students, and found the one
year prevalence of OCD in students as zero point seven percent. According to
literature review of Heyman et al. (2001), between the years of 1988 and 1998
researches found the prevalence rate of OCD in children and adolescents between
zero point six percent and three point six percent. In more recent years studies
reported the prevalence rates as one percent and two percent (Piacentini et al., 2003;

Karaman et al., 2011; Walther et al., 2014).

In Turkey, Diler and Aver (2002) conducted a study with 1,739 outpatient
children aged ranged between nine to fifteen and found one-year prevalence as two
point seven percent. Abay et al. (2010) also found prevalence of OCD as one point
four percent and Selvi et al. (2010) reported one-year prevalence of OCD as five
point nine percent. It is obviously seen that, in worldwide studies, obtained
prevalence rates in communities vary but in general, they were reported one percent
to four percent. This prevalence shows that OCD in children is not rare, but it is
rarely diagnosed. According to Chansky (2000), the first reason is that, children with
OCD mostly try to hide their symptoms from their families to not being perceived as
problematic. They also tend to hide because of their intense worry to be ashamed and
be ridiculed. Another reason results from inadequacy of mental health professionals
about childhood OCD. Because children cannot talk about their obsessive and
compulsive symptoms openly, most of mental health professionals misdiagnose
OCD as other anxiety disorders or depression (Swedo et al., 1992). These points are
clearly indicating the reasons of underestimation in the prevalence rates of childhood

OCD.



1.3.2.Age Of Onset, Gender Differences, Course and Prognosis

In developmental perspective, it is known that, younger children have more
dependence on their families. Especially, in primary and elementary school years,
children still remain dependence on their families (March & Mulle, 1998). Literature
mentioned that, the onset of OCD symptomatology in children begin to show itself in
related years. According to studies, for children, the age onset range between eight
and eleven years (Oy, 1994; Pigott, 1998; Palulu et al., 1999; Oner & Aysev, 2001;
Karaman et al., 2011). Addition to that, it can be rarely seen in very early onset as in
first five years. A previous research (Nakatani et al., 2011) showed that, families
with children in early onset OCD, representing more impairment in social

functioning.

Most of research especially focuses on the onset of OCD to investigate link
between childhood OCD and adulthood OCD. Retrospective studies have a
consensus on that, at least 1/3 of the adults who has OCD diagnosis, had their first
symptoms in childhood and adolescence (Karno et al., 1988; do Rosario-Campos et
al., 2001) Furthermore, Geller (2006) also emphasized that, severity and persistence
of OCD highly associated with early onset. Additionally, it is known that
approximately eighty percent of the adults who get OCD diagnosis in their adulthood
also had OCD symptoms before age eighteen. Because the childhood OCD has a
tendency to persist into adulthood, it can cause more severe impairments in

functioning of one's life (Karaman et al., 2011).

Gender differences also examined with the studies that focused on onset of

disorder. In an epidemiological study (Ruscio et al., 2010), within 2073 participants,



males reported very early onsets, with nearly twenty percent of males having onsets
before age ten. In general gender findings showed that, in childhood period, the ratio
of boys to girls seen as 3:2. With the adolescence, the ratio of gender equalizes to

each other.

The prognosis of childhood OCD has gradual, wax and wane pattern
(Pisgin& Ozen, 2010). OCD is determined as a chronic disease and positive long-
term outcomes can obtain with just treatments. Berg et al., (1989) conducted a two
year follow up study with untreated sample, and found that, among from OCD
diagnosed subjects, fifty percent of them remain the same diagnosis in two-year
follow-up. On the other hand, in a longitudinal study (Bloch et al., 2009), forty-six
children with OCD reassessed after nine years. In follow-up evaluation, forty-four
percent of treated children experience remission from clinical OCD to subclinical

OCD.

Earlier onset, severe childhood OCD symptoms, and comorbid disorders
associated with persistence of OCD symptoms into adulthood. Other longitudinal
study emphasized the differences in OCD courses both in children and adults.
Mancebo et al. (2014) conducted first prospective study that examine course of OCD
both in children and adults at the same time. Results indicated that, within three-year
follow up, seventy-nine percent of children experienced remission. Moreover, the
rate of achieving remission for children significantly higher than adults which
suggest that children can remit from OCD at a faster rate than adults. These results
show that, remission can be maintained in children more likely than adults and

having treatment in the early course of disorder predicts better prognosis.



1.3.3.Comorbidity

OCD is a heterogeneous disorder with its comorbidities. Sixty percent to
eighty percent of children and adolescents have one or more comorbid psychiatric
disorders like in adulthood OCD (de Alvarenga et al., 2012). High rate of
comorbidity can have a contribution to higher levels of impairment in children with
OCD. National Institute of Mental Health (NIMH) reported that, only twenty-six
percent of the children had OCD alone. Langley et al. (2010) examined the influence
of comorbidities on the demographic, psychiatric, and functional status of two
hundred and nine children and adolescents with OCD. Results showed that, thirty
three percent of the sample has secondary anxiety disorders and thirteen percent of
them have secondary externalizing disorder such as attention deficit hyperactivity
disorder (ADHD) and Oppositional defiant disorder (ODD). Adult OCD
populations are not report disruptive disorders much as children with OCD. As
expected, children with secondary externalizing disorder had greater functional
impairments and children with secondary anxiety disorders reported higher levels
of family conflict. In 2001, Heyman et al. reported that within four hundred thirty-
eight subjects, twenty-five children aged between five and fifteen received OCD
diagnosis, fifty-two percent of them met also criteria for another anxiety disorder,
twenty percent for a major depressive disorder, forty-four percent for a conduct
disorder and one percent for an eating disorder. Geller (2006) reported that during the
course of OCD thirty-nine percent of children and sixty-two percent of adolescents

have also symptoms of depression.

Nowadays, researches put emphasis on the comorbidity of ADHD with OCD.

Because OCD and ADHD were categorized as neurodevelopmental disorders it is



thought that they have high comorbidities. Based on their common traits Sheppard et
al. (2010) examined one hundred and fifty five children with OCD and found that
eleven percent of them met criteria for ADHD as well. Additionally, Sudhodolsky et
al. (2005) mentioned functional impairment in a large group of children with OCD
with and without comorbid ADHD. Findings showed that, children with OCD plus
ADHD have more functional impairments in school and social functioning when

compared to OCD only group.

It is also thought that association between OCD and Tourette’s syndrome
(TS) is significant. Because OCD symptoms and TS symptoms resembles, it is
difficult to differentiate them. But in some cases, TS and OCD become comorbid.
According to Chansky (2000), thirty percent of children with OCD also have TS

whereas fifty percent of children with TS also have obsessive compulsive symptoms.

1.4. Etiology

Even though the intense efforts of researches, the exact causes of OCD has not
found yet. But most of researches have a consensus on the idea that, the
combinations of biological and environmental factors have an influence on
development of OCD. Family related researches about OCD reveal the genetic
component of disorder, so the contribution of genetic factors is considered as well.
Psychological theories also explain the contribution of psychological factors to

development of OCD likewise.

10



1.4.1.Biological Factors

Biological theories focus on the link between OCD and brain structure. They
try to explain OCD in terms of the deficits that in the specific areas of the brain
structure. Researches about biological factors revealed that, people with OCD have
abnormal activities in basal ganglia, the prefrontal orbital cortex and the cingulate
gyrus. In one study (Pujol et al., 2004), brain structures of seventy-two OCD patients
and seventy-two control group subjects compared with magnetic resonance images
(MRI), and findings indicated the alterations in basal ganglia, in the medial frontal
gyrus and the medial orbitofrontal cortex. Brain scanning techniques are also use for
to determine differences in brain structures of children with OCD. Yalg¢in et al.
(2011) explored the metabolic variations between untreated OCD cases and healthy
cases in thirty children age ranged eight to sixteen. Results showed that, children
with OCD have metabolic alterations in anterior cingulate cortex and in the left
inferior frontal gyrus when compared to healthy cases. Szesko et al. (2004) also
compared twenty-three children with OCD with twenty-seven healthy subjects and

found brain abnormalities in related areas of children with OCD.

All of these brain structures use serotonin as a messenger. Serotonin is a
neurotransmitter that carries massages between the related areas of brain. Studies
also mentioned about dysregulation in the activity level of serotonin, which is a
neurotransmitter that responsible from modulation of emotions, moods and other
psychological and physiological functions (Waite& Williams, 2009). Because
imbalance in serotonin levels has a role in OCD, serotonin reuptake inhibitors
(SSRIs) are used as medications in treatment of both adults and children. But, in

literature there is a confusing point about biological factors. March and Mulle
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(1998), reported about brain scanning works that showed the effect of
psychotherapies without any medication in which brain abnormalities return to
normal. Without any medications, psychotherapies work in many OCD cases in both
adults and children. Therefore, there is still uncertainty about whether the biological

factors cause OCD alone, or not.

1.4.2. Genetic Factors

Studies mention about the genetic factors that may be associated with
development of OCD. According to March and Muller (1998), a child has chance to
develop OCD with the range of two percent to eight percent, if child has a parent
with OCD. Addition to that, this ratio increases if parent developed OCD in his
childhood. In 2002, Vural et al. examined the familial characteristics of forty OCD
diagnosed children and their first-degree relatives. Findings stated that, eleven
percent of first-degree relatives also had OCD symptoms. Chabane et al. (2005)
conducted a study with one hundred and eight children and adolescents in early onset
OCD and with their first-degree one hundred and ninety-nine relatives. Results
indicated that, for the risk of OCD among first-degree relatives is seventeen percent,

and thirty-two percent of children with OCD have also family history of OCD.

Twin studies also showed the role of genetic factors in OCD. In one of these
studies it is found that, OC symptoms had a significant genetic influence with the
range of twenty-seven percent to forty-seven percent in adults whereas forty-five
percent to sixty-five percent in children (van Grootheest et al., 2005). In another
research, Bolton et al. (2007), included 854 six years-old twins to study and found
that, genetic factors also play important role in OCD not just obsessive-compulsive

behaviors.
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In all that researches, the genes that related with OCD have not been able to
find yet. This suggests the idea of learning through modeling. But in most of OCD
cases in which both children and parent have OCD, symptoms are quite different in
each of family member (March and Muller, 1998). In conclusion, although
researches show the hereditary component of OCD, there are still OCD cases without

any family history.

1.4.3.Psychological Factors

Many of the psychological theories account for the development and
maintenance of OCD. Nowadays, just two of these theories proved their
effectiveness on the treatment of OCD. Behavioral and cognitive theories are
resource of evidence-based cognitive behavioral therapies.

1.4.3.1.Behavioral Theories

The fear and avoidance behaviors in anxiety related disorders are explained
on the basis of Mowrer’s Two- Process Theory. The theory explains how an anxiety
develops and maintain. According to Mowrer (1960) two processes have role in
development and maintenance of anxiety. First process involves classical
conditioning, and the second process involves operant conditioning. According to
Foa (1985), in the first stage a certain object or situation associate with fear. The
emotion of fear experienced by individual as aversive and leads to seeking behavioral
solutions to decrease effects of fear. In the second process, these behavioral solutions
reduces the effect of fear, also decreases the anxiety and by this way they negatively

reinforced.

In OCD, people also associate a certain stimuli with fear, and to reduce this

fear they produce behaviors. These behaviors lead temporary reduction in fear and
13



they turn into compulsive behaviors. Once the situation and fear connect each other,
avoidance behavior reinforced instead of tolerating the emotion of fear so
obsessional fears and compulsive behaviors maintain in this way (Rector et al.,
2001). However, because obsessions are the products of cognitive processes, it is
thought that behavioral theory is insufficient for explaining OCD alone.
1.4.3.2. Cognitive Theories

In general, cognitive theories focus on mistaken assumptions and the
misinterpretations of thoughts. In OCD, people report intrusive, recurrent and
inappropriate thoughts, which causes anxiety. Essentially, all the people without
OCD also have intrusive thoughts. But distinction is originated from the
interpretation of these intrusive thoughts rather than presence of them (Rector et. al.,
2001). Cognitive theory suggests that, people with OCD tend to overstate the
importance of intrusive thoughts and perceive them as potential danger. In the
process, they also exaggerate the severity and probability of the harm. Perceived
personal responsibility about intrusive thoughts, thought- action fusion (TAF) and
thought suppression have also role in this misinterpretation and leads to increase in
anxiety. Increased anxiety force people to practice both avoidance and compulsions.
Farrell and Barret (2006) investigated the developmental differences in cognitive
processing in the sample of children, adolescents and adults with OCD. Findings
showed that, perceived responsibility, probability biases and thought suppression
strategies were higher in adolescents and adults with OCD when compared to
children with OCD. Findings also mentioned that, children with OCD experienced
fewer uncontrollable, intrusive and distressing thoughts when compared to
adolescents and adults. In another research, cognitive appraisals of threat in a sample

of children with OCD aged ranged between seven to thirteen years were examined
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and compared with anxious and healthy children. Results showed that, children with
OCD had higher ratings of responsibility and TAF and lower cognitive control rates
when compared to healthy children but differences were not significant (Barrett
&Healy, 2003). Considering these findings, there is confusion about whether
cognitive model of OCD fully overlap the sample of children with OCD. So related
researches suggested that, OCD related- cognitions of children may not fully
developed until adolescence or measurements are inadequate for assessing children’s

cognitive processes in OCD.

1.4.4.Psycho-social Factors

Familial factors do not cause OCD alone, but family members can affect
maintenance of OCD, and they also can affect by child’s OCD. It is known that there
is a bidirectional relationship between child's OCD and parental factors. Because
children have more dependence on their families, OCD is not just having an effect on
child's life but also have negative affect on all family members or vice versa
(March& Mulle, 1998). Researches showed that, the way family reacts to child, has

an effect on the course of OCD.

Most of study (Farrell& Barrett, 2007; Waters& Barrett, 2000; March, 1995)
in the literature put emphasis on the relation between childhood OCD and familial
factors. According to these studies, family interaction, accommodation and family
involvement in OCD symptoms are significant factors for maintenance of OCD in
children. The majority of researches have a consensus on that, parenting behaviors
such as accommodation and parent child interactions have direct influence on child’s

OCD and treatment outcomes (Storch& McKay, 2013).

15



1.4.4.1. Family Interaction
Family interaction considered as a one of the risk factors in development
and maintenance of childhood OCD. Therefore, researches try to investigate the link

between childhood OCD, expressed emotion and parental rearing styles.

Barrett et al. (2002), tried to examine the differences in family interactions
and for that they compared families who have child with OCD, families with other
clinically diagnosed child, and families with nonclinical child. Results indicated that
parent and child behaviors during family interactions showed differentiation in
families who have child with OCD and in other families. Children with OCD were
less warmth, less use positive problem solving skills and less confident. On the other
hand, parents of child with OCD showed less permitting for autonomy and less
confidence in their child’s ability. Hibbs et al. (1991) also found that families of
children with OCD have an increase in the level of criticism, hostility and/or
emotional over involvement, which defined as, expressed emotion. In parallel with
other studies Amir et al. (2000) found a link between increased rejection/ criticism
and child's compulsions. They predicted that, this relation can be a reaction of child
to punishing negative attitudes of family members or these negative attitudes
(rejection and criticism) can cause increase in child's anxiety and this leads more
compulsions. On the other hand in a more recent study (Schlup et al., 2011),
criticism, over involvement, doubt, avoidance, warmth, confidence, positive problem
solving and rewarding independence determined as a behavioral dimensions of child-
mother interaction in OCD diagnosed group. Researchers tried to examine the
changes in these dimensions after a manualized cognitive behavioral therapy (CBT)

treatment. Results indicated that, negative behaviors (criticism, over involvement and
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doubt) showed reduction, positive behaviors (warmth, confidence and positive

problem solving) showed increase with treatment process.

