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Thesis Abstract
Halis Sakiz, “Perceptions of Quality of Life in Children with Learning Disabilities”

This study investigated the difference between children with Learning
Disabilities (LD) and children without LD in terms of their perceived quality of life.
Children with LD and children without LD matched in terms of age, gender, income level
and GPA. Children ranging from ages 8 to 15 were selected purposefully from two districts
of Istanbul (n=240).

Children’s perceived quality of life was measured by the Questionnaire for
Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version
(KINDL-R) Turkish Form and perceived quality of life of mothers, who had children with
LD, was measured by World Health Organization Quality of Life Assessment (WHOQOL-
BREF) Turkish Form. In addition, Learning Disabilities Screening Measure was used to
gather data from classroom teachers about children with LD.

Results of the study showed a statistically significant difference between self-
perceived total quality of life of children with LD (M=53.2, SD=12.9) and quality of life of
children without LD (M= 71.7, SD=15.8). Parents of children with LD also perceived their
children with significantly lower quality of life (M=56.8, SD=13.3) than parents of
children without LD did (M=65.6, SD=14.9). Similarly, teachers of children with LD
assigned lower quality of life scores (M=43.4, SD=8.4) than teachers of children without
LD (M=60.8, SD=13.9). When the relationship between quality of life scores of children
with LD and their mothers’ quality of life was analyzed, a positive and statistically
significant relationship was found (r=.44, p<.001).

As a result, this study revealed that children with LD have lower quality of
life scores than their peers without LD and that the difficulties they experience are

observable in different domains of life quality.



Tez Ozeti
Halis Sakiz, “Ogrenme Giicliigii olan Cocuklarda Algilanan Yasam Kalitesi”

Bu ¢alisma, 6grenme gii¢liigii olan ve olmayan g¢ocuklarin algilanan yasam
kalitesi agisindan aralarindaki farki incelemektedir. Ogrenme giicliigii olan ve olmayan
cocuklar, yas, cinsiyet, gelir durumu ve basar1 durumlar1 agisindan eslestirilmistir.
Calismadaki tiim ¢ocuklar, 8-15 yas grubu iginden ve Istanbul’daki iki ilceden amagsal
yontemle se¢ilmistir (n=240).

Cocuklarin algilanan yasam kalitesi, Cocuklar I¢in Yasam Kalitesi Olcegi
Tiirkce Formu ve 6grenme giicliigii olan ¢ocuklarin annelerinin algilanan yasam kalitesi,
Diinya Saglik Orgiitii Yasam Kalitesi Olcegi Tiirkce Formlari ile 8l¢iilmiistiir. Bunun
yaninda 6grenme giicliigii olan ¢ocuklarin 6gretmenlerinden 6grencileri hakkinda veri
toplamak igin Ogrenme Bozuklugu Belirti Tarama Testi kullanilmistir.

Aragtirma sonuglari, 6grenme giigliigii olan (ort=53.2, ss=12.9) ve olmayan (ort=
71.7, ss=15.8) ¢ocuklarin algiladiklar1 yasam kaliteleri arasinda istatistiksel olarak onemli
fark gostermektedir. Ogrenme giicliigii olan ¢ocuklar ebeveynleri, cocuklarinin yasam
kalitesini (ort=56.8, ss=13.3) 6grenme gii¢liigli olmayan ¢ocuklarin ebeveynlerinin kendi
cocuklarini degerlendirmesine gore (ort=65.6, ss=14.9) daha diistik algilamistir. Benzer
sekilde, 6grenme giigliigii olan ¢ocuklarin 6gretmenleri, 6grencilerinin yasam kalitesini
(ort=43.4, ss=8.4), 6grenme gii¢liigli olmayan ¢ocuklarin 6gretmenlerinin égrencilerini
degerlendirmesine gore (ort=60.8, ss=13.9) daha diisiik degerlendirmislerdir. Ogrenme
giicliigii olan ¢ocuklarin ve annelerinin yasam kalitesi degerlendirildiginde, olumlu ve
istatistiki olarak anlamli bir iligki bulunmustur (r=.44, p<.001).