Researches also put emphasis on relationship between parents as well. Marital
conflict defined incoherency, inconsistency and instability between spouses. Emery
(1982) explained the contribution of marital conflict on childhood anxiety disorders.
According to explanation, parents’ inconsistent and instable attitudes lead to
experience uncontrollability and insecurity in children and in the end it leads to
anxiety. Jekielek (1998) conducted a longitudinal study between six and fourteen
years old children and found that marital conflict was a predictor of anxiety in
children. Spence et al. (2002) tried to examine the relationship between marital
conflict and anxiety symptoms and found that marital conflicts during childhood
significantly related with anxiety in adolescents. March & Mulle (1998) also stated
marital conflict as a one of the factors that exacerbate the course of OCD and
threaten the treatment process as well. Disagreement over the disorder can cause

distress in children and that affects the course of OCD.

Literature also demonstrated the association between parental rearing styles
and anxiety in children. In a study, Wolfradt et al. (2003) examined the relation
between perceived parental styles and anxiety. Study found a significant relationship
between authoritarian attitude and anxiety. According to results, higher perceived
control and pressure of parents and lower perceived warmth were predictor of
anxiety. Brown and Whiteside (2008) also examined the relation between perceived
parental rearing styles and child anxiety. Findings stated that, children who perceived
higher parental rejection also had higher levels of anxiety. Like previous findings

Alonso et al. (2004) reported that, OCD patients perceived higher parental rejection
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and lower parental emotional warmth when compared to control group. Timpano et
al. (2010) investigated relationship between parenting styles and obsessive-
compulsive symptoms in nonclinical sample. Retrospective reports stated that, there
was a positive relationship with obsessive-compulsive symptoms and authoritarian
parenting style at the same time these symptoms negatively correlated with
authoritative parenting style. In a Turkish study, Haciomeroglu & Karanci (2013)
examined the perceived parental rearing behaviors and obsessive-compulsive
symptoms. Related findings also indicated that, mother overprotection has a
predictive role in obsessive-compulsive symptoms. Based on empirical studies about
the association between compulsive-like behavior and pathological OCD in children,
Yamauchi et al. (2016) tried to investigate affect of maternal rearing attitudes on
compulsive-like behavior in children and mediating factor role of children’s
emotions in a recent study. Findings did not establish any direct relation between
maternal rearing attitudes and compulsive-like behaviors but it is supported that,
maternal rearing attitudes had an effect on children’s compulsive-like behaviors

through shaping of emotion in children.

1.4.4.2. Family Accommodation
Family accommodation refers to involvement of family members to child’s
OCD rituals. Families participate or assist to child’s rituals or reorganize their family
life around these rituals (Waters & Barrett, 2000). The accommodation behaviors can
described as participation to rituals, providing reassurance and assisting child to
avoid unwanted situations (Lebowitz et al., 2012). Allsopp and Verduyn (1990)
investigated the prevalence of accommodation in families and reported that, seventy

percent of families were accommodate the child’s obsessive-compulsive symptoms.
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Peris et al. (2008) conducted a study with sixty-five children with OCD and their
families. They tried to explore family accommodation, and found that with the fifty-
six percentages family accommodation was common among these families. Findings
also showed that, parental involvement in rituals highly correlate with OCD
symptom severity. Bipeta et al. (2013) included thirty-five treatment-naive children
and adolescents with OCD to study and findings suggested that, family
accommodation was positively related with severity of symptoms and functional
impairment. The family accommodation also associates with family stress. The
relationship between family distress and family accommodation was investigated in a
study, and findings revealed that, high familial distress and accommodation associate
with anxiety and depression in the family members (Amir et. al., 2000). The effect of
family accommaodation to treatment outcome also investigated. Merlo et al. (2009)
examined the effect of family accommodation on treatment outcome within fifty
children and adolescent aged ranged six to eighteen. All of these subjects and their
parents participated in cognitive behavioral therapy for OCD. Results indicated that,
family accommodation decreases with cognitive behavioral therapy and this result

leads more positive therapy outcomes in children and adolescents.

These findings suggest that, family interaction and family accommodation to
child’s OCD behavior is an important factor that effects childhood OCD and also

reveals importance of family participation to treatment.

1.5. Treatment Of Childhood OCD

Before planning treatment, a detailed assessment with child, parents and

school is essential. Childhood OCD can show differentiation depending on the cases.
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The course of childhood OCD can be affected by several factors (comorbid
disorders, developmental level of child, familial context or other psychosocial
factors), so that, all of these information must obtain with assessments. Because the
course of OCD differentiates person-to-person, treatment plans of OCD are
organized as more individualistic way. In general, the treatment of OCD includes
pharmacotherapy, cognitive behavioral psychotherapy (CBT) and combined

therapies.

1.5.1.Pharmacological Treatments

Medication use is the one of the most common interventions in childhood
OCD. Because an imbalance in serotonin levels may have an effect on development
of OCD, pharmacotherapies mostly comprise of both serotonin re-uptake inhibitors
(SRIs) and selective serotonin reuptake inhibitors (SSRIs) (March & Mulle, 1998). It
is determined that, Clomipramine is the most effective SRIs whereas; fluoxetine,
fluvoxamine, paroxetine and sertraline are effective SSRIs. According to Geller et al.
(2012), the most common side effects of both Clomipramine and other SSRIs are
cardiovascular changes, headache, nausea, tremor, gastrointestinal complaints,
drowsiness, restlessness, insomnia, disinhibition, agitation or hypomania. They also
mentioned that, most of patients do not respond pharmacological treatments for six to
ten weeks, and ten-twelve weeks necessary to decide whether a child respond to
treatment or not. In a meta-analysis research, the effect of pharmacological
treatments was assessed in twelve studies with 1044 children and adolescent
participants. Results showed the significant effect of medications and furthermore,
clomipramine was found superior to each of the SSRIs (Geller et. al., 2003). On the

other hand, a previous research (De- Veaugh- Geiss et al., 1992) also indicated that,
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SRIs leads decrease in Children's Yale Brown Obsessive Compulsive Scale results,
which means a reduction in severity of child's Obsessive-compulsive symptoms. On
the other hand, meta-analysis researches (Abramowitz et. al., 2005; Watson &Rees,
2008) that examined the effect of medication and CBT showed that, both of
medication and CBT are the only effective treatments of childhood OCD, moreover

the effect of CBT on symptomatology is greater than medication.

Studies reported that, in some cases patients could be unresponsive to
medications. Geller et al. (2012) reported that, the long-term maintenance of
pharmacotherapy is unclear but the long-term maintenance of CBT supported by
researches. For that reasons, in treatment of OCD medication plus CBT procedures

should be considered (March& Mulle, 1998).

1.5.2.Cognitive Behavioral Therapy

Cognitive behavioral therapies (CBT) also used in treatment of childhood
OCD. CBT is mainly focuses on both one's way of thinking, behaving and the
interaction between them. For treatment of OCD, CBT generally uses two behavioral
techniques that are exposure (E) and response prevention (RP). Exposure includes
systematic confrontations to anxiety-producing situations, and response prevention
includes not doing compulsive behaviors voluntarily when they are triggered by
anxiety or obsessions (Fitzgibbons & Pedrick, 2003). The two techniques bonded
each other with a principle, which states that, exposure can be successful only the

absence of compulsions and rituals (March & Mulle, 1998).

As shown in Table 1.1, the well-accepted CBT protocol of childhood OCD

consists of twelve sessions and developed by March & Mulle (1998). The program
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contains (1) psycho-education, (2) cognitive training, (3) mapping OCD, (4) graded
exposure and response prevention and (5) relapse prevention sessions. Families just
attend the sessions 1,7 and 11. In first session, disorder is placed in neurobehavioral
framework and treatment process also explained to parents. In 7™ and 11" sessions
information and instructions are given to parents about how they can assist their child
during the process. In general parents are also included to other parts of sessions for
to follow child’s homework and improvement. Considering the child’s
developmental stage and level of family accommodation, parents can be participating

sessions more frequently (Reinecke et al., 2006).

Table 1.1. CBT Treatment Protocol

Visit Number Goals

Session 1 Psycho-education

Session 2 Cognitive training

Session 3 Cognitive training and mapping OCD
Session 4-10 Exposure and response prevention
Session 11-12 Relapse prevention

Session 1,7,11 Parent sessions

Source: Reinecke, M. A, Dattilio, F. M., & Freeman, A. (Eds.). (2006). Cognitive
therapy with children and adolescents: A casebook for clinical practice. Guilford Press.

CBT is a prominent therapy, which shows effective results in the treatment of
children with OCD. Most of research, generally reported the superiority of the CBT
in the treatment of childhood OCD. In a randomized controlled study (Williams et
al., 2010), twenty-one children and adolescents with OCD were assigned to CBT
condition and waiting-list condition. In CBT condition, subjects received 10 sessions
CBT. In result, the symptoms of the group who received CBT produced significant

reduction while, symptoms of waiting list group showed small changes. However,

22



when the waiting list groups were treated with same protocol, they also showed same
treatment outcomes. Weidle et al. (2015) examined the change in the quality of life in
children with OCD. The sample consisted of one hundred and thirty five children and
adolescents with age ranged seven to seventeen, and all subjects assessed before and
after fourteen CBT sessions. They were also compared with normal population.
Findings indicated that, the level of quality of life in children and adolescents with
OCD showed significant improvement, and became the same range as quality life in

the general population.

Literature also emphasized the superiority of the CBT against the
medication. In a meta-analysis research (Abramowitz et al., 2006), studies were
examined between 1970 and 2004; findings indicated that, CBT produced significant
improvements in the treatment of childhood OCD when compared to medication.
More recently, first meta-analysis research which examined treatment efficacy,
treatment response, and symptom/diagnostic remission all together, both in CBT and
SRIs treatment for children and adolescents with OCD, conducted by McGuire et al.
(2015). The results of comprehensive Meta analysis indicated that, CBT has a large
to excellent treatment effect for treatment efficacy, treatment response, and
symptom/diagnostic remission whereas, SRIs has moderate to large treatment effect

in all factors.

Despite the all these findings, studies also supported the effectiveness of the
collaboration of combined therapies consist of both CBT and medications. In a
previous research (O’Connor, et al., 2006), CBT, medication, CBT plus medication
and placebo conditions were compared. Results showed that, both CBT and

medication produced effective treatment results when compared to placebo
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condition. On the other hand, CBT found more effective than medication in the
treatment of OCD. Furthermore, CBT plus medication treatments produced greater

clinical improvements when compared to other conditions.

1.5.3. Family Focused Treatments

In the view of family-child interaction related studies, the significance of
family participation in treatment of childhood OCD is revealed. Storch et al. (2010)
examined the factors that related with poor results of CBT in childhood OCD.
Results indicated the family-related issues as one of the most important factor that
associated with poor results of CBT in childhood OCD. With this finding the
importance of collaboration with family members in treatment of childhood OCD is
revealed. The links between familial expressed emotion and severity of childhood
OCD symptoms also demonstrated in previous researches. Parent's behaviors like
criticism, over control, rejection and avoidance serves a role of reinforcement and
maintenance in development of anxiety in children. Therefore a treatment process
with both family and child can be more effective (Hudson and Rapee, 2001). Smorti
(2012) explained the importance of family involvement in treatment with three
reasons. Firstly, in most cases, expressed emotion in family highly associated with
the idea that, compulsions are manageable. So explaining the nature of behaviors and
externalizing the disorder can be helpful for parents to regulate their own attitudes.
Secondly, it is apparent that, there is a link between family accommodation and
course of OCD. The tendency of family members to accommodate child’s rituals can
be seen more clearly with their participation in sessions. Lastly, parents can learn to
become a coach of children in external world, so that, more significant treatment

outcomes can be obtained.
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Based on literature, the importance of bidirectional relationship between
familial factors and childhood OCD and the significance of family-involve therapies
can be seen obviously. All of these studies underscored the role of family-related
issues as maintenance factor on childhood OCD and the effect of child’s OCD on
family functioning revealed as well. Black et al. (1998) examined the effect of OCD
on family functioning and results indicated that, caregivers of OCD patients had
higher pathological scores and had more severe impairments in functioning when
compared to control group. They also determined that, the anger/frustration,
depression, fatigue, family crisis and disrupted family/ personal life was the most

disruptive results of OCD that faced by caregivers.

For anxiety disorders Creswel and Cartwright-Hatton (2007) put emphasis on
the effect of family-based cognitive behavioral therapy. Results of the review showed
that, family-based CBT shows more efficacy than other therapies. In a recent study,
Peris et al. (2012) examined the children with OCD receiving Family Focused CBT
and their family functioning and its relationship with treatment outcome. They
reported that, families with lower levels of parental blame and family conflict and
higher levels of family cohesion were likely to have child who positively responded
family-based CBT when compared to families with high level parental blame,
conflict and lower family cohesion. Depending on these earlier studies, a
comprehensive meta-analysis was conducted by Thompsan-Hollands et al. (2014). In
the study, twenty-nine earlier studies that were examining family based treatment

response in 1,366 OCD patients were reviewed.
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As a result similar with early studies, literature showed that family based
treatments were associated with a significant effect on OCD symptomatology and
family treatments were also associated with a larger effect on patient functioning

than other treatments.

With relevant findings in the literature, parental participation to OCD
treatments strengthens its importance. However, when the literature examined, it can
obviously seen that, family involvement in childhood OCD therapies generalized
with particular frames. For example in most of studies, family component of
therapies are consist of informing or educating parents about implementation of
exposure or response prevention strategies or psycho-education about OCD. In one
comprehensive study Waters et al. (2001) developed a family treatment model for
children and adolescents with OCD, and they added a specific psycho-education for
parental accommodation to classical cognitive behavioral intervention. Parental
dimension of treatment consisted of learning about child relaxation techniques,
importance of family accommodation, parental anxiety management techniques and
response prevention techniques. In results, family accommodation showed a decrease
but because of lack of comparison group, it cannot be determined that which specific
component of the treatment led to reduction in family accommodation. In other study
(Ginsburg et al., 2011), researchers applied a specific interventional model to seven
different OCD cases, which included parenting practices (strategies for anxiety-
enhanced behaviors such as criticism, over-involvement, lack of support) in addition
to other familiar techniques. Although, this study also stated reduction in OCD
symptoms, it cannot evaluate which aspects of treatment were effective for

behavioral change.
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1.6. Psycho-education Programs For OCD

In general psycho-education defines as a process that is crucial for all
treatment processes in which knowledge about relevant disorder is provided to
clients (Dobson& Dobson, 2009). When the literature examined, it is determined that
'psycho-education’ is the common component in family-based OCD interventions
too. But in general, psycho-education was just used as an educating program for the
child and family about the disorder. It provides knowledge to the child and family
about OCD symptoms, how the disorder is developed and maintained and contains
information about treatments. In more comprehensive studies, psycho-education can
also use as a guide for families to cope with their child's symptoms and behaviors
and for to teach how to cope with child's rituals. In one study Piacentini et al. (2011)
used a psychosocial comparison condition addition to family based CBT and applied
a psycho-education/ relaxation-training program to some of the participants and their
families. Even though the particular content of psycho-education shows similarity
with classical studies, results indicated that, psycho-education/relaxation training

program caused reduction in family-reported, psychosocial impairments.

Even though the maintenance effect of parental attitudes on childhood OCD
is obvious, there is still a significant gap in the literature about specific intervention
studies that focuses parental attitudes. Steketee and Noppen (2003) emphasized the
rarity of studies that examine the effect of psycho-educations in the literature. They
also suggested psycho-educational programs in which knowledge about OCD,
accommodation behaviors and negative attitudes that effect OCD provided to

parents. Kircanski et al. (2011) also mentioned the relationship between family
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factors and treatment outcomes and underscored the necessity of family interventions
beyond the traditional psycho-educations. It is obviously seen that large part of the
studies did not contain any family specific psycho-education programs that is just
focusing on families’ own attitudes. Considering the importance of parental attitudes
on childhood OCD, it is thought that, examining the utility of a specific psycho-
education program that contains information about negative effect of parental

attitudes can be significant.

1.7. Aim Of The Current Study

Although previous studies focused on the development of OCD and found
that it is a neurobiological disorder, recent studies begin to focus on the maintenance
factors of OCD. Especially in childhood OCD, familial factors stand out as
maintenance factor. As it mentioned in previous studies (Farrell& Barrett, 2007;
Waters& Barrett, 2000; March, 1995) family interaction, accommodation and family
involvement in OCD symptoms are significant factors for maintenance of OCD in
children. Negative attitudes (criticism, over-involvement, doubt, hostility etc.) of
parents and parental rearing styles have a role in childhood OCD as well.
Correspondingly, family involvement in treatment of childhood OCD becomes more
popular. As it mentioned before, previous studies (Water et al., 2001; Ginsburg et al.,
2011; Peris et al., 2012; Thompson-Hollonds et al., 2014) showed the effectiveness

of family involvement in the treatments.

Further to that, rather than family involvement, parent-only interventions
becomes more of an issue in recent years. Lebowitz (2013) conducted a study with

families of children with OCD who also refused individual CBT. A manualized
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parent-only intervention was applied to parents within ten sessions. In result, parents
reported reduction in the OCD symptoms of children. More recently, Rosa-Alcazar et
al. (2017) also assessed the effectiveness of parent only intervention of OCD over
against to cognitive behavioral family-based treatment (CBFT). Results showed that
both parent training condition and CBFT condition produced positive treatment
outcomes. Moreover, in both condition, family accommodation, internalizing and
externalizing problems also significantly reduced. However, both family-involved
treatment processes and parent only interventions are not containing any strategies
for to change negative parental attitudes directly. All of these findings reveal the
effectiveness of family on childhood OCD. But, it is still unclear which family
related factors led to change in child symptomatology. Furthermore, there is also a

gap in Turkish literature about effect of parental attitudes on childhood OCD.

Therefore, the primary goal of the present study is to investigate relationship
between parental attitudes and subclinical childhood OCD in a Turkish sample. In
current study, a structured and manualized psycho-education program was developed
based on previous parent only interventions. So, second goal of the study is
examining the effect of specific psycho-education about parental attitudes on

subclinical childhood OCD symptomatology.

Consequently, hypothesis of present study are proposed as follows:

H1: There will be significant relationship between parental attitudes and child's

subclinical obsessive-compulsive symptoms.
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H2: Psycho-education will produce significant reductions in negative parental

attitudes.

H3: Psycho-education will produce significant reductions in negative parental

attitudes when compared to waiting-list-control group.

H4: Psycho-education will produce significant reductions in child's subclinical

obsessive-compulsive symptoms.

H5: Psycho-education will produce significant reductions in child's subclinical

obsessive-compulsive symptoms when compared to waiting-list-control group.

1.8. Importance Of The Current Study

Although foreign literature has some studies that examined relationship
between parental attitudes and childhood OCD, there is a lack of research in Turkish
literature about related issue. Current study will provide crucial information about
association between parental attitudes and childhood OCD and therefore the gap in

the Turkish literature will be filled.

Most of researches about treatment of childhood OCD have included families
to process but it is not still known that which part of the intervention effects the
treatment outcomes. With this study, direct effect of the specific psycho-education on

both maternal attitudes and child symptomatology will be observed.
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It seems apparent that family involvement in treatment of OCD contributes
to efficacy of treatment results, addition to that importance of the parental attitudes in
treatment of childhood OCD will reveal with present study. With manualized
psycho-education program, current study will also contribute to treatment of

childhood OCD.

Moreover, because subclinical sample assessed with present study, in the
long run it is expected to be a preventive study regarding clinical OCD. For all
aspects, it is expected that present research will fill important gaps in the Turkish
literature and it is also expected to provide significant information for therapeutic

applications.
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CHAPTER 2

METHOD

2.1. Participants

The participants in this study comprised third and fourth grade students and
their mothers, who selected from two government schools in Kocaeli. Consent forms
sent to families via the third and fourth grade students in these schools. Based on
mothers’ approval, ninety-seven child mother pairs included to study. Children’s age
ranged between 8 and 10 (M= 8,88, SD= .68) and 57 (58,8%) of the children were
girls, 40 (41,2%) of them were boys. Forty-nine (50.5%) of children were attending
3" grade and forty-eight (49.5%) of them were attending 4™ grade of schools. For all
children, exclusionary criteria included having diagnosis of major depressive
disorder, early onset psychosis or bipolar disorder, mental retardation, attention
deficit hyperactivity disorder, learning disabilities and neurological disorders or other
medical diagnosis. All detailed information relevant to demographic characteristics

of children was presented in Table 2.1.
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Table 2.1. Socio-demographic Characteristics of Children

Variables N %
Age

8 29 29,9
9 51 52,6
10 17 175
Gender

Girl 57 58,8
Boy 40 41,2
Grade

3" grade 48 49,5
4™ grade 49 50,5

Mothers’ age ranged between 27 and 48 (M= 35,41, SD = 4,92). Mothers’
education levels varied from primary school to university. 28 of mothers (28.9%)
graduated from primary school, 19 of them (19.6%) graduated from secondary
school, 33 of them (34 %) graduated from high school, 6 of them (6.2%) graduated
from college and 11 (11.2%) of them graduated from university. While looking at
mothers’ current working status, 26 (26.8%) of them are working in a job and 71
(73.2%) of them are housewives. On the other hand 93 (95,9%) of the mothers are
married whereas 4 (4,1%) of them are divorced. All detailed information relevant to

socio-demographic characteristics of mothers was presented in Table 2.2.
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Table 2.2. Socio-demographic Characteristics of Mothers

Variables N %

Age

<30 20 20,6
30-40 58 59,8
>40 19 19,6
Education

Primary School 28 28,9
Secondary School 19 19,6
High School 33 34

College 6 6,2
University 11 11,3

Working Status

Working 26 26,8
Housewife 71 73,2

Marital Status

Married 93 95,9
Divorced 4 4,1

Within all sample, twenty-nine children scored above the mean scores in
Leyton Obsessional Inventory Child Version (LOI-CV) and State-Trait Anxiety
Inventory for Children (STAI-CH) and, at the same time, their mothers also got high
scores from at least one of the subscales of Parental Attitudes Research Instrument
(PARI) which indicated negative parental attitudes. These twenty-nine mothers
selected for the effectiveness study of psycho-education. Fifteen of them, approved
to participate in group sessions. At the end, these mothers randomly assigned either
to group psycho-education condition or waiting-list control condition (see procedures
below more details). In psycho-education group one mother dropped out at the

beginning of sessions.
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In both conditions, none of the mothers received any psychological
interventions and none of them used psychiatric drugs during the process. All
detailed information relevant to socio-demographic characteristics of mothers in both

psycho-education and waiting-list control condition was presented in Table 2.3.

Table 2.3. Socio-demographic Characteristics of Mothers in Psycho-education
and Waiting-list Control Condition

Psycho-education Waiting-list-control
group group

Variables N % N %
Age
<30 2 28,6 1 14,3
30-40 3 42,9 6 85,7
>40 2 28,6 0 0
Education
Primary School 2 28,6 4 28,9
Secondary School 1 14,3 1 19,6
High School 4 57,1 2 34
Working Status
Working 1 14,3 3 42,9
Housewife 6 85,7 4 57,1
Marital Status
Married 7 100 7 100

In both groups, none of the children had any primary psychiatric disorder
diagnosis. None of them received psychological intervention and did not use any

psychiatric drugs during the process.
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All detailed information relevant to demographic characteristics of children in

both conditions was also presented in Table 2.4.

Table 2.4. Socio-demographic Characteristics of Children in Psycho-education
and Waiting-list Control Condition

Psycho-education Waiting-list-control
group group

Variables N % N %
Age

28,6 2 28,6

42,9 2 28,6
10 2 28,6 3 42,9
Gender
Girl 4 57,1 4 57,1
Boy 3 42,9 3 42,9
Grade
3th grade 2 28,6 4 57,1
4th grade 5 71,4 3 42,9

2.2. Measures

In this study, mothers’ instruments consisted of a demographic questionnaire
(see Appendix A) and The Parental Attitude Research Instrument (see Appendix B).
At the same time, Leyton Obsessional Inventory Child Version (see Appendix C),
State-Trait Anxiety Inventory for Children (see Appendix D) and Children’s

Depression Inventory (see Appendix E) were used as assessment tools for children.
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2.2.1. Demographic Questionnaire

A demographic questionnaire was created for getting more detailed
information about families by the researcher. Mothers were asked to complete the
questionnaire which includes the school name, grade, age, gender, psychological
treatment status, psychiatric medication use of children; at the same time, marital
status, ages, working status, education levels, psychological treatment status,

psychiatric medication use and socioeconomic status of parents.

2.2.2. Parental Attitudes Research Instrument (PARI)
The PARI originally developed by Shaffer and Bell in 1958 is to assess
mother’s child rearing attitudes and feelings towards to family life. In the present

time, PARI is widely used in researches about parent-child relationships.

The first form of PARI consists of 115 items. Then PARI was shortened to 60
items and became more practical. The items rated on a 4-point Likert scale, ranging
from 1- “’completely disagree’ to 4 - “’completely agree’’. The items, 2, 29 and 44
reversely coded. The instrument has 5 sub-scales, which are: (1) dependency, (2)
egalitarianism and democratic attitude, (3) rejection of the homemaking role, (4)
marital conflict and (5) authoritarianism. “’Dependency’’ indicates mother’s over
controlling and over protective attitudes towards child and consists of 16 items.
“’Egalitarianism and democratic attitudes’’ subscale consist of 9 items and indicates
cooperation and friendship between mother and child. “’Rejection of the
homemaking role’” subscale consists of 13 items and it contains feelings of
incompetency, dissatisfaction about being parent and other negative attitudes. 6

itemed ‘‘marital conflict’” subscale aimed to measure tension between spouses.
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Lastly, “* strictness and authoritarianism’’ subscale indicate expectation of obedience
from children and it consist of 16 items. Except the *Egalitarianism and democratic
attitudes’’, other four subscales, refers to negative parental attitudes and higher

scores indicates greater level of negative attitudes.

The shortened version of PARI was firstly adapted Turkish by Le Compte
and Ozer in 1978 and the short version was used in current study. Test-retest
reliability of the factors was found between .58 and .88 for Turkish version. Kii¢iik
has performed the second adaptation of PARI in 1987. In that study, construct

validity of PARI subscales were also supported.

In current study, the alpha coefficient of the egalitarianism and democratic
attitude subscale was found .28 that indicated unacceptable value whereas alpha
coefficients of other subscales were between .74 and .81 that indicated acceptable

values.

2.2.3. Leyton Obsessional Inventory Child Version (LOI-CV)

Leyton Obsessional Inventory Child Version (Berg et al., 1986) is a 44-item
tool for determining current OCD symptomatology in children. In later years, LOI-
CV was shortened to reduce the time needed for children to complete scale. It is
demonstrated that, LOI-CV is an effective tool for distinguishing the group of
children with diagnosis of OCD from normal population in 8-18 age range. Grados
&Riddle (1999) mentioned that inventory is beneficial for determining basic OCD
symptomatology and monitoring treatment change over time. Furthermore, it is a

practical tool because not requiring clinician administration and not time consuming.
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Short form of LOI-CV consisted of 20 items. Each 20 item includes two
responses: the presence/absence of the symptom described in the item (yes/ no) and
the interference of the symptom if it is present-from 0 (no interference) to 3 (high
interference). At the end, three scores can be calculated as total score, total
interference score and yes score. If a child chooses the “yes” option he/she is then
required to rate the interference of the item on a 4-point Likert scale. Cut-off points
for evaluating LOI-CV are 15 for yes scores, 25 for interference score, whereas 35
for total score. Higher scores indicate greater level of interference. The inventory
consists of four factors: (1) general obsessive; (2) dirt-contamination; (3) numbers-

luck and (4) school.

The original version of the inventory was found to have a Cronbach’s alpha

of .81 for total score.

The Turkish version of the LOI-CV developed by Palulu and Erol (1999),
with a sample including 1762 children and adolescent age between 8-16. The
inventory showed adequate internal consistency with Cronbach's alpha coefficient
.80 and test-retest reliability coefficient was also significant (r= .73). The study
demonstrated that, Turkish version of the inventory is a reliable tool to determine
childhood OCD symptomatology. Turkish version of inventory also consists of four
factors: (1) cleanliness and tidiness; (2) repetition and indecision; (3) special words
and numbers and (4) checking. In current study LOI was used to identify subclinical
obsessive-compulsive symptoms.

In current study, the alpha coefficient of the total score was found to be .89.
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2.2.4. State-Trait Anxiety Inventory for Children (STAI-CH)

The State- Trait Anxiety Inventory for Children (Spielberger, 1973) is a
widely used measurement that for designed to measure two types of anxiety in
children: (1) state-anxiety, (2) trait anxiety. State anxiety can be conceptualized as a
child’s subjective, temporary reaction to specific anxiety situations. Thus, the
intensity of state anxiety can vary over the time. On the other hand, trait anxiety is

the relatively stable reaction of child to anxiety states.

The STAI-CH can be administered children between the ages of 6 and 14.
Inventory, consist of two separate, self-report scales and each section consist of 20
statements. In State Anxiety scale (A- State), children asked to rate how they feel at a
particular moment in time. And in Trait Anxiety scale (A-Trait), children asked to
rate how they generally feel. In both sections, it is required that to rate on 3 point
scale ranging from hardly ever to often. In A- State, 10 items reversely coded. For
both sections, total score range from 20 to 80, with higher scores indicating greater

level of anxiety.

Ozusta (1995) was made Turkish adaptation of the inventory with a sample
including 615-nonmedicated children age between 9 and 12. Turkish version of
STAI-CH (Ozusta, 1995) shows adequate internal consistency with Cronbach's alpha

coefficient .82, and .81 respectively for A-State and A-Trait scales.

In current study, the alpha coefficients of the A-State and A-Trait were

found .87 and .84, respectively.
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2.2.5. Children’s Depression Inventory (CDI)

The CDI (Kovacs, 1981) is widely used measurement, which was developed
based on Beck Depression Inventory for evaluating depression in children. The
presence and severity of three dimensions (cognitive, affective and behavioral) of
depression symptoms can be assessed through CDI. CDI is an effective self-report
tool for determining depression symptoms during previous two weeks in children and

adolescents age between 7 to 17 years.

The CDI consists of 27 items and each item gets scores between 0 and 2.
Items are scored depending on the severity of the response. The score ‘0’ means that
the symptom is not present, score ‘1’ means the symptom is present and mild
whereas score ‘2’ means the symptom is definitely present. 13 items reversely coded
in CDI. Total scores ranged from 0 to 54 and cut off point is proposed as 19. Higher

scores indicate greater depression level.

The original version of CDI has demonstrated relatively high levels of

internal consistency, with a coefficient alpha of .86 (Kovacs, 1992).

Oy (1992) made the validity and reliability assessment of Turkish version of
the CDI with a sample age between 8-13. CDI have good concurrent validity and
reliability with Cronbach’s alpha .77.