Sonug olarak bu caligma, 6grenme giicliigii olan ¢ocuklarin yasam kalitelerinin

farkli alanlarda 6grenme gii¢liigli olmayan akranlarina gore daha diisiik oldugunu saptamistir
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CHAPTER 1
INTRODUCTION

Learning is a lifelong process of acquiring new knowledge, skills and behavior.
Learning disability (LD) usually poses a difficulty on the individual to succeed in
acquisition of the knowledge, skills and behavior (Torgesen & Wong, 1986).
Learning disabilities affect the psychological adjustment and well-being of
children by leading to significant problems in academic achievement and some
adaptation and behavior problems (Korkmazlar, 1999). Studies have shown that
individuals with LD usually have problems in the process of acquiring knowledge
necessary for understanding and using spoken and written language (Fletcher,
Foorman, Boudousquie, Barnes, Schatschneider & Francis, 2002, Mendlowicz &
Stein, 2000). Learning disabilities negatively affect listening, speaking, reading,
writing, focusing, arithmetic, reasoning, motor and organization skills of the
individual (Silver, 1989). Since it is a structural problem (Gaddes, 1985) learning
disabilities are made up of a compilation of some difficulties accompanying
individuals mostly in learning situations (Torgesen & Wong, 1986). As well as
academic functioning, these difficulties influence vocational experiences, social
relationships, participation in daily activities and emotional well-being of
individuals with LD (Turkish Ministy of National Education, 2008).

Starting in the 1880s, learning disability was a concept emerging in a
parallel but different understanding in the fields of neurology, education and
psychology (Broca, 1861; cited in Goldstein & Mather, 2001). Word blindness
was the term which first appeared when people with aphasia started to lose their

reading abilities (Kussmaul, 1877; cited in Goldstein & Mather, 2001). In the



same Yyear, the term dyslexia (reading disorder) was observable in a German
monograph (Kussmaul, 1877; cited in Goldstein & Mather, 2001). However, in
the last fifty years, the first attempt to define learning disability was taken by Kirk
(1962), stating that:

Learning disability refers to retardation, disorder, or delayed
development in one or more of the processes of speech, language, reading,
writing, arithmetic, or other school subjects resulting from a psychological
handicap caused by possible cerebral dysfunction and/or emotional or behavioral
disturbances. It is not the result of mental retardation, sensory deprivation, or
cultural or instructional factors (Kirk & Bateman, 1962/1963, p. 73).

The definition offered by Bateman (1965; cited in Kavale & Forness,
2000), following the definition of Kirk (1962/1963) introduced and emphasized
underachievement as a fundamental component of LD. The definition is as
follows:

Children who have learning disorders are those who manifest an
educationally significant discrepancy between their estimated intellectual potential
and actual level of performance related to basic disorders in the learning process,
which may or may not be accompanied by demonstrable central nervous system
dysfunction, and which are not secondary to generalized mental retardation,
educational or cultural deprivation, severe emotional disturbance, or sensory loss.

Definitions of Kirk and Bateman were elaborated by several professional
organizations and studies. Many of these definitions added the social skills
problems as potentially resulting from learning disabilities. In addition, economic,
social and emotional situations of the individual were evaluated as the contributor
factors to the emergence of learning disabilities even though learning disabilities
were not the direct result of these influences (Hammill, Leigh, McNutt & Larsen,
1981).

The educational definition which has finally developed after several

attempts to make the definition of learning disabilities goes beyond the simple



descriptive analysis of the characteristics of children with LD. The definition
suggests that there are approaches and principles in special education which can
decrease the discrepancy between the functioning and aptitude observed in
children with LD (Kavale & Forness, 2000). Learning disability refers to one or
more significant deficits in essential learning processes requiring special
education techniques for remediation so if special approaches and interventions
are applied, following appropriate and accurate diagnosis, it can be assumed that
the child learns in a more normal manner (Kavale & Forness, 2000).

The way how children perceive their quality of life is very important
because this perception may promote the healthy development of children even in
the situation of disability or even under the disability condition such as LD
(Toposki, Edwards, Patrick, Varley, Way & BueschiNA, 2004). Quality of life is
a sum of interacting several objective and subjective dimensions and there is
always an interaction between each other (Higginson, Carr, Robinson & Peter,
2003). The World Health Organization Quality of Life Group (1998, p.551)
defined quality of life as:

An individual’s perception of his/her state in life within the context of
culture and value systems which surround him/her with respect to goals,
expectations and life conditions. Quality of life is a broad-ranging concept
affected in a complex way by the person’s physical health, psychological state,

and level of independence, social relationships, and their relationships to salient
features of their environment.