In current study, the alpha coefficient of the scale was found to be .80.
2.3. Procedure

Firstly, an approval for this study was obtained from Bahgesehir University
Committee for Research and Publishing (see Appendix F). Then, permission of

Kocaeli City National Education Directorate was received for the data collection and
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application in schools (see Appendix G). In conclusion, study was formed in three

phases: pre-assessment phase, psycho-education phase and post-assessment phase.

2.3.1. Pre-assessment Phase

First of all, school administrations and related teachers were informed about
study by researcher. Prepared information form (see Appendix H), consent form (see
Appendix 1), demographic questionnaire and PARI packs were distributed to children
with the help of teachers. Children were told that they are taking part in a study that
tried to examine emotions and behaviors of children and mothers. They were also
reminded that it was not a test and there were no correct answers. Then, children
were asked to take information form, consent forms, demographic forms and PARI
home and have mothers complete them. In information forms mothers informed
about study that tried to examine specific anxiety symptoms in children and maternal
attitudes. It was requested that mothers give their contact numbers in consent forms,
to communicate with them about psycho-educations. Because personal information
was requested, mothers also informed with information forms about confidentiality.
It was clarified that, only the researcher held all the personal information and not
shared them with anyone including school administrations and teachers. The
researcher’s contact details were provided and participants were encouraged to make
contact if they had any questions. In consent forms, mothers were informed about
expectations from them, number of assessment tools that were used for both mother
and child, and aim of study in general. Mothers willing to participate were asked to
return the signed consent forms with completed demographic questionnaires and
PARI to the schools with children. As a result, ninety-seven mothers approved to
participate in study and completed PARI. Thus, pre-assessment phase for mothers

were completed.
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Based on mothers’ consents, their children were also assessed. By permission
of school administrations, researcher attended to one lesson of 3 and 4™ grade
children in both school, separately. During these classes, the symptomatology of
these ninety-seven children was assessed through LOI, STAI and CDI. LOI was
applied to assess the sub-clinic population; STAI and CDI were used to assess the
severity of depression and anxiety symptoms. Finally, pre-assessment phase for

children were also completed.

Within these ninety-seven participants, twenty-nine of children scored above
the mean scores in LOI and STAI and, at the same time, their mothers also got high
scores from at least one of the subscales of PARI which indicated negative parental

attitudes.

In conclusion, with the determination of targeted sample for psycho-

educations, the all pre-assessment phase completed.

2.3.2. Psycho-education Phase

According to findings that obtained in pre-assessment phase, twenty-nine
mothers were invited to participate psycho-education program with telephone calls
by researcher. The first information about findings and psycho-education sessions
were given to mothers with telephone calls. The reason that they chose to this
program also was explained them, briefly. The day and time options that they prefer
were noted by researcher. Finally, within these twenty-nine mothers, fifteen of them,
approved to participate psycho-education groups. For comparison, these mothers
randomly assigned either to group psycho-education condition or waiting-list control

condition. At the end, researcher got in contact with these eight mothers in psycho-
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education condition, and an agreement was made about the days and times of
psycho-education sessions. Waiting-list control condition group also were informed

about the process and date the their psycho-education sessions would begin.

The psycho-education program was developed based on a literature review
about problems that experienced by the parents of children with OCD and other
anxiety disorders. Within this framework, psycho-education program was constituted
of eight sessions which includes information about nature of OCD, its development
and maintenance in children, prevalent negative parental attitudes, proper parental
attitudes, emotional self-awareness, thought-emotion-behavior relationship,
managing with stressful situations, coping techniques and effective communication
skills. For each topic a presentation was prepared. Presentations supported by videos,
exercises and role-plays. For each topic a booklet was also given to mothers. Weekly

homework was assigned to mothers with booklets.

For psycho-education program, all mothers in both schools invited to meet in
one of these schools. Program was arranged 90 minutes group session for each week.
Each topic and the sessions were held once a week in the conference hall of a
selected school. All detailed information relevant to psycho-education program was

presented in table 2.5.
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Table 2.5. Psycho-education Program

Week | Topics Homework
e Acquaintance e Family Culture Monitoring Form
1 (Fitzgibbons & Pedrick, 2003)
¢ Revision of Group
Rules
e Introduction to Childhood Fears and
Anxieties
e Developmentally Normal and Unusual
Behavior Routines e O-C Symptoms Monitoring Form
2 (Fitzgibbons & Pedrick, 2003)
¢ Obsessive-Compulsive (O-C)
Symptoms
¢ Relationship between Childhood O-C
Symptoms and Negative Parental e O-C Symptoms Monitoring Form
Attitudes
3
e Coping Strategies about Child's
Problematic Behavior Monitoring
e Prevalent Negative Attitudes Form
o Negative Attitude Monitoring
e What to Do Instead of Exhibiting Form (Fitzgibbons & Pedrick,
4 Negative Attitudes 2003)
e (O-C Symptoms Monitoring Form
¢ Realization of Own Feelings e Thought-Emotion-Behavior
5 Monitoring Form
¢ Thought-Emotion-Behavior
Circle e 0O-C Symptoms Monitoring Form
e Coping Strategies Monitoring
¢ Coping Strategies for Stress Form
6
e Self Instruction Techniques
e O-C Symptoms Monitoring Form
e Distraction Techniques
¢ Relaxation Techniques
o Feelings Response: Homework
7 o Effective Communication Skills Sheet (Bratton et al., 2006)
¢ Implementation of
8 measures

45




2.3.3. Post-assessment Phase

The 8™ session of the psycho-education program was planned as a post
assessment session for mothers. In the last session, it is requested that mothers to
complete PARI again. Simultaneously, LOI and STAI were applied to children

again. Finally, post-assessment phase for both mother and children were completed.

For comparison, mothers and children in waiting-list control group repeated
the LOI, STAI and PARI. The psycho-education process of waiting-list control

group, still in progress.

2.4. Data Analysis

Prior to analysis, the subscales of PARI, which are dependency,
egalitarianism and democratic attitude, rejection of the homemaking role, marital
conflict and authoritarianism, subscales of LOI which are general obsessive, dirt-
contamination, numbers-luck and school, A-State and A-Trait, and child depression
symptoms were examined through IBM SPSS program for accuracy of data entry,
missing values, fit between their distributions and the assumptions of multivariate

analysis.

All missing values replaced by the mean. No univariate outliers detected. By
using Mahalonobis distance with p < .01, derived from leverage scores, 8
multivariate cases were identified as multivariate outliers. 8 multivariate outliers

were deleted, leaving 97 cases for analysis.
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2.4.1. Descriptive Statistic
Descriptive statistics including means, standard deviations and range of the

measures screened.

2.4.2. Preliminary Research Analyses

In present study, to explore the relationship between parental attitudes and
child's subclinical obsessive-compulsive symptoms, Pearson Correlation analysis
was conducted among variables: dependency, egalitarianism and democratic attitude,
rejection of the homemaking role, marital conflict, authoritarianism, total negative
attitudes, cleanliness and tidiness, repetition and indecision, special words and

numbers, checking, A-State and A-Trait anxiety symptoms.

2.4.3. Main Research Analyses

First of all non-parametric tests were used because of small sample size in
both psycho-education and waiting-list control groups. Chi-square Test was
conducted to examine differences between socio-demographic characteristics of
psycho-education group and waiting-list control group. Furthermore, Mann-Whitney
U test was used to compare pre-test measures of two groups. Then to examine the
changes in negative maternal attitudes and subclinical OCD symptoms of children
after 8-week psycho-education program and to compare these changes with waiting-

list control group, Wilcoxon Signed-Ranked Test was also conducted.
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CHAPTER 3

RESULTS

3.1. Descriptive Statistic

3.1.1. Measure Characteristics

All descriptive statistics of the measures were given in Table 3.1.

Table 3.1. Descriptive Information of the Measures

Measures M SD Range
PARI 127.84 15.89 87 -172
LOI-CV 28.11 13.93 4-67
A-State 30.57 6.29 20-51
A-Trait 35.42 6.81 21- 57
CDI 10.35 6.01 1- 27

Note: PARI: Parental Attitude Research Instrument, LOI-CV: Leyton Obsessional Inventory
Child Version, A-State and A-Trait: State-Trait Anxiety Inventory for Children, CDI: Child
Depression Inventory
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3.2. Preliminary Analysis

Firstly, in order to investigate the relationship between obsessive-compulsive
symptoms, anxiety symptoms and depressive symptoms in children, Pearson

correlation analysis was conducted.

According to results, obsessive-compulsive symptoms was positively
correlated with trait anxiety symptoms r (95) = .37, p< .01 indicating that obsessive
compulsive symptoms increases as trait anxiety symptoms increases. Obsessive-
compulsive symptoms was also positively correlated with depressive symptoms r
(95) = .34, p< .01 indicating that obsessive compulsive symptoms increases as
depressive symptoms increases. However, there was no significant relationship

between obsessive-compulsive symptoms and state anxiety symptoms.

On the other hand, state anxiety symptoms positively correlated with trait
anxiety symptoms r (95) = .36, p< .01 indicating that state anxiety symptoms
increases as trait anxiety symptoms increases. There was also significant relationship
between state anxiety symptoms and depressive symptoms, r (95) = .48, p< .01

indicating that state anxiety symptoms increases as depressive symptoms increases.

Trait anxiety symptoms was positively correlated with depressive symptoms,

r (95) = .48, p< .01 indicating that trait anxiety symptoms increases as depressive

symptoms increases. Table 3.2 displays the correlation between those measures.
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Table 3.2. Correlations between Measures

1 2 3 4
1 LOI-CV
2 A-State 15
3 A-Trait 37** .36**
4 CDI 4% A8** A8**

Note: LOI-CV: Leyton Obsessional Inventory, A-State and A-Trait Anxiety
Inventory, CDI: Child Depression Inventory
*p< .05; **p<.01

Secondly, Pearson correlation analysis was also performed between parental
attitudes, anxiety symptoms and obsessive-compulsive symptoms to test hypothesis 1
that indicates a significant relationship between subclinical childhood obsessive-
compulsive symptoms and parental attitudes. For that purpose, total score of negative
attitudes in PARI and subscales of PARI, which are dependency, egalitarianism and
democratic attitude, rejection of the homemaking role, marital conflict,
authoritarianism, at the same time, total interference score in LOI-CV, total score in
LOI-CV and subscales of LOI-CV; cleanliness and tidiness, repetition and
indecision, special words and numbers, checking and finally A-state and A-trait

anxiety symptoms were included to correlation analysis.

According to results of correlation analysis as shown in table 3.3, marital
conflict was positively correlated with total interference score in LOI-CV, r (95) =
23, p< .05 indicating that as the marital conflict increases among parents,
interference of obsessive-compulsive symptoms in children increases as well. Marital
conflict was also positively correlated with total score in LOI-CV, r (95) = .24, p<

.05 indicating that as the marital conflict increases among parents, obsessive-
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compulsive symptoms in children increases as well. When the relationship between
marital conflict and sub factors of LOI-CV examined, results showed that, marital
conflict was also positively correlated with, cleanliness and tidiness, r (95) = .22, p<
.05, repetition and indecision, r (95) = .22, p< .05 and special words and numbers, r
(95) = .21, p< .05. On the other hand, there were no other significant relationships
between sub scales of PARI and sub scales of LOI-CV. Marital conflict positively
correlated with A-Trait anxiety symptoms, r (95) = .24, p< .05 indicating that as the
marital conflict increases among parents, anxiety symptoms in children increases as

well.

Furthermore, authoritarianism positively correlated with A-Trait anxiety

symptoms, r (95) = .25, p< .05 indicating that as the mother’s strict and authoritarian

attitudes increases, anxiety symptoms in children increases as well.
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Table 3.3. Correlations between Relevant VVariables

11 12 13 14

PARI
FAC1

PARI
FAC2

PARI
FAC3

PARI
FAC4

PARI
FAC5

6T-
PARI

7 INT-
LOI

8T-
LOI

9 A-
STAT

10 A-
TRAI
T

11
LOI
FAC1

12
LOI
FAC2

13
LOI
FAC3

14
LOI
FAC4

-.01

427

29%*

4

.85%*

.04

.06

-.07

A1

.09

.03

.01

.05

.01

.04

012

.01

.03

.03

.10

19

.00

.01

14

.02

51**

AT

N

.08

.10

.02

A1

A2

.01

.05

.01

31x*

ST**

23*

.24*

.10

.24*

.22*

.22*

21*

12

87**

.09

A2

.20

.25%

.08

.04

.10

.10

12

15

.07

22*

14

.07

.10

.04

98**

17

33**

94%*

76%*

745

84**

.16

37%

.93**

76%*

T3**

82**

36**

15 28%*

15 34%*

15 32%*

13 .25%

61%*

55** - 63**

.69**  B5**  p1**

Note: PARI FACL: dependency, PARI FAC2: egalitarianism and democratic attitude, PARI FAC3: rejection of the
homemaking role, PARI FAC4: marital conflict, PARI FACS5: authoritarianism, T-PARI: total scores of negative attitudes,
INT-LOI: total interference scores of LOI-CV, T-LOI: total scores of LOI-CV, A-STATE: state anxiety, A-TRAIT: trait
anxiety, LOI FACL: cleanliness and tidiness, LOI FAC2: repetition and indecision, LOI FAC3: special words and numbers,

LOI FACA4: checking

*p<.05;**p<.01
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Additionally, A-Trait anxiety symptoms positively correlated with cleanliness
and tidiness, r (95) = .28, p< .01, repetition and indecision, r (95) = .34, p< .01 and

special words and numbers, r (95) = .32, p< .01 and checking r (95) = .34, p< .05.

In conclusion, results also indicated that there were a positive and significant
correlation between total of parental negative attitudes and A-Trait anxiety
symptoms, r (95) = .22, p< .05 indicating that child’s anxiety symptoms increases as

the mother’s negative attitudes increases.

3.3. Main Analysis

First of all, Chi-square Test and Mann-Whitney U test was conducted to
examine differences between psycho-education group and waiting-list-control group.
Chi-square Test was used to compare socio-demographic characteristics (educational
status, working status and marital status) of mothers in both the groups. The result of
the Chi-square analysis indicated that there were no significant differences (p > .05)
between socio-demographic characteristics of the mothers in psycho-education group
and waiting-list-control group. In order to compare differences between psycho-
education group and waiting-list-control group Mann-Whitney U test was also
conducted. Results of Mann-Whitney U test did not indicate any statistically
significant differences (p > .05) between psycho-education group and waiting-list-
control group according to their pre-assessments. Results of the Mann-Whitney U
test of mother related variables were shown in Table 3.4 and Mann-Whitney U test

results of children related variables were shown in Table 3.5.
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Table 3.4. The Comparison of Mother Related Variables between Psycho-
education Group and Waiting-list Control Group by Pre-test Results

Psycho- Waiting-list-
education (N=7) control (N=7)
Mean Rank Mean Rank U p
PARI
FAC1 8.86 6.14 15.000 222
PARI
FAC2 6.36 8.64 16.500 298
PARI
FAC3 6.86 8.14 20.000 556
PARI
FAC4 8 7 21.000 .649
PARI
FAC5 8.14 6.86 20.000 561
Total
PARI 8.71 6.29 16.000 277

Note: PARI FACL1: dependency, PARI FAC2: egalitarianism and democratic attitude, PARI
FAC3: rejection of the homemaking role, PARI FAC4: marital conflict, PARI FACS:
authoritarianism, T-PARI: total scores of negative attitudes *p<. 05
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Table 3.5. The Comparison of Children Related Variables between Psycho-
education Group and Waiting-list Control Group by Pre-test Results

Psycho-education Waiting-list-control
(N=7) (N=7)

Mean Rank Mean Rank U p
SYM-
LOI 7.50 7.50 24.500 1
INT-LOI 6.71 8.29 19.000 479
T-LOI 6.86 8.14 20.000 .564
LOI
FAC1 7.29 7.71 23.000 847
LOI
FAC2 5.79 9.21 12.500 116
LOI
FAC3 6.64 8.36 18.500 434
LOI
FAC4 7.21 7.79 22.500 794
A-
STATE 8 7 21.000 .654
A-
TRAIT 8 7 21.000 .654

Note: SYM-LOI: total symptom score of LOI-CV, INT-LOI: total interference scores of
LOI-CV, T-LOI: total scores of LOI-CV, LOI FAC1: cleanliness and tidiness, LOI FAC2:
repetition and indecision, LOI FAC3: special words and numbers, LOI FAC4: checking, A-
STATE: state anxiety, A-TRAIT: trait anxiety *p<. 05

Secondly, to examine effectiveness of 8-week psycho-education program in
both maternal attitudes and in subclinical OCD symptoms of children, Wilcoxon

Signed-Ranked Test was also conducted.

Results of the test showed that, 8-week psycho-education program elicit

statistically significant change between pre- and post- assessments of mothers in
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psycho-education group. Findings indicated that there was a statistically significant
difference in total scores of negative attitudes (Z=-2.201, p=.028), dependency (Z= -
2.375, p=.018) and authoritarian attitude (Z=-2.371, p=.018) and posttest scores of
these variables showed significant decrease. On the other hand, there were no
statistically significant changes in marital conflict, egalitarianism and democratic

attitude and rejection homemaking role.

On the contrary, results of the mothers in waiting-list control group showed
that, authoritarian attitude (Z= -2.388, p= .017) and total of negative attitudes (Z= -
1.696, p= .090) significantly increase in post assessment. Other variables did not
show significant change in post assessment. Means and standard deviations of pretest

and posttest scores related with mothers were given in Table 3.6.

Results of the Wilcoxon Signed-Ranked Test also showed that, in psycho-
education group, 8-week psycho-education program elicit statistically significant
change in OCD and anxiety symptoms of children. There were statistically
significant change in interfere score of OCD symptoms (Z= -2.371, p= .018), total
score of OCD symptoms (Z= -2.366, p=.018), total score of cleanliness and tidiness
(Z= -2.201, p= .028), total score of checking (Z=-2.156, p= .031), state anxiety
symptoms (Z= -2.366, p=.018) and trait anxiety symptoms (Z= -2.207, p=.027). All
of these scores showed significant decrease in post assessments. There were no
statistically significant changes in total score of repetition and indecision and total

score of special words and numbers.
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Results of the children in waiting-list control group showed that, repetition
and indecision (Z= -2.041, p= .041) and special words and numbers (Z= -1.807, p=
.071) significantly decrease in post assessment. Other variables did not show
significant change in post assessment. Means and standard deviations of pretest and

posttest scores related with children were given in Table 3.7.

Table 3.6. Means and Standard Deviations of Pretest and Posttest Scores of
Mothers in Psycho-education Group and Waiting-list-control Group

Psycho-education (N=7) X+S Waiting-list-control (N=7) X+S

Pretest Posttest Pretest Posttest
PARI FAC1 48.86 +6.14 40.29 £5.02%* 45.14 £ 6.56 45.86 + 7.60
PARI
FAC2 2529 +2.81 2729 +2.36 26.29 +1.89 26+1091
PARI FAC3 31.57 +£4.50 29.14 £ 4.63 32.29+7.29 33+7.21
PARI FAC4 16.71 £2.62 14.71 £2.56 16.29 £ 3.59 16.43 £5.02
PARI FAC5 4529+7.76 37.57 £4.82% 40.57 £8.97 44.14 + 8.98*
Total
PARI 142.43 £17.71 121.71 £11.72% 13429 £21.31 139.43 +24.35%

Note: PARI FACL1: dependency, PARI FAC2: egalitarianism and democratic attitude, PARI FAC3: rejection of the
homemaking role, PARI FAC4: marital conflict, PARI FACS5: authoritarianism, T-PARI: total scores of negative attitudes

*

p<. 05
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Table 3.7. Means and Standard Deviations of Pretest and Posttest Scores of

Children in Psycho-education Group and Waiting-list-control Group

Psycho-education (N=7) X+S

Waiting-list-control (N=7) X+S

Pretest Posttest Pretest Posttest
SYM-LOI 16.43 +1.90 14.57 +£2.50 16.50 +2.02 14.43 £2.87
INT-LOI 31+6.24 17.57 £7.95% 3543 +8.01 27.86 + 10.66
T-LOI 47.86 +£7.38 32.14+831* 51.93 £9.68 42.29 +12.67
LOI FAC1 18.86 = 2.85 9.14 +6.23* 19.57£5.12 15.29 £6.62
LOI FAC2 3.86+1.95 3.14+.69 5.43+1.39 3.86 £1.57*
LOI FAC3 2.71 +£2.49 1.29+£2.36 3.43+1.90 2.29+1.70*
LOI FAC4 5.86+1.57 4+1.73*% 7+3.21 6.43 +£4.79
A-STATE 35+£11.32 26.57 +7.89* 33+8.04 31+5.59
A-TRAIT 42.29 +9.53 35.86 + 6.25* 40.07 £ 8.08 36+5.94

Note: SYM-LOI: total symptom score of LOI-CV, INT-LOI: total interference scores of LOI-CV, T-LOI: total scores of LOI-
CV, LOI FAC1: cleanliness and tidiness, LOI FAC2: repetition and indecision, LOl FAC3: special words and numbers, LOI

FAC4: checking, A-STATE: state anxiety, A-TRAIT: trait anxiety *p<. 05
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CHAPTER 4

DISCUSSION

The current study has two goals. First was to investigate the relationship
between parental attitudes and subclinical childhood OCD in a Turkish sample. This
investigation also helped to make real the second goal. So the main aim of the study

was examine the effectiveness of specific 8-week psycho-education program.

In this section, findings of present study would be discussed in the light of
previous literature. Furthermore, case reports of the psycho-education condition
would be explained and discussed. Additionally, contributions and implications of
current study and limitations, strengths and suggestions for future researches would

be explained.
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4.1. Relationship between Parental Attitudes and Subclinical OCD Symptoms in
Children

The first hypothesis of the current study stated a significant relationship
between maternal attitudes and child's subclinical obsessive-compulsive symptoms.
For that purpose, relationship of variables was examined. Firstly, a significant
relationship was found between marital conflict and children’s obsessive-compulsive
symptoms and its severity. As it mentioned before by March & Mulle (1998), this
finding also revealed the marital conflict as a factor that has an effect on childhood
obsessive-compulsive symptoms. At the same time, relationship between marital
conflict and symptom severity shows consistency with the idea that disagreement
between parents over the disorder can lead more distress in children and that affects
the course and severity of OCD. On the other hand because unpredictability and
distress are characteristics of obsessive-compulsive symptoms, it can lead higher

tensions in family environment and it cause more family conflicts.

Secondly, current study also found a significant relationship between marital
conflict and children’s anxiety symptoms indicating that, an increase in marital
conflict among parents associated with an increase in anxiety symptoms of children.
This finding was supported by previous researches (Jekielek, 1998; Spence et al.,
2002) that showed the relationship between marital conflict and childhood anxiety.
In the parallel with the explanation of Emery (1982) that mentioned contribution of
marital conflict on childhood anxiety disorders, parents’ inconsistent and instable
attitudes can have an effect on the course of childhood anxiety and OCD. On the
other hand, when considering bidirectional relationship between childhood OCD and

familial factors, it can be also thought that, living with a child who has obsessive-
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compulsive symptoms leads more distress in family environment that end up with

more marital conflict.

Contrary to expectations study did not found any relationship between
mothers’ authoritarian attitude and obsessive-compulsive symptoms of children. This
result contradicts the reports of Timpano et al. (2010) that showed a significant
relationship between obsessive-compulsive symptoms and authoritarian parenting
style. But addition to that, Timpano et al. (2010) also reported, authoritarian attitude
can associate with more severe cases in childhood OCD. Therefore, when
considering the sample characteristics (nonclinical school sample) and targeted
symptomatology (subclinical OCD symptoms) it can be thought that, current findings
reflect and support the relationship between authoritarian attitude and clinical cases.
More recently, this hypothesis also supported by Yamauchi et al. (2016) that stated

no direct relations between maternal attitudes and child’s compulsive-like behaviors.

On the other hand in parallel with previous researches (Wolfradt et al., 2003;
Brown & Whiteside, 2008) present study revealed a significant relationship between
authoritarian attitude and trait anxiety symptoms. According to Baumrind (2005)
authoritarian attitude characterized with rigid parenting, strict rules, low
warmth/nurturance, high demands and psychological/behavioral control. So current
finding also supported meta-analytic research of McLoad et al. (2007) and the
findings of Wolfradt et al. (2003) that stated an important role of excessive parental
control, restricted autonomy and over involvement in child’s anxiety symptoms.

These conflicting findings related with the relationship between authoritarian
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attitudes, childhood anxiety symptoms and obsessive-compulsive symptoms revealed
the question once more whether parent’s authoritarian attitudes lead childhood
anxiety disorders or if it is a reaction to child’s symptomatology. Addition to that,
contradiction between findings might be explained with that authoritarian attitude
has tendency to relate general anxiety symptomatology whereas it has not any

relation with subclinical obsessive-compulsive symptomatology.

Findings did not indicate any relationship between dependency
(overprotective attitude of mother) and neither anxiety symptoms nor obsessive-
compulsive symptoms. This result is somewhat unexpected and contradicts reports of
the previous researches (Barrett et al., 2002; Haciomeroglu & Karanci, 2013) stated
that parents of children with OCD has tendency to be overprotective and less
permitting for autonomy. On the other hand Alonso et al (2004) did not find any
difference in overprotective attitudes of parents between healthy and OCD groups. In
parallel with current study, Brown &Whiteside (2008) did not found any relation

with overprotectiveness and children’s anxiety.

4.2. Effectiveness of Psycho-education Program

The main aim of the present study was to examine the effectiveness of 8-
week psycho-education program on maternal attitudes and subclinical OCD
symptoms of children. Second hypothesis of the current study indicated significant
reductions in negative maternal attitudes after 8-week psycho-education program.
Findings of current study supported the second hypothesis and indicated decreases in

negative attitudes of mothers in the psycho-education group. Firstly, mothers in

62



psycho-education group experienced reductions in all their negative attitudes, while
they experienced increase their democratic attitude. Their PARI total score,
overprotective and authoritarian attitude scores decreased significantly after 8-week
psycho-education program. These findings shows similarity to limited previous
studies (Peris et al., 2008; Piacentini et al., 2011 & Schlup et al., 2011) that indicated
reduction in negative attitudes of parents like over criticism, overprotectiveness, over
involvement, whereas increase in positive behaviors. Furthermore, in current study,
mothers also supported these findings with their own reports during the sessions.
During psycho-education they also observed their own negative attitudes in the
dimensions of nagging, yelling, persuading, hostile looks, snide comments and
laughing/joking at child with negative attitude monitoring form and tried to replace
them with possible alternative behaviors. At the beginning, they mostly reported
nagging, yelling and hostile look behaviors and at last they began to use their own
coping strategies rather than their negative attitudes. As it mentioned in case reports
that in the next section, some of the mothers reported reduction in their strictness

about rules and punishments as well.

In other respects, even though reductions also observed in mother’s rejection
attitude towards to homemaking role and marital conflict, these changes were not
significant. The homemaking role is highly related with responsibility that attributed
to mothers by society in Turkey. Therefore content of the psycho-education might be
insufficient to address that issue. On the other hand, especially relationship between
marital conflict and childhood anxieties was supported by current study as in
previous studies (Jekilelek, 1998 & Spence et al., 2002). It can be speculated that,

significant changes in marital conflict did not obtain with psycho-education program
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because the study restricted sample with only mothers. It is possible that, mothers
transferred some of the knowledge about symptoms or negative attitudes to fathers,
but it was not sufficient to produce significant changes regarding behaviors of fathers

and conflict between spouses.

Third hypothesis of the study indicated significant reductions in psycho-
education group as compared to waiting-list-control group regarding negative
parental attitudes. Findings supported the third hypothesis and indicated that psycho-
education group showed significant decreases in their negative attitudes while
waiting-list control group did not show any positive changes. With this finding
efficacy of psycho-education on negative attitudes of mothers was evaluated.
Moreover, total scores of negative attitudes and authoritarian attitude scores of
mothers in waiting-list control group showed increase in 8 weeks. It was previously
(Black et al., 1998) evaluated that as the familial factors has an effect on childhood
OCD; symptoms also affect family attitudes and functioning as well. So findings of
waiting-list control group may be suggested that, attitudes of mothers became more
negative against to compelling course of symptoms in time. It can be also speculated
that, because mothers in waiting-list control group did not have any knowledge about
symptoms, they were unable to understand child’s behaviors and their blame and
strictness increases in time. This prediction supported with a previous research
(Black et al., 1998) that indicated caregivers of OCD patients experienced more
anger, frustration, blame, family crisis etc. in time when compared to intervention

and control groups.
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Depending on the main aim of the current study, fourth hypothesis of the
current study indicated significant reductions in subclinical OCD symptoms and
anxiety symptoms of children after 8-week psycho-education program. This
hypothesis partially supported. First, children showed significant decrease in
interfere and total score of LOI, cleanliness/tidiness, and in checking after program.
These findings shows consistency with the study of Ginsburg et al. (2011) in which
specific parenting practices included in addition to other familiar techniques and
reduction in OCD symptoms was obtained. Mothers in the psycho-education group
also supported these findings with their own reports during the sessions. After
psycho-education program two mothers reported decrease in children’s cleaning
compulsion whereas three of them reported decrease in checking compulsion of
children. Even though current study did not contain any direct interventions for
children, findings also showed similarity with previous studies (Water et al., 2001,
Peris et al., 2012; Thompson-Hollonds et al., 2014) that compared child intervention
and child intervention plus family involvement in some way. All in these previous
studies family interventions caused more positive treatment outcomes. Furthermore,
as in recent studies (Lebowitz et al., 2013& Gingsburg et al., 2011) this finding also
supported the effect of parent only interventions on childhood OCD. Secondly
children also showed significant decrease in state and trait anxiety symptoms. This
was an expected result in the light of previous researches (Wolfradt et al., 2003 &
Brown &Whiteside, 2008) that highlighted significant relationship between parental
attitude and level of childhood anxiety. In this way, current research demonstrated

that positive change in maternal attitudes leads decrease in child’s anxiety.
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Although there were reduction in the symptom score of LOI,
repetition/indecision and special words/numbers, these changes were not significant.
Taken together, findings about symptom, interfere and total scores may be suggested
that the positive changes in maternal attitudes that obtained with psycho-education
just had an effect on symptom severity rather than symptom presence. It will be
possible to observe changes in the symptom presence with long-term follow-up. In
other respects, special words and numbers are explained with counting compulsion,
which means counting certain number or repeating words while doing something.
Repetition also explains the repeated actions. For in both compulsion types, they can
manifest themselves as mental acts rather than behaviors. So it can be speculated
that, children can hide their related symptoms more easily therefore it is more

difficult to intervene in these symptoms.