Quality is a degree of well-being and quality of life is a general concept
which includes personal well-being, beyond personal health status (Higginson et
al., 2003). Quality of life is multidimensional and its dimensions influence each
other as well as the total quality of life (Addington & Kalra, 2003). The

measurement of subjective or perceived quality of life is a key to understand the



subjective dimension of the quality of life of an individual. Evans and his
colleagues (1985) recommended analyzing life quality in terms of subjective and
objective dimensions. They suggested that the objective signifier of life quality is
the physical well-being whereas the subjective signifiers of the life quality are
emotional well-being, psychological well-being and life satisfaction. In summary,
quality of life is a result of the combination of interacting objective and subjective
dimensions of an individual. Higginson et al. (2003) stated that quality of life is
not a static concept; because values and self-perceptions of an individual are
bound to change over time as a result of life and health events and experiences.
Each dimension of the quality of life can also influence each other. For example,
participation in social activities may strengthen feelings of emotional wellbeing,
but participation in social activities is also partly dependent upon maintaining
health and possessing the financial power to do it. Similarly, maintaining health
and possessing financial power can be affected by the ability for social movement,
housing conditions, social facilities, and personal and social relationships
(Addington & Kalra, 2003).

Based on the statements, it can be argued that not only school related
skills of children with LD are influenced by the disability but also their way of
perceiving quality of life, specifically their social, emotional and psychological
states are also affected by the disability. With the usage of quality of life measures
in the psychological and mental health evaluations; it has become possible to
assess several domains of life quality (Mendlowicz & Stein, 2000). By assessing
the quality of life, it is easier to understand the functioning of children with LD in

several dimensions of life as well as follow to their development which might be



jeopardized by a learning disability.

Purpose of the Study
Kirk, Senf and Larsen (1981) asserted that learning disabilities are characterized
by severe differences between school related skills and intellectual functioning.
However, not only school related skills but also social and emotional problems
have been shown to influence children with LD (Karande & Kulkarni, 2005).
School is an important element in the system surrounding the child. Similarly,
difficulties experienced by children with LD in other dimensions (such as family
and friends) should be considered as well. Therefore, the current study analyzes
perceived quality of life of children with LD by taking into account the interacting
dimensions in children’s lives.

The purpose of the current study is to understand the influence of having
learning disability on the life of children, more specifically, the way how these
children with LD perceive their quality of life compared to children without LD.
As far as the perceived quality of life is concerned, this study investigates six
different dimensions that define perceived quality of life. These dimensions are
emotional well-being, self-esteem, physical well-being, family, friends, and
school. The analysis of these dimensions reveals whether there is a difference
between children with LD and children without LD in terms of how they perceive
their quality of life.

As Ellis and Hirsch stated (2000) mothers of children with disabilities are
primary caregivers for their children. As they try to look after their children and
try to fulfill their needs in life, they also affect and are affected by the disability

that children have. Therefore, mothers of children with LD were included in this



study. As well as trying to understand the characteristics of children with LD, the
study is expected to give an idea about the way how mothers of children with LD
perceive their own quality of life. Therefore, understanding the perceptions of
mothers about the quality of life of their children and their own quality of life are
important is another aspect of the current study as well.

Significance of the Study
This study was aimed to contribute to an understanding of the characteristics of
children with LD as well as aimed to reveal the areas in which they encounter the
most serious difficulties in their lives.

Learning disability has been a broad area of research on which a big
number of studies have been conducted (Mendlowicz & Stein, 2000). However,
according to Davis, Nida, Zlomke and Nebel (2008) quality of life of children
with LD has rarely been investigated in the literature and the number of studies
about the quality of life of children with LD have been limited (Karande &
Kulkarni, 2009). Therefore, there is a need to increase the research studies about
different living conditions and quality of life dimensions of children with LD.

Learning disability has been defined by several researchers (Swanson et
al., 2003). While defining learning disabilities, some of the definitions focus on
the achievement-intelligence where as others consider different factors such as
intraindividual differences, socio-emotional conditions or problems with
psychological processing (Swanson et al., 2003). The proposed study evaluates
children with LD both in terms of school related skills and their functioning in
their family and with friends as well as taking their psychological well-being into

consideration.



Research Variables
For the proposed study, there are some variables. The main independent variable
is having a learning disability diagnosed by a state hospital and the guidance and
research center (GRC) in those particular districts which are selected according to
several criteria such as having pure LD. The dependent variable is the perceived
quality of life of the children with LD.

Research Questions

1. What are the characteristics of primary school children with LD compared
to children without LD?

a. What is the difference between perceived quality of life of children
with LD and children without LD?

b. What is the difference between the total perceived quality of life
scores of children with and without learning disabilities in terms
of demographic variables?

C. What is the evaluation of classroom teachers of their students with
LD measured by Learning Disabilities Screening Measure?

2. What is the relationship among the perceptions of children (with LD and
without LD) and the perceptions of their parents and teachers with respect
to children’s perceived quality of life?

3. What is the relationship between perceived quality of life of children with

LD and the perceived quality of life of their mothers?



CHAPTER 2
LITERATURE REVIEW

Definitions of Learning Disabilities

The LD field has been for some time in a state of flux, as even some of the most
fundamental questions about the disability remain in uncertainty. For example,
questions such as how to best theoretically conceptualize LD, how to best
operationally define it, and what cognitive processes are responsible for the LD
are partly unanswered. This investigation will address some of these issues. To
put these issues into context, how definitions have been shaped throughout history
by different organizations and models is explained.

For over 30 years, learning disability has been defined by professional
organizations.

The 1975 Education for All Handicapped Children Act defined specific
learning disability as:

A disorder in one or more of the basic psychological processes involved in
understanding or using language, spoken or written, in which the disorder may
manifest itself in an imperfect ability to listen, think, speak, read, write, spell, or
do mathematical calculations. The term includes such conditions as perceptual
handicaps, brain injury, minimal brain dysfunction, dyslexia, and developmental
aphasia. The term does not include children who have learning problems which
are primarily the result of visual, hearing, or motor handicaps, mental retardation,
emotional disturbances, or environmental, cultural, or economic disadvantage
(cited in Sart, 1999).

Interagency Committee on Learning Disabilities (ICLD) defined learning
disabilities (1987) as:

A generic term that refers to a heterogeneous group of disorders
manifested by significant difficulties in the acquisition and use of listening,
speaking, reading, writing, reasoning, or mathematical abilities, or social skills.
These disorders are intrinsic to the individual and presumed to be due to central

nervous system dysfunction. Even though a learning disability may occur
concomitantly with other handicapping conditions (e.g. sensory impairment,



mental retardation, social and emotional disturbance), with socio-environmental
influences (e.g. cultural differences, insufficient/inappropriate instruction,
psychogenic factors), and especially with attention deficit disorder, all of which
may cause learning problems. A learning disability is not the direct result of those
conditions or influences (ICLD, 1987; cited in Sart, 1999).

In 1988, The National Joint Committee for Learning Disabilities-NJCLD
(1988) stated that:

Learning disability is a generic term that refers to a heterogeneous group
of disorders manifested by significant difficulties in the acquisition and use of
listening, speaking, reading, writing, reasoning, or mathematical abilities. These
disorders are intrinsic to the individual and presumed to be due to central nervous
system dysfunction. Even though a learning disability may occur concomitantly
with other handicapping conditions (e.g. sensory impairment, mental retardation,
social and emotional disturbance) or environmental influences (e.g. cultural
differences, insufficient/inappropriate instruction, psychogenic factors), it is not
the direct result of those conditions or influences.

Association for Children and Adults with LD (ACLD) defined specific
learning disability as:

A chronic condition of presumed neurological origin which selectively
interferes with the development, integration, and/or demonstration of verbal
and/or non-verbal abilities. Specific learning disability exists as a distinct
handicapping condition in the presence of average to superior intelligence,
adequate sensory motor systems, and adequate learning opportunities. The
condition varies in its manifestations and in degree of severity. Throughout life
the condition can affect self-esteem, education, vocation, socialization and/or
daily activities (ACLD, 1997; cited in Sart, 1999).

Legislation entitled the Individuals with Disabilities Act (IDEA’ 97) was
designed to protect the basic rights of individuals with disabilities and to ensure
free, appropriate public education for all children with disabilities. Since then, it
has served as the rights for children and families affected by LD. IDEA’ 97 does
not make any reference to psychological processes but requires a severe

discrepancy between achievement and intellectual ability in one or more of the

following: oral expression, written expression, listening comprehension,



mathematics calculation, mathematics reasoning, basic reading skill, or reading
comprehension. However, in 2004, a new legislation entitled IDEA’ 04 was
passed in the United States as an amendment to IDEA’ 97. IDEA’ 04 provides a
conceptualization of LD that maintains key elements found in IDEA” 97 but does
not include the provision requiring a severe discrepancy between intellectual
ability and achievement. Under IDEA’ 97, a child could not be identified as
having LD without an 1Q-achievement discrepancy. IDEA’ 04 requires that both a
team of professionals and the child’s parents make the LD diagnosis. Although
not entirely eliminated, this part of legislations places less emphasis on
discrepancy analysis as a way of identifying children with LD (NCLD, 2009).