Fifth and last hypothesis of the study indicated significant reductions in
psycho-education group as compared to waiting-list-control group regarding
children’s subclinical OCD and anxiety symptoms. Findings partially supported the
fifth hypothesis and indicated that children in the psycho-education group showed
more significant decrease in their subclinical OCD and anxiety symptoms as
compared to waiting-list control group. Except the repetition/indecision and special
words/numbers, children in waiting-list control group did not produce significant
reduction in other factors of LOI and in state/trait anxiety symptoms. The unexpected
result about reduction in repetition/indecision and special words/numbers can be
related with nature of subclinical OCD. In subclinical OCD, obsessive and
compulsive symptoms mostly exist in waxing and waning course and there is no

severe functional impairments in ones life. It is also known that relationship between
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subclinical OCD and clinical OCD is still controversial. Previous findings also
indicated in follow ups, some of the participants with subclinical OCD symptoms
moved to OCD, some of them remained their subclinical OCD symptoms and some
of them did not show any OCD symptoms anymore without any interventions. Like
in current study, natural reduction also observed in study of Zucker (2004) that
examined effectiveness of an early intervention for subclinical OCD. It is still
debatable that if this current finding represents the waxing and waning course of

subclinical OCD or if these symptoms really remits without any intervention.

In conclusion, with all of these findings efficacy of psycho-education on
children’s subclinical OCD and anxiety symptoms was partially evaluated. But to
clarify issues and strengthen the efficacy of psycho-education program on negative
attitudes of mother and on the symptoms of children, a longitudinal follow up is

necessary.

4.3. The Case Reports Discussion of Psycho-education Condition

Although findings about presence of children’s symptoms obtained with
measures, mothers also reported about these symptoms in more detail during the
psycho-education process. So it is thought that it would be more meaningful for
study to discuss all of these reports, separately. On the other hand, it is asked mothers
to observe and monitor the symptomatology of their children with monitoring forms
during the process but detail information about symptoms could not obtain from
these monitoring forms. Mothers tended to conceal the symptoms of children in the

written forms. In spite of that, they felt free to talk about these symptoms during
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face-to-face communications. It is speculated, although issues about confidentiality
was explained at the beginning of process, it was possible that mothers still had
worries for publication of their personal information in the dissertation study.
Therefore all of the information about each cases that presented in the following

section based on notes of researcher during the psycho-education sessions.

In general, it is observed that most of the symptoms are increase or decrease
its severity or disappear with time instead of being permanent. The severity of the
symptoms varied case to case but in most cases symptoms did not cause any
impairments in child’s life. On the other hand, just in third case, symptoms became
more severe during the process and teachers also reported impairments in school
achievement. Just this case was referred to mental health professionals at the end of

the program.

In cases, symptoms are characterized as washing and cleaning, checking,
repeating, symmetry, hoarding and praying. It is also reported that in some cases
mothers or another relative also has obsessive-compulsive like symptoms that
strengthen the effect of genetic factors on OCD symptoms. Furthermore, majority of
the mothers reported the tendency of fathers to accommodate child’s symptoms,
which leads disagreement and conflict between spouses. These reports support the
findings about relationship between marital conflict and symptoms of children. More
detailed information about cases was given in following sections.

4.3.1. Case 1l

First case is eight-year old girl who attending 4™ grade. At the beginning of

the psycho-education program it was stated that, she wanted to be washed all of her
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toys and her clothes right after she take off them. She also obsessed with pulling up
her socks until they became the same high. She had worries about going to toilet in
the public or in the visits and always avoid going to toilet outside her house. On the
other hand she had excessive interest in her weight and had repetitive hand washing.
Mother also interested in her daughter’s weight excessively and she inculcated child

to go on a diet.

Mother also reported her own compulsive-like behaviors about cleaning and
mentioned about her contamination fears. At the end of the process mother stated
decrease in child’s excessive hand washing.

4.3.2. Case 2

Second case is ten-year-old boy who attending 4™ grade. At the start, his most
obvious compulsive symptom was collecting objects like useless school papers. He
was unable to throw-up them, and he conflicted with her mother about them.
Sometimes he was recurrently wanted to pray, but it was hard for mother to
distinguish that behavior from usual religious rituals. This is because he came from a
devout family; all of his family members interested in religious, furthermore, family
rules and punishments also related with religion in most of the times. On the other
hand, he wanted his mothers to recheck his homework at least three times. During
the sessions mother reported her strict rules in parenting and also complained about
her husband’s tendency to bend rules. At the end of the process mother reduced her
strictness and gave up to accommodate child’s checking behavior. She also reported

decrease in child’s repetitive praying and checking behavior.
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4.3.3. Case 3

Third case is nine year old girl who attending 4™ grade. At the beginning, it
was stated that, she had worries about going to toilet in the public. She was so
sensitive to orders of objects in her house and never wanted to replace them. Before
went to sleep, most nights she repeatedly organized her school bags. During the
sessions mother reported her own compulsive-like behaviors about cleaning and
mentioned about their OCD diagnosed relatives. Late in the sessions, it was reported
that she started to be late to school because she needed to control her clothes and
school stuff. Apart from that, mother observed that she walks around the all of rooms
in the house before they go out. Mother suspected that she counts a certain number
and controls something while she walk around the rooms. It is also stated that she
started to carry some piece of glass, because she had fear of to be kidnapped and tied
with a rope, in case of this scenario she planned to use glass piece to cut the rope. In
the end, although her symmetry and cleaning compulsions showed little decrease the
last reports of mothers directed researcher to refer child to mental health services.
4.3.4. Case 4
Fourth case is eight-year-old boy and attending 4™ grade. Mother did not report any
compulsive like behaviors during the process. But mother had strict discipline rules,
high expectations about success and respect and she compared him with his friends
most of time. It can be speculated that her strict attitude could be increase his
worries, and it is possible that he tried to hide his symptoms. Although mother did
not report any compulsive like behaviors in children, at the end of sessions mother
benefited from the effective communication training and reported more positive

relationship with her child and also showed tendency to bend her strict rules.
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4.3.5. Case 5

Fifth case is nine year old boy who attending 3" grade. His symptoms were
not obvious. Mother reported that, excessive time spending in the toilet but they did
not know what he did exactly. At the same time, in some nights he wanted to stay
and hide under his blanket about 5 minutes and says that he afraid of something. That
mother also benefited from the effective communication training and reported
decrease in time that spent in toilet with less criticism and nagging.

4.3.6. Case 6

Sixth case is nine years old girl, attending in 3" grade. At the beginning of
sessions it was reported that, she had a respiratory disorder when she was toddler and
during that period her room was cleaned and ventilated every night. Since that day,
although she recovered, every night she wanted to clean and ventilate her room.
Furthermore, she asked her mother to do same things in her little brother. She was
repeatedly seeking reassurance and asks her mother if she was okay. Every night
before she went to sleep, she asked her parents to control door lock, and sometimes
when she unsure she checked the door locks in herself. Before they went out, she
wanted her mother to lock the door three times. During the sessions mother also
reported that her elder daughter also have similar checking symptoms. After the
sessions, mother stopped to accommodate her cleaning and checking rituals and she
reported that her child became less insistent about cleaning. On the other hand, it was
not observed any significant changes in checking compulsion. It can be speculated
that participation of elder sister to checking compulsion made difficult to interfere

that behavior.
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4.3.7. Case 7

Seventh case also ten years old girl, attending 4™ grade. At beginning it was
reported that, she was so sensitive about the order of the house. She tended to
organize the stuffs of the household. When one of the relatives got sick, she rejected
to leave that relative. Everyday she wanted to change her underwear before she goes
to school. On the other hand, she wanted to sleep without her underwear. She
checked her homework repeatedly and if she got low mark in an exam, she punished
herself (e.g. not talking with anyone all day). Mother also had high expectations
about child’s success. With psycho-education, it was tired to normalize mother’s
high expectation. At the end of the sessions, mother reported decrease in child’s

anxiety about her exams and in her checking behaviors.

4.4. Contributions and Implications of the Study

To researcher’s knowledge this is the first study in Turkish literature that
examine relationship between childhood subclinical obsessive-compulsive symptoms
and parental attitudes and also first study that assess efficacy of a psycho-education
program related with this issue. The results suggest that maternal attitudes are the
one of the related factors with subclinical childhood OCD. So current findings add
important considerations to the examination of the relationship between childhood

obsessive-compulsive symptoms and parental attitudes to Turkish literature.

In the light of the current findings several potential clinical implications
emerge. Current findings add to growing sense that maternal attitudes should be

considered treatment of childhood OCD. Findings support that during clinical
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assessments of childhood OCD it is important to get more comprehensive
information about family attitudes. Although there is a need to follow up both
mothers’ attitudes and children’s symptoms for longer period of time to assess long-
term effectiveness of psycho-education program, current findings provide crucial
information to clinicians about working with parents in treatment of childhood OCD.
Clinicians could consider including parents to treatments more actively and should
add more extended psycho-education about parental attitudes in order to produce
more positive treatment outcomes. Study also highlighted the importance of
considering intervention models that beyond the traditional psycho-educations. It
showed that, rather than just providing knowledge to parents about obsessive-
compulsive symptoms, its development and maintenance, adding specific parent
components to psycho-education elicited positive outcomes in symptomatology of
children and in negative attitudes of mothers. Last and foremost, it is clearly known
that resistance is one of the most challenging issues in child therapies. Like the
previous studies of Lebowitz (2013) and Alcazar (2017), current study also presents
different intervention model for child clients who resist and refuse individual

treatments.

4.5. Strengths and Limitations of the Study and Suggestions for Future

Researches

One of the strength of this study is the inclusion of 8-10 years of children that
known in literature as onset of childhood OCD. Because most of researches (Karno
et al., 1988; do Rosario-Campos et al., 2001; Geller, 2006) have a consensus on that,

adults who get OCD diagnosis in their adulthood also had OCD symptoms in their
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childhood, current study can facilitate to follow up development and maintenance of

OCD symptoms in children.

Other strength of the study is about examination of subclinical sample. Even
though relationship between subclinical OCD and clinical OCD is still controversial,
some of the studies (Valline-Bassile et al., 1996; Black, 2008; Black, 2013)
demonstrated the possibility that subclinical OCD can be precursor of OCD. In this
aspect, it can be considered that current study also showed a preventive effort in a

nonclinical sample.

In general, many parents find it difficult to involve therapy sessions because
of their intensive work hours, household tasks or bias about parent sessions. But in
present study full attendance was provided within 8 weeks. It is also known that, it
can be difficult to arrange and coordinate session schedules and conduct sessions in
group environment. In spite of that, current study conducted as group psycho-

education program with mothers rather than individual sessions.

Unlike some of the previous studies (Waters et al., 2001; Barrett et al., 2004&
Farrell et al., 2010), current study had comparison group and this facilitated to
determine that which specific component of the psycho-education led to change in
maternal attitudes. Furthermore, changes in the process were examined by looking
change in negative attitudes of mothers and OCD symptomatology. So direct effect
and importance of psycho-education was observed in psycho-education group and it

will be observed in waiting-list control group as well.
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There is need to address number of limitations and future directions too. First
of all, in current study, the measure that examines the maternal attitudes was chosen
from limited Turkish adaptation studies. Although PARI is one of the best measures
that assess maternal attitudes, it is not directly point at the parental attitudes
(especially expressed emotion) related with childhood OCD. For example, Peris et al.
(2008) developed The Parental Attitudes and Behavior Scale (PABS), which is an
OCD specific parental attitudes scale and demonstrated validity and reliability of the
scale. Further researches should work on the adaption of OCD related parental
attitude tool like PABS. Using OCD specific parental attitudes scale can help to

observe direct relationship between childhood OCD and parental attitudes.

Because the sample comprised of nonclinical subjects in present study, it
should be replicated with clinical OCD sample to observe the relationship between
parental attitudes and obsessive-compulsive symptoms more clearly. The
generalizability of the present study was also limited because of the sample size.

Therefore future studies will be needed to enlarge the sample size.

On the other hand, in some cases mothers also reported OCD like symptoms
in themselves or in first-degree relatives. But current study did not examine parental
psychopathology or its effect on parenting attitudes and child symptoms. This
limitation means that the answers of the potential question whether parental
psychopathology is responsible for parenting style or child symptomatology is still
debatable. In considering the genetic vulnerability of OCD and the association
between parental psychopathology and parenting, future research should also

examine psychopathology of the parents to increase efficacy of the studies.
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Current study also focuses on the parents’ self reports on their parental
attitudes. Considering the possible discrepancies between children and parents’ self
reports on parental attitudes, future studies should attach importance to child’s self

reports too.

On the other hand just mothers involved in the study. This also limits the
generalizability of the current results to entire family attitudes. At the same time
according to current findings marital conflict has a relation with childhood OCD and
psycho-education cannot elicit significant change in this dimension. This finding also
demonstrates the importance of father involvement to process. So, future researches

could involve all family members to process.

Lastly, as it mentioned before, longitudinal follow up is also needed to

strengthen the efficacy of psycho-education program.
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APPENDIX A

DEMOGRAPHIC QUESTIONNAIRE

1. Cocugunuzun Okulunun adi :
2. Cocugunuz Kaginci sinifta:
3. Cocugunuzun Cinsiyeti: () Kiz ( ) Erkek
4, Cocugunuzun Yast:
Cocugunuzun Dogum tarihi: (gtlin)/ (ay)/ (yil)
5. Cocugunuz daha 6nce psikolojik ya da psikiyatrik destek aldi m1
() Evet () Hayir
. Evet ise, hangi konuda destek aldigini kisaca belirtiniz:
6. Cocugunuzun suanda kullanmakta oldugu psikiyatrik ilag var m1
() Evet () Hayir
. Evet ise, ilacin adini belirtiniz :
7. Ka¢ Cocugunuz Var :
Varsa diger ¢cocuklarinizin cinsiyeti ve yaslar :
1. Cocuk ( )Kiz ( ) Erkek Yas
2. Cocuk ( )Kiz () Erkek Yas
3. Cocuk ( )Kiz () Erkek Yas
4., Cocuk ( )Kiz () Erkek Yas
5. Cocuk ( )Kiz () Erkek Yas
6. Cocuk ( )Kiz () Erkek Yas
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10.

11.

12.

13.