Learning disabilities have been defined by some researchers as well as
organizations (Mendlowicz & Stein, 2000; Shin, 1988). For example, Shin (1988)
defined learning disability as a broad term which encompasses a range of
disorders in reading, writing, and mathematics, listening and speaking.
Mendlowicz and Stein (2000) stated that a learning disability is not a disorder
with a unique and definite cause and predictable symptoms. Problems in attention,
emotion and social behavior may be experienced as a result of learning
disabilities. Korkmazlar (1999) stated that learning disability is observed in
individuals with intellectual functioning within normal range of intelligence.
These conditions affect listening, speaking, reading, writing, reasoning,
organization, social perception and arithmetic skills.

Learning disability has been considered as a psychological processing
problem by several researchers (Foorman, Boudousquie, Barnes, Schatschneider

& Francis, 2002; Margai & Henry, 2003; Mendlowicz & Stein, 2000). For
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example, Mendlowicz and Stein, (2000) stated that learning disabilities may
influence individual’s abilities to process information, that is to interpret what
they see and hear or to connect information from different parts of the brain. It is a
disorder stemming from the problems in the information processing of the brain
(Fletcher et al., 2002). Also, it was stated that learning disability is a classification
which includes several disorders in which an individual has difficulty in learning
in a typical manner, usually caused by an unknown factor or factors. The
unknown factor is the disorder that affects the brain's ability to receive and
process information (Margai & Henry, 2003). While some researchers referred to
the information processing aspect of learning disabilities, information processing
of the brain was divided into four levels and explained in detail by some
authorities (Gathercole, Alloway, Willis & Adams, 2005; National Dissemination
Center for Children with Disabilities, 2004). The four levels are stated as.

Input level
It is the process in which the brain receives the information through senses.
However, individuals with LD have difficulties in visual, auditory, tactile,
kinesthetic and vestibular ways of perception of information.

Integration level

It is the period when the information transmitted to the brain is processed. This
period is made up of three phases: sequencing, abstracting and organization. An
individual with LD may have problems in one or all of these phases (Gathercole,
et al., 2005).

Memory-storage level

The information transmitted to the brain is processed and stored in memory for

11
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further usage. A person with LD may have difficulties with short-term, long-term
and working memory.

Output level
It is the process of sending the information by the brain to the cells, muscles and
language as a message. The information acquired is expressed through speech,
writing, drawing or body motions such as gestures and mimics. A person with a
learning disability may have problems in one or all of these ways of expressing
the information.

Learning disabilities have historically been diagnosed when achievement
on standardized tests in reading, mathematics, or written expression is
substantially lower than expected for age, schooling, and level of intelligence
(American Psychiatric Association, 2000). Since then, learning disabilities have
mostly been considered to affect children’s school skills. However, learning
disabilities might also be thought as a life-long situation which affects life-long
conditions and dimensions (Shin, 1998). These conditions are usually related with
work life, daily routines and social interactions. Although it differs among people,
these difficulties constitute the common daily experiences of many children,
adolescents and adults with LD. A person with a learning disability may
experience a cycle of academic failure as well as problems in psychological
adjustment such as self-esteem. As a result, a high sense of frustration is usually
experienced by these individuals due to the difference between them and their

peers in terms of academic and social skills (Shin, 1998).
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Models of Learning Disabilities
There are some models that explain LD. The most current and controversial issue
facing the LD field is the convenience of the 1Q-achievement discrepancy model. A
growing number of researchers have started to call for leaving this method of
identification (Joshi, 2003; Stanovich, 1999; Sternberg & Grigorenko, 2002). As
such, a number of alternative conceptualizations have also emerged instead of
traditional methods (Mellard et. al, 2004). Some of these approaches include
identification based on responsiveness to intervention, non-categorical or low
achievement based identification, and identification based on psychological processes
(Klassen, Neufeld, & Munro, 2005).

The Aptitude-Achievement Discrepancy Model

Learning disability has traditionally been explained by The Aptitude-Achievement
Discrepancy Model (Goldstein & Mather, 2001; Swanson, Harris & Graham,
2003). The Aptitude-Achievement Discrepancy Model necessitates a discrepancy
between predicted and actual school performance. The current state of the child
with respect to achievement is lower than the expected achievement level because
children normal in 1Q are expected to perform better at school (Mather & Healey,
1990). This model is common because it provides the opportunity to statistically
differentiate children with LD from their peers without disabilities so that children
with LD are eligible to receive special education service (Goldstein & Mather,
2001). However, usage of the aptitude-achievement discrepancy model as the
single way of defining and diagnosing learning disability has been criticized
because reducing the diagnosis of a learning disability to a formula is considered
to be invalid and too simplistic (Goldstein & Mather, 2001). Another point of