Evde kimlerle yagadiginiz1 belirtiniz :

Anne sag m1 () Evet () Hayir Baba sag mi1 () Evet () Haywr
Anne-Baba birlikte mi () Evet () Hayir
Annenin Yast:

Annenin Meslegi :

Annenin Ogrenim Durumu :  ( )Okuma-yazma bilmiyor ( )ilkokul

( )Ortaokul ( )Lise ( )Yiiksekokul ( )Universite ( )Yiiksek lisans ve {istii

14. Anne daha dnce psikolojik ya da psikiyatrik destek ald1 m1

() Evet () Hayir

. Evet ise, hangi konuda destek aldigini kisaca belirtiniz:

15. Annenin suanda kullanmakta oldugu psikiyatrik ila¢ var mi

() Evet () Hayir

. Evet ise, ilacin adin belirtiniz :

16. Babanin Yast:

17. Babanin Meslegi :

18. Babanin Ogrenim Durumu : ( )Okuma-yazma bilmiyor ( )ilkokul

()Ortaokul ( )Lise ( )Yiiksekokul ( )Universite  ( )Yiiksek lisans ve iistii

19. Baba daha 6nce psikolojik ya da psikiyatrik destek aldi mi1

() Evet () Hayir

. Evet ise, hangi konuda destek aldigini kisaca belirtiniz:

20. Babanin suanda kullanmakta oldugu psikiyatrik ilag var mu

() Evet () Hayir

. Evet ise, ilacin adimi belirtiniz :

21, Ailenin aylik ortalama geri : () 0-999 () 1000-1999 () 2000- 2999
() 3000 ve tstii
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APPENDIX B

PARENTAL ATTITUDES RESEARCH INSTRUMENT

Asagida verilen ifadeleri okuyup, su sekilde degerlendiriniz;

Kesinlikle Katiliyorum Katilmiyorum Kesinlikle
Katilmiyorum katiliyorum
1 2 3 4
Z2|| E|| E||E2
= 2 = = =S
EZ|| 2| £||25
B H
£ £ s || 2
ES 3
1. Cocuk yorucu veya zor iglerden korunmalidir. 1 2 3 4
2. Cocuklariyla kaygilar1 hakkinda konusan ebeveynler bazen onlar1 kendi haline 1 2 3 4
birakmak gerektigini diigiinemezler.
3. Cocuk bosa gegen dakikalarin bir daha hi¢ geri gelmeyecegini ne kadar ¢abuk 1 2 3 4
Ogrenirse, kendisi i¢in o kadar iyi olur.
4. Bir anne gocugunun diis kirikligina ugramamasi igin elinden geleni yapmalidir. 1 2 3 4
5. Cocuk ne kadar erken yiiriimeyi 6grenirse o kadar iyi egitilebilir. 1 2 3 4
6. Cocuk yetistirmek sinirlendirici bir istir. 1 2 3 4
7. Cocugun hayatta 6grenmesi gereken o kadar ¢ok sey vardir ki, zamanini bosa 1 2 3 4
gecirmesi affedilemez.
8. Babalar, biraz daha sefkatli olsalar, anneler ¢ocuklariyla ilgili gorevlerini daha iyi 1 2 3 4
yaparlar.
9. Cocuk yetistirmenin kotii taraflarindan birisi, zamani istediginiz gibi kullanamamaktir. 1 2 3 4
10. Siki kurallarla yetistirilen ¢ocuklar ¢ok daha iyi birer yetiskin olurlar. 1 2 3 4
11. Bir anne ¢ocugunun mutlulugu i¢in kendi mutlulugunu feda edebilmelidir. 1 2 3 4
12. Aktif bir gocuk biiyiik bir olasilikla mutlu bir kisi olacaktir. 1 2 3 4
13.Biiyiikler ¢ocuklarin sakalarina giiler, onlara eglendirici dykiiler anlatirsa evdeki 1 2 3 4
diizen daha diizgiin, daha akici olur.
14. Cocugun diisiindiigii her seyi bilmek, bir annenin gorevidir. 1 2 3 4
15. Anne babalar ¢ocuklarina, sorgusuz sualsiz kendilerine sadik kalmalarimni 1 2 3 4
Ogretmelidirler.
16. Biitiin geng anneler, bebek bakiminda beceriksiz olacaklarindan korkarlar. 1 2 3 4
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17. Eger anneler ¢ocuklariyla tiim giin birlikte olmak zorunda kalirlarsa, ¢ocuklar bir 1 2 3 4
annenin sinirini bozabilirler.
18. Anne ve babalar her zaman ¢ocuklarinin kendilerine uymasini beklememeli, biraz da 1 2 3 4
kendileri ¢ocuklarina uymalidir.
19. Eger anneler dileklerinin kabul edilecegini bilselerdi, babalarin daha anlayisl 1 2 3 4
olmalarini dilerlerdi.
20.Cocuga ne olursa olsun kavga etmekten kaginmasi gerektigi ogretilmelidir. 1 2 3 4
21. Cocuklar bencil olduklarinda, hep bir seyler istediklerinde, annenin tepesinin atmasi 1 2 3 4
¢ok normaldir.
22.Egller ¢cocuklar ailedeki kurallari uygun bulmuyorlarsa, bunu sdylemeleri i¢in anne 1 2 3 4
baba tarafindan tesvik edilmelidirler.
23. Anneler ¢ok kere ¢ocuklarma bir dakika daha dayanamayacaklar1 duygusuna 1 2 3 4
kapilirlar.
1 2 3 4
24. Cocugu siki terbiye edersiniz sonra size tesekkiir eder.
25 Kiigiik bir ¢ocuk, cinsellik konusundaki konusmalardan uzak tutulmalidir. 1 2 3 4
26. Bir annenin gocugunun hayati hakkinda her seyi bilmesi hakkidir. Ciinkii gocugu 1 2 3 4
onun bir pargasidir.
27. Uyanik bir anne-baba ¢ocugunun tiim diigiincelerini 6grenmeye ¢alismalidir. 1 2 3 4
28. Cocuklar, anne babalarinin kendileri i¢in neleri feda ettiklerinin farkina 1 2 3 4
varmalidirlar.
29. Eger ¢ocuklarin sikayetlerini sdylemelerine izin verilirse sikayetleri hi¢ bitmez. 1 2 3 4
30. Saglam ve iyi bir karakter siki disiplin ile olur. 1 2 3 4
31. Geng bir kadin gengken yapmak istedigi ¢ok sey oldugundan dolayi, anne olunca 1 2 3 4

kendisini baski altinda hisseder.
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32. Anneler ¢ocuklari igin hemen hemen biitiin zevklerini feda ederler. 1 2 3 4
33. Babalar daha az bencil olsalardi, kendilerine diisen gorevi yaparlardi. 1 2 3 4
34. lyi bir anne gocugunu hayatin ufak tefek giigliiklerinden korumalidir. 1 2 3 4
35. Cocuga anne ve babasima herkesten daha ¢ok saygi gostermesi gerektigi 1 2 3 4
ogretilmelidir.
36. Cocuk higbir zaman ailesinden sir saklamamalidir. 1 2 3 4
37. Cocuklardan sik sik 6diin vermelerini, anne babaya uymalarimi istemek adil degildij 1 2 3 4
38. Cogu anne bebegine bakarken onu incitmekten korkar. 1 2 3 4
39. Cocuga basi derde girdiginde kavga etmek yerine ailesine veya 6gretmenlerine 1 2 3 4
bagvurmasi gerektigi 6gretilmelidir.
40. Anne baba arasinda tartisarak ¢oziillemeyecek bazi konular vardir. 1 2 3 4
41. Ev idaresinde en kotii seylerden birisi de, kadinin kendisini evinde hapsedilmis gibi 1 2 3 4
hissetmesidir.
42. Higbir kadindan yeni dogmus bir bebege tek basina bakmasi beklenmemelidir. 1 2 3 4
43. Oglan ve kiz ¢ocuklarinin birbirlerini tamamen ¢iplak gérmelerine izin verilmemes 1 2 3 4
¢ok onemlidir.
44. Cocuklarin sorunlartyla ilgilenmenin bir sikintis1 da, ¢ocuklarin sizin ilginizi 1 2 3 4
¢ekmek igin birgok hikaye uydurmalaridir.
45. Eger anne babalar ¢ocuklari ile sakalasip beraber eglenirlerse, cocuklar onlarin 1 2 3 4
ogiitlerini dinlemeye daha ¢ok istekli olurlar.
46. Anneleri kendileri yliziinden zorluk ¢ektigi i¢in ¢ocuklar, annelerine karsi daha 1 2 3 4
anlayish olmadirlar.
47. Cocuk eninde sonunda anne-babasindan daha akilli olamayacagini 6grenir. 1 2 3 4
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48. Eger bir anne ¢ocuklarini iyi yetistiremiyorsa belki de bu, babanin kendine diisen 1 2 3 4
gorevi iyi yapmamasindan ileri geliyordur.
49. Geng bir anne i¢in ilk bebegin bakimi sirasinda yalniz kalmaktan koétii bir sey 1 2 3 4
olamaz.
50. Bir ¢ocugun diger bir cocuga vurmasi hicbir sekilde hosgoriiyle kargilanamaz. 1 2 3 4
51. Anne babalar ¢cocuklarma hayatta ilerleyebilmeleri i¢in hep bir seyler yapmalari ve 2 3 4
bosa zaman gegirmemeleri gerektigini 6gretmelidirler.
52. Akilli bir kadin yeni bir bebegin dogumundan 6nce ve sonra yalniz kalmamak i¢in 2 3 4
elinden geleni yapar.
53. Evde olup bitenleri sadece anne bildigi i¢in, ev hayatini onun planlamasi lazimdir. 2 3 4
54. Bazen bir kadinin kendi haklarma sahip olabilmesi igin, kocasini terslemesi gerekir. 2 3 4
55. Biitiin zamanini ¢ocuklartyla gegirmek, bir kadinin kanadi kirilmis kus( gibi 1 2 3 4
hissetmesine neden olur.
56. Eger anne kollarini sivar, biitiin yiikii sirtina alirsa tiim aile rahat eder. 1 2 3 4
57.Cocuklar cesaretlerini kirabilecek tiim zor islerden uzak tutulmalidir. 1 2 3 4
58. Cocuklar aslinda siki disiplin altinda mutlu olurlar. 1 2 3 4
59. Cocuklarin partileriyle, flortleriyle ve eglenceleriyle ilgilenen anne babalar onlarin 1 2 3 4
iyi yetismelerini saglarlar.
60. Anne ve babaya sadakat her seyden 6nce gelir. 1 2 3 4
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APPENDIX C

LEYTON OBSESSIONAL INVENTORY CHILD VERSION

Asagida seninle ilgili olabilecek 20 soru bulunmaktadir. Bu sorularin her birini okuyup, sana uygun
olup olmadiklarini diisiindiikten sonra eger sana uygunsa EVET ‘i eger uygun degilse HAYIR’1
isaretle. Sana uygun oldugunu diigiindiigiin ve EVET,’i isaretledigin her soru i¢in yaninda bulunan 0,
1, 2 ve 3 numaralarindaki sana en uygun olan maddeyi isaretle. 0, 1, 2 ve 3 numaralarinin ne anlama
geldigi asagida belirtilmistir.

0- Bu aliskanlik, beni yapmak istedigim diger seylerden alikoymuyor.

1- Bualigkanlik, beni biraz engelliyor ya da ¢ok az zamanimui aliyor.

2- Bu aliskanlik, beni yapmak istedigim diger seylerden alikoyuyor ve zamanimin bir kismini

aliyor.

3- Bu aligkanlik, beni yaptigim bir¢ok seyden alikoyuyor ve ¢ok fazla zamanimi aliyor.

HAYIR diye isaretleme yaptigin sorularda bagka bir isaretleme yapmana gerek yok.

ENGELLEMIiYOR
BiRAZ ENGELLIYOR
ENGELLIYOR
COK ENGELLIYOR

1. Siklikla yapmak zorunda olmadiginizi bile
bile bazi seyleri yapmaya kendinizi mecbur

hisseder misiniz ? HAYIR EVET 0 1 2 3
2. Diisiinceler ya da kelimeler aklinizdan

tekrar tekrar geger mi ? HAYIR EVET 0 1 2 3
3. Baz1 seyleri tekrar tekrar kontrol eder

misiniz ? HAYIR EVET 0 1 2 3
4. Kirden, kirli seylerden nefret eder misiniz

? HAYIR EVET 0 1 2 3

5. Baskasinin dokundugu ya da kullandig1 bir
seyin sizin i¢in artik kirlenmis oldugunu
diistiniir miisiiniiz?

HAYIR EVET 0 1 2 3

6.Yeterince temiz olup olmadiginiz
konusunda endiselenir misiniz ? HAYIR EVET 0 1 2 3

7.Ellerinizin temiz olmasina ¢ok 6zen
gosterir misiniz ? HAYIR EVET 0 1 2 3

8.Gece yatarken esyalarimizi mutlaka diizgiin

. 9
bicimde kaldirir misiniz 7 HAYIR EVET 0 1 2 3

9. Okulda arkadaslariniz siraniz1 karigtirirsa
ofkelenir misiniz ? HAYIR EVET 0 1 2 3

10. Ev ya da okul 6devlerinizi dogru
yaptiginizdan emin olana kadar onlar1 kontrol
ederek fazla zaman harcar misiniz ? HAYIR EVET 0 1 2 3
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11. Tamamen dogru oldugundan emin
olmadan 6nce belli bir sayida tekrar tekrar
yaptiginiz seyler var midir ?

HAYIR

EVET

12. Siirekli olarak saydiginiz ya da aklinizdan
gegirdiginiz sayilar var midir?

HAYIR

EVET

13. Bazi seyleri tekrar tekrar yaptiginiz i¢in
okul ddevleriniz ya da giinliik islerinizi
bitirmekte gii¢liik ¢eker misiniz ?

HAYIR

EVET

14. I¢inizden bircok kere tekrarladigimz ve
bazi

seyleri o say1 kadar yaptiginiz 6zel sayiniz
var midir?

HAYIR

EVET

15. Hig kimse kotii oldugunu diisiinmedigi
halde yaptiginiz baz1 seylerden dolay1
kendinizi

kotii hisseder misiniz?

HAYIR

EVET

16. Bazi seyleri tam olarak hissettiginiz gibi
yapamayinca Uiziillir miisiiniiz ?

HAYIR

EVET

17. Karar vermede giigliik ¢eker misiniz?

HAYIR

EVET

18. Yaptiginiz seyleri dogrulugundan emin
olmadiginiz igin tekrar tekrar yapar misiniz ?

HAYIR

EVET

19. Sanssizliktan korunmak i¢in 6zel olarak
yaptiginiz bir davranis veya soylediginiz
bir s6z var midir ?

HAYIR

EVET

20. Sanssizlik ya da kétiiliikklerden kurtulmak
icin kullandiginiz 6zel sayilar ya da
kelimeler var midir?

HAYIR

EVET
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APPENDIX D

STATE-TRAIT ANXIETY INVENTORY FOR CHILDREN

Kizlarin ve erkeklerin kendilerini anlattiklart bazi ciimleler asagida verilmistir. Her ciimleyi dikkatle
oku ve su anda nasil hissettigine karar ver. Daha sonra, seni en dogru anlatan ifadenin dniindeki

parantezler arasina (X) isareti koy. Yanlig[ | veya dogru cevap diye bir sey yoktur. Her hangi bir ciimle

iizerinde fazla zaman gegirme.

Tam su anda, bu dakikada nasil hissettigini en iyi anlatan ifadeyi se¢meyi unutma.

1. Kendimi

() ¢ok sakin hissediyorum () sakin hissediyorum

() sakin
hissetmiyorum

2. Kendimi

() ¢ok ofkeli hissediyorum () &fkeli hissediyorum

() ofkeli
hissetmiyorum

3. Kendimi () ¢ok huzurlu hissediyorum () huzurlu hissediyorum () huzurlu
hissetmiyorum
4, Kendimi () ¢ok sinirli hissediyorum () sinirli hissediyorum () sinirli
hissetmiyorum
5. Kendimi () ¢ok huzursuz hissediyorum () huzursuz hissediyorum () huzursuz
hissetmiyorum
6. Kendimi () ¢ok dinlenmis hissediyorum () dinlenmis hissediyorum (') dinlenmis
hissetmiyorum
1. Kendimi () gok iirkmiis hissediyorum () {irkmiis hissediyorum () tirkmiis
hissetmiyorum
8. Kendimi () ¢ok rahatlamig hissediyorum () rahatlamis hissediyorum () rahatlamg
hissetmiyorum
9. Kendimi () ¢ok endiseli hissediyorum () endiseli hissediyorum () endiseli

hissetmiyorum

10. Kendimi

() ¢cok hognut hissediyorum () hosnut hissediyorum

() hosnut
hissetmiyorum

11. Kendimi

() cok korkmus hissediyorum () korkmus hissediyorum

() korkmus
hissetmiyorum
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12.