criticism of the model is related to the difficulty to apply the model for preschool
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children. The model assumes that the performance of the child can be evaluated
after the first grade and it is often difficult to diagnose a child before he/she is at
the third grade (Harris & Graham, 2003). However, preschool children might also
have learning disabilities. As a result, children with a learning disability who are
not diagnosed until primary years may suffer from social, behavioral and
emotional problems resulting from learning disabilities (Mather & Healey, 1990).
As the aptitude-achievement discrepancy model assumes, learning
disabilities which usually negatively affect learning to efficiently read, write or do
mathematical calculations are represented by severe discrepancy between 1Q and
school skills (Karande & Kulkarni, 2009). As a result, individuals with LD are
often characterized with psychological processing problems and the discrepancy
between ability and achievement. These limitations may be reflected on many
ways such as specific difficulties with spoken and written language, coordination,
self-comparison, or attention (Karande & Kulkarni, 2009). Such difficulties
extend to schoolwork and can hinder learning to read or write, or to do math.
However, learning disability is also related with the psychosocial and emotional
state of the child (Mather & Healey, 1990). Therefore, it has been started to be
argued that the definition which explains learning disabilities only within the
school boundaries is too simplistic because learning disabilities should have a
broader definition which encompasses psychosocial and emotional issues as well
as focusing on educational problems (Torgesen & Wong, 1986). Learning
disabilities can prevail and be reflected on lifelong conditions that, in some cases,
influence many parts of a person’s life: school or work, daily routines, family life,

and sometimes even friendships and play. This new perspective has opened the
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way of analyzing learning disabilities in a way that research will focus not only on
the educational achievement and the specific intelligence measurements but also
on different aspects of life of a person or a child with a learning disability
(Mendlowicz & Stein, 2000). In addition to the intelligence scales and
performance tables which were used to diagnose the classical I1Q and achievement
discrepancy, some other psychometric scales have also started to be used in the
field to understand different aspects of lives of children with LD (Mendlowicz &
Stein, 2000).

Response to Intervention or Response to Treatment Model

On the basis of the criticism towards 1Q-achievement gap, some alternative
models have been proposed. Response to intervention (RTI) or response to
treatment model of prevention is based on a multi-tiered model (Hallahan,
Kauffman & Pullen, 2009). There is no universally accepted model of RT1 model
because they differ in terms of the number of tiers, the types of interventions used,
and the roles of special educators (Fuchs & Fuchs, 2007). Following is a
description of the RTI stated by Fuchs and Fuchs (2007) with three tiers providing
more intensive instruction.

Tier 1: Primary Prevention

The first tier implements a main effective instructional program prepared for most
of the students in the general education. Before receiving the instructional
program, all students are screened at the beginning of the school year using
curriculum-based measurement (CBM) which involves direct and frequent
samples of performance on items from the curriculum in which students are being

instructed (Fuchs & Fuchs, 2007). Each curriculum-based measure has multiple
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forms of comparable difficulty which are administered at regular intervals to
determine whether a student is making progress toward a specific goal (McMaster
& Espin, 2007). After that, teachers use progress monitoring with those at-risk
students who have done poorly on the Screening. Progress monitoring involves
CBM at least once a week (Fuchs & Fuchs, 2007).

Tier 2: Secondary Prevention

The second tier includes small group tutoring by a teacher or a highly trained
teacher assistant three to four times a week. Teachers, again, monitor students
using CBM (Hallahan, Kauffman & Pullen, 2009). Two criteria are used to assess
students’ responsiveness. For example, in reading (1) the final level reached on
the number of words read correctly and (2) the rate of development over the
fifteen to twenty weeks in the number of words read correctly. Students who are
one standard deviation below their peers on the two criteria are referred for
multidisciplinary evaluation using a comprehensive battery of standardized tests
(Fuchs & Fuchs, 2007).

Tier 3: Tertiary Prevention

Students who enter this tier are those who are formally identified as needing
special education. In this tier, students are administered more intensive and
individualized programming and progress monitoring from special education
teachers. Students are grouped into smaller parts and instructional sessions are
longer.

Intraindividual Differences Model

This model emerged as an alternative to the aptitude-achievement discrepancy

model, stating that expecting the child to show poor performance is unnecessary.
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NCLD and the Office of Special Education Programs (2002) stated that while 1Q
tests do not exactly measure a student’s responses to instruction, measures of
neuropsychological functioning and information processing should be included in
the evaluation process to analyze the services needed for the particular student. In
addition, observable symptoms must be understood and analyzed successively
(Mather & Healey, 1990; Swanson et al., 2003). This model focuses on the ability
differences and symptoms each particular child possesses. This model does not
ignore the importance of the role of aptitude-achievement discrepancy model as a
signifier for discrepancy and unexpected underachievement. However, it opposes
to the usage of that model as the main signifier of a learning disability. The
intraindividual differences model asserts that individuals with LD possess
strengths as well as weaknesses in some core areas that lead to underachievement
(Swanson et al., 2003). However, Reschly and Tilley stated that (1999) the
intraindividual differences model does not place enough emphasis on the
classroom performance of the individual.

Although there are various differences in the definitions and models of
learning disability, there are also some common points in these definitions. The
first point is that individuals with LD are not mentally or visually retarded.
Another common point is that there are significant differences between the
intelligence of the individual and the achievement level.

Subtypes of Learning Disabilities
LD is a group of disorders which are divided into four categories

according to the classification of DSM-1V (1994). These categories are listed.
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Reading Disorder (Dyslexia)

For individuals with a reading disorder, reading skills are weaker than general
ability. Reading disorder is seen among 3 to 10 percent of the whole school
population. People with reading disabilities have difficulty in recognizing letters
and pronouncing words. As a result, they generally read incorrectly, they read
very slowly or have very limited vocabulary. Phonological awareness which is the
ability to divide words into letters plays the central role in reading problems.
Lonigan, Burgess and Anthony (2000) conducted a research in a preschool setting
and found that preschoolers who had problems with phonological awareness had
the risks for potential learning disabilities.

Disorder of Written Expression (Dysgraphia)

For individuals with a writing disorder, writing skills are weaker than general
ability. It can influence the quality of written expression, spelling, writing speed
and legibility, and/or writing syntax. Children with writing disorders have
difficulty in doing their homework. In comparison to the effort they spend, the
product they gain is usually not that well-prepared because they come up with a
bad writing. Some children may miss letters while writing whereas some of them
have problems in organizing the writing. The visual-motor coordination of
children with writing disabilities is not as good as those who do not possess any
kind of learning disability (DSM-1V, 1994).

Mathematics Disorder (Dyscalculia)

For individuals with a mathematics disorder, calculation skills are weaker than
general ability. Difficulty in reading numbers correctly, performing subtraction

and addition calculations, understanding the symbols existing in mathematics and
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visual-spatial difficulty characterize mathematics disorders. Lerner (1985) stated
that children with mathematics disorder have difficulty in situations which
necessitate visual-motor and visual-perception. In addition, some other children
have problems with perceiving geometrical shapes and copying them.

Learning Disorder, Not Otherwise Specified

It can be diagnosed when there is a mild deficit in two or three of the areas listed
above (reading, writing, and math) that individually fall short of diagnostic
criteria, but together can be considered as a significant impairment. Among these
categories, reading disability is the one which has attracted the most attention and
more studies have been conducted about this type than other types of learning
disability (Batum, 2007). One reason of this situation is that the difficulty
experienced in reading leads to other kinds of difficulties. For example, a student
with a reading disability will not be able to comprehend a mathematical problem
presented literally. Therefore, it is possible to state that although learning
disabilities are categorized, they are generally encountered together (Wicks,
Nelson & Israel, 2003).

Among the different subcategories of learning disabilities, reading disorder
(dyslexia) has attracted the biggest attention in the literature. One of the reasons
for this is that reading disorder creates problem in other areas as well (Dockrell &
McShane, 1993). For example, a student who cannot read at the second grade may
be unable to comprehend a mathematical problem as well. Therefore, although
learning disabilities are divided into different subcategories, the comorbidity of
one or more of these categories is usually possible (Ackerman, Anhalt & Dykman,

1986).
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While learning disabilities might be evaluated in the above mentioned four
categories, Shin (1998) divided learning disabilities into three broad categories:
Developmental speech and language disorders, academic skills disorders, and
other, a catch-all which includes certain coordination problems and learning
difficulties not covered by other terms. Firstly, developmental speech and
language disorders include developmental articulation disorder, developmental
expressive language disorder and developmental receptive language disorder. It is
stated that speech and language problems are usually the early indicators of a
learning disability. People with developmental speech and language disorders
have problems in speech sounds, using spoken language to communicate or
understanding what other people say. Next, academic skills disorders encompass
developmental reading disorder, developmental writing disorder and
developmental arithmetic disorder. Students with academic skills disorders are
often years behind their classmates in developmental reading, writing and
arithmetic skills. Lastly, other learning disabilities include coordination disorders
that can lead to spelling, attention and memory disorders (Shin, 1998).

Characteristics of Individuals with LD

In International Classification of Disorders (ICD)-10 (2006), some characteristics
of children with LD have been illustrated. It is stated that deficits in any area of
information processing can manifest in a variety of specific learning disabilities. It
is possible for an individual to have more than one of these difficulties. Children
with reading disorder have difficulty in accurate or fluent word recognition, word
decoding, reading rate, prosody (oral reading with expression) and reading

comprehension. Other indicators of a reading disability are the difficulty in
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phonemic awareness (the ability to break up words into their component sounds),
and difficulty in matching letter combinations to specific sounds. Children who
have difficulty in writing have impaired written language ability as well as
problems in hand writing, organization of ideas and composition. Math difficulty
is another important area which children with LD face. Children with math
disability may have difficulty in learning math concepts (such as quantity, place
value and time), memorizing math facts, organizing numbers and how problems

are organized on the page.

The domains in which individuals with LD have problems have been
identified (Bender, 2004; Bryan, Burstein & Ergul, 2004; Danielson, Bradley &
Hallahan, 2002; The Turkish Ministry of National Education, 2008):

Language
In learning disabilities, there are problems in processing and differentiating the
auditory information. This is one of the reasons of reading difficulty. In addition,
it is possible to observe the delay in expressive language and vocabulary
development. People with LD encounter difficulties in finding an appropriate
word to state, naming the objects, sequencing the order of the sounds,
remembering the vocabulary which was perceived before (Bender, 2004). In
addition, these people make reading mistakes, read slower than their peers and
avoid reading with a loud volume. When it comes to written language, people
with LD make sequencing mistakes in writing and have problems in writing the

same word again (MEB, 2008).
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Perception

Problems of people with LD in terms of perception are matching similarities or
differences, classifying a subject with respect to dimensions, colors and shapes,
sequencing, comprehending the orders, mixing the information, inability in
grouping and spatial arrangement and mixing the directions (Danielson et al.,
2002). People with LD experience visual and auditory perception problems
(differentiating, figuring and memory), tactile perception problems (difficulty in
recognizing by touching), and kinesthetic perception problems (dancing, spatial
perception and positioning problems).

Motor coordination

Beside language and perception problems, people with LD experience difficulties
in fine motor skills, vestibular system and gross motor skills. They have delays in
hand-preference; have difficulty in proper grasping of the pencil and drawing
geometrical shapes. Coordination problems include difficulties in rhythmic
movements, going up or down the stairs, jumping, cycling and playing with a ball.
Individual with LD are mostly clumsy and they are more prone to make accidents
(Bender, 2004; Bryan et al., 2004).

Memory
The information perceived through the senses is coded, processed, and stored in
the memory for further usage. People with LD have problems in short-term, long-
term and working memory (Bender, 2004). They have difficulties in recalling the
repeated daily activities (washing hands before meal), days, months, numbers and
the sequence of the alphabet, poems, songs and names of the people around them.

It may be difficult for them to recall and comment on newly learned items. They
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often lose or forget their belongings (MEB, 2008).

Attention-Concentration Skills

Attention deficit may lead to problems in perception or the attention may be
distracted if there is a problem with perception. In order for a person to react to an
outside stimulus he or she should pay attention to that stimulus. People with LD
have difficulties in listening to and following verbal directives. Their attention
span is usually short and it may be difficult for them to focus (Bryan et al., 2004;
Danielson et el., 2002).

Sequencing-Organization Skills

People with LD may have difficulty in recalling the sequence of ordered items,
days, months, seasons, numbers and alphabet letters. They may have difficulty
organizing drawing, writing or verbalizing an idea. Furthermore, it may be
difficult for them to start, complete and carry out a task, to plan their homework
and projects, to comparison their tasks and to organize their ideas and present
them in a sequence (Bryan et al., 2004; Danielson et el., 2002; MEB, 2008).

Social-Emotional Skills

People with LD may have difficulties in their social relationships and emotional
well-being. Making new friends, maintaining their relationships, adapting to
changes may be a common problem for them. Difficulty in perception of social
cues, gestures and mimics may lead to another difficulty in managing their
emotions.

Bender (2004), Mendlowicz and Stein (2000) and The Turkish Ministry of
National Education (2008) think