Kendimi () ¢ok mutlu hissediyorum (') mutlu hissediyorum () mutlu
hissetmiyorum

13. Kendimden () ¢ok eminim () kendimden eminim () emin
degilim
14, Kendimi () ¢ok iyi hissediyorum () iyi hissediyorum () iyi
hissetmiyorum
15. Kendimi () cok bagim dertte hissediyorum () basim dertte hissediyorum
() bagim dertte hissetmiyorum
16. Bir seylerin beni () ¢ok rahatsiz ettigini hissediyorum () rahatsiz ettigini
hissediyorum () rahatsiz ettigini hissetmiyorum
17. Kendimi () ¢ok keyifli hissediyorum () keyifli hissediyorum
() keyifli hissetmiyorum
18. Kendimi () ¢cok dehsete kapilmis hissediyorum () dehsete kapilmis hissediyorum
( )dehsete kapilmis hissetmiyorum
19. Kafamda () her seyi ¢ok karmakarigik hissediyorum () karmakarigik hissediyorum
( )karmakarisik hissetmiyorum
20. Kendimi () gok neseli hissediyorum () neseli hissediyorum () neseli

hissetmiyorum

101




Kizlarin ve erkeklerin kendilerini anlattiklar1 bazi climleler asagida verilmistir. Her ciimleyi dikkatle
oku ve hangisinin senin i¢in en dogru olduguna karar ver. “hemen hemen hi¢” mi, “bazen” mi yoksa
“sik sik” m1? Daha sonra, seni en dogru anlatan ifadenin oniindeki parantezler arasina (X) isareti koy.
Yanlis/ | veya dogru cevap diye bir sey yok. Herhangi bir ciimle iizerinde fazla zaman gegirme.
Genellikle nasil hissettigini anlatan ifadeyi segmeyi unutma.

1. Yanlis yapacagim diye

endiselenirim, () hemen hemen hig () bazen () sik s1ik
2. Aglayacak gibi olurum. () hemen hemen hig () bazen () sik s1ik
3. Kendimi mutsuz hissederim. () hemen hemen hig () bazen () sik sik
4. Karar vermekte giigliik ¢ekerim. () hemen hemen hig () bazen () sik s1ik
Sbrs(‘(:])(r;llir;.larla yliz ylize gelmek bana () hemen hemen hig () bazen () sik sik
6. Cok fazla endiselenirim. () hemen hemen hig (') bazen () sik sik
7. Evde sinirlerim bozulur. () hemen hemen hig () bazen () sik sik
8. Utangacim. () hemen hemen hig () bazen () sik sik
9. Sikintiliyim. () hemen hemen hig () bazen () sik sik

10. Aklimdan, engelleyemedigim
Onemsiz diistinceler gecer ve beni () hemen hemen hig () bazen () sik s1ik
rahatsiz eder.

11. Okul beni endiselendirir. () hemen hemen hig () bazen () sik s1ik
12. Ne yapacagima karar vermekte .

zorluk gekerim., () hemen hemen hig () bazen () sik s1ik
13. I_(alblmln hizli hizli ¢arptigini fark () hemen hemen hig () bazen () sik sik
ederim.

14. Nedenini bilmedigim korkularim () hemen hemen hig () bazen () sik sik
vardir.

15. Anne-babam i¢in endiselenirim. () hemen hemen hig () bazen () sik sik
16. Ellerim terler. () hemen hemen hig () bazen () sik sik
17. .KOtu ].Dl.r seyler olacak diye () hemen hemen hig () bazen () sik sik
endiselenirim.

18. G.ecelen uykuya dalmakta giigliik () hemen hemen hig () bazen () sik sik
¢ekerim

19. Karnimda bir rahatsizlik .

hissederim. () hemen hemen hig () bazen () sik sik
20. Baskalarinin benim hakkimda ne () hemen hemen hig () bazen () sik sik

diisiindiikleri beni endiselendirir.

102



APPENDIX E

CHILDREN’S DEPRESSION INVENTORY

Asagida seninle ilgili olabilecek maddeler bulunmaktadir. Bu maddelerin her birini okuyup, sana
uygun olanlarin yaninda 1,2 ve 3 sayilarindan sadece birini yuvarlak i¢ine al.

A.) 1.Kendimi arada sirada tizgiin hissederim.
2.Kendimi sik sik iizgiin hissederim.

3.Kendimi her zaman iizgiin hissederim.

B.) l.islerim hicbir zaman yolunda gitmeyecek.
2.Islerimin yolunda gidip gitmeyeceginden emin degilim.

3. Islerim yolunda gidecek.

C.) l.islerimin cogunu dogru yaparim.
2.Islerimin cogunu yanlis yaparim.

3.Her seyi yanlig yaparim.

D.) 1.Bir¢ok seyden hoslanirim.
2. Baz1 seylerden hoslanirim.

3.Higbir seyden hoslanmam.

E.) 1.Her zaman kétii bir cocugum.
2.Cogu zaman kotii bir gocugum.

3.Arada sirada kotii bir cocugum.

F.) 1.Arada sirada bagima kotii bir seyler gelecegi diistiniiriim.
2.S1k sik bagima kotii bir geyler gelecegini diigiiniiriim.

3.Bagima ¢ok kotii seyler geleceginden eminim.

G.) 1.Kendimden nefret ederim.
2.Kendimi begenmem.

3.Kendimi begenirim.

H.) 1.Biitiin kotii seyler benim hatam.
2.Kétii seylerin bazilar1 benim hatam.

3.Katii seyler genellikle benim hatam.

I) 1.Kendimi dldiirmeyi diisiinmem.
2.Kendimi 6ldiirmeyi diisiiniirim ama yapmam.

3.Kendimi 6ldiirmeyi diisiniiyorum.

[) 1.Her giin igimden aglamak gelir.
2.Bircok glinler icimden aglamak gelir.

3.Arada sirada igimden aglamak gelir.
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3)

1.Her sey her giin beni sikar.
2.Her sey sik sik beni sikar.

3.Her sey arada sirada beni sikar.

K.)

1.Insanlarla beraber olmaktan hoslanirim.
2.Cogu zaman insanlarla birlikte olmaktan hoslanmam.

3.Hi¢ bir zaman insanlarla birlikte olmaktan hoslanmam.

L)

1.Herhangi bir sey hakkinda karar veremem.
2.Herhangi bir sey hakkinda karar vermek zor gelir.

3.Herhangi bir sey hakkinda kolayca karar veririm.

M.)

1.Glizel/yakisikli sayilirim.
2.Gilizel/yakisikli olmayan yanlarim var.

3.Cirkinim.

N.)

1.0kul 6devlerimi yapmak i¢in her zaman kendimi zorlarim.
2.0kul 6devlerimi yapmak i¢in ¢ogu zaman kendimi zorlarim.

3.0kul 6devlerimi yapmak sorun degil.

0.)

1.Her gece uyumakta zorluk ¢ekerim.
2.Bir¢ok gece uyumakta zorluk ¢ekerim.

3.0ldukga iyi uyurum.

0.

1.Arada sirada kendimi yorgun hissederim.
2.Birgok giin kendimi yorgun hissederim.

3.Her zaman kendimi yorgun hissederim.

P)

1.Hemen her giin canim yemek yemek istemez.
2.Cogu giin canim yemek yemek istemez.

3.0ldukga iyi yemek yerim.

Q)

1.Agr ve sizilardan endige etmem.
2.Cogu zaman agr1 ve sizilardan endise ederim.

3.Her zaman agr1 ve sizilardan endise ederim.

R)

1.Kendimi yalniz hissetmem.
2.Cogu zaman kendimi yalniz hissederim.

3.Her zaman kendimi yalniz hissederim.

S)

1.0kuldan hi¢ hoglanmam.
2.Arada sirada okuldan hoslanirim.

3.Cogu zaman okuldan hoslanirim.

T)

1.Bir¢ok arkadasim var.
2.Bir¢ok arkadasim var ama daha fazla olmasini isterdim.

3.Hi¢ arkadasim yok.

U)

1.0kul basarim iyi.
2.0kul basarim eskisi kadar iyi degil.

3.Eskiden iyi oldugum derslerde c¢ok basarisizim.
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U)

1. Higbir zaman diger ¢ocuklar kadar iyi olamiyorum.
2. Eger istersem diger cocuklar kadar iyi olurum.

3.Diger ¢ocuklar kadar iyiyim.

V)

1. Kimse beni sevmez.
2.Beni seven insanlarin olup olmadigindan emin degilim.

3.Beni seven insanlarin oldugundan eminim.

Y.)

1. Bana sOyleneni genellikle yaparim.
2. Bana s6yleneni ¢ogu zaman yaparim.

3.Bana sdyleneni hi¢bir zaman yapmam

Z)

1. Insanlarla iyi geginirim.
2. Insanlarla sik sik kavga ederim.

3.Insanlarla her zaman kavga ederim
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bilimsel aragtirma ve yayin etigine aykirn unsur

tanimi verilen arastirma projesi incelenmis,
icermedigi anlagilmistir.

: “Anne Tutumlarma Yénelik Psikoegitim Calismasmmn

Proje Ad
Cocukluk Cag Obsesif ~ Kompulsif Bozuklugu
Semptomlarina Etkisi”

Tez Ogrencisi : Bcem Akina

Tez Danismani : Yrd. Dog. Dr. Oya Mortan Sevi

Rapor Tarihi : 14 Ocak 2016

i

Prof.Dr. Canan Celik Karaaslanh
Miihendislik ve Doga Bilimleri Fakiiltesi
Bagkan

¥ s rmg—
g \E(@({\ KATILAMADI.
Prof. DrNiyazi Bérk Prof. it Emre Gokyayla Prof. Dr. H. Kadircan Keskinbora
iktisadi, Idari ve Sosyal Bilimler Fakiiltesi Hukuk Fakiiltesi Tip Fakiiltesi
KATILAMADI.

Dog. Dr. Yesim Ulusu
Iletisim Fakiiltesi

Dol BT AMARY

Miihendislik ve Doga Bilimleri Fakiiltesi

TILAMADY. W
r. Mehmet Degirmenci Yrd.Dog.DsFMeltem Vatan Kaptan

Mimarlik ve Tasarim Fakiiltesi

Yrd.Dog.
Saglik Bilimleri Fakiiltesi

106



APPENDIX G

PERMISSION OF KOCAELI CITY NOTIONAL EDUCATION
DIRECTORATE

ym T.C.
B ‘%‘ KOCAELI VALILIGI

/ il Milli Egitim Miidiirliigii

Sayr :99332089/605/13405942 28/11/2016
Konu: Arastirma izni
( Ecem AKINCI)

VALILIK MAKAMINA
KOCAELI

Bahgesehir Universitesi Sosyal Bilimler Enstitiisii Klinik Psikoloji yiiksek lisans
ogrencisi Ecem AKIN' nin  “ Anne Tutumlarina Yénelik Psikoegitim Calismasimin Cocukluk
Cag1 Obsesif Kompulsasif Bozuklugu Semptomlarina Etkisi” konulu aragtirma galismasini
[limiz Izmit ve Basiskele ilgesi Ilkokullarnda uygulama talebi, ilgili Universitenin
04/11/2016 tarih ve 3506 sayil yazilan ile bildirilmektedir.

Ad1 gegenin séz konusu ¢aligmasina esas olmak iizere, ekte sunulan galigmayi
flimiz Izmit ve Basiskele ilgesi ilkokullarinda uygulama talebi komisyonumuzca uygun
goriilmiis olup, Ilge Milli Egitim Miidiirlikleri ve Okul Miidiirliklerinin denetim ve
gozetiminde yapmalar1 Miidiirliigiimiizce de uygun goriilmektedir.

Makamlarimzca da uygun goriildiigii takdirde olurlarimiza arz ederim.

Fehmi Rasim CELIK
11 Milli Egitim Miidiirii
OLUR
.../11/2016
Haci Mehmet KARA
Vali a.
Vali Yardimcisi
Aynur SARIOGLUY
$ef /‘
Gilvenli Elektronik imfal
Asliile Aynidy, 13
Q..LI2./2
Kérfez Mah. Ankara Karayolu Cad.No:129 Valilik Binasi: B Blok Kat:3 KOCAELI Bilgi igin: E. SAGLAM YAVUZ
Elektronik Ag: www..kocaelimem.meb.gov.tr Tel: (0262) 3005871

E-posta: stratejigelistirme4 1@meb.gov.tr

Bu evrak giivenli clektronik imza ile imzalanmugtir. http:/evraksorgu.meb.gov.tr adresinden 7dd8-c11e-3791-9054-379d kodu ile teyit edilebilir.
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APPENDIX H

INFORMATION FORM

Sayin Veli,

Ekteki anketler ¢ocuklarda goriilen bazi kaygi belirtilerini ve anne tutumlarini
arastiran bir ¢aligma kapsaminda size gonderilmistir. Bu ¢alisma iki asamadan olugmakta
olup; anketlerin doldurulmasinin ardindan, belirlenen anneler yapilmasi hedeflenen egitim
programina davet edilecektir. Arastirmaci ilk agsamanin ardindan, konuyla ilgili detayli
bilgiyi iletmek iizere annelerle iletisime gececektir.

Ekteki onam formunu dikkatlice okumaniz ve arastirmaya katilmay1 kabul etmeniz
halinde anketleri doldurarak arastirmactya ulastirmaniz rica olunur.

Not: Paylasacaginiz tiim kisisel bilgileriniz okul yonetimi ve simif 6gretmenleri de
dahil kimseyle paylagilmayacak olup, aragtirmaci tarafindan tamamen gizli tutulacaktir.

Konuyla ilgili tiim sorulariniz i¢in iletigim bilgilerinden aragtirmaciya ulasabilirsiniz.

Psikolog Ecem AKINCI
Tel. No: 0538 0119747

E-mail : ecem_akinci@hotmail.com
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APPENDIX |

CONSENT FORM

BILGILENDIRILMIS ONAM FORMU
Bu ¢aligma Bahgesehir Universitesi Klinik Psikoloji Yiiksek Lisans Program tez galigmasi
amaciyla Klinik Psikolog Dr Oya Mortan Sevi damigmanliginda, Psikolog Ecem Akinct
tarafindan ylriitilmektedir. Bu aragtirmanin amaci anne tutumlariyla ¢ocuklarin diigiince ve

davraniglart arasindaki iligkiyi incelemektir.

Aragtirma kapsaminda Ogrencilerden dort, annelerinden ise bir olgek ile bir kisisel bilgi
formu doldurmasi istenmektedir.

Bu calismaya katilmak tamamen goniilliilik esasina dayanmaktadir. Calismanin amacina

ulagmasi i¢in sizden beklenen, biitiin sorulari eksiksiz, kimsenin baskisi veya telkini altinda
olmadan, size en uygun gelen sekilde ictenlikle cevaplamanizdir.

Bu formu okuyup onaylamaniz, arastirmaya katilmay1 kabul ettiginiz anlamina gelecektir.

Ancak, calismaya katilmama veya katildiktan sonra herhangi bir anda c¢alismay1 birakma

hakkina da sahipsiniz. Bu calismadan elde edilecek bilgiler tamamen arastirma amaci ile

kullanilacak olup kisisel bilgileriniz gizli tutulacaktir. Arastirmaya katiliminiz i¢in tesekkdir

ederim. Caligma ile ilgili bir sorunuz oldugu takdirde asagidaki e-mail adresi {izerinden

arastirmaci ile iletisime gecebilirsiniz.

Psikolog Ecem Akinci

Bahgesehir Universitesi

Sosyal Bilimler Enstitiisii

Klinik Psikoloji Yiiksek Lisans Ogrencisi

ecem_akinci@hotmail.com

Yukarida yer alan ve arastirmadan dnce katilimciya verilmesi gereken bilgileri okudum ve
katilmam istenen c¢alismanin kapsamini ve amacini, goniillii olarak {izerime diisen
sorumluluklar1 anladim. Bu kosullarda s6z konusu aragtirmaya kendi istegimle katilmay1 ve
velisi oldugum..........ccoevevienienieieiees nin da/de arastirmaya katilimini kabul ediyorum.
Annenin adi soyadt: Babanin ad1 soyadi :

Telefon numarast:

Imza: Imza:
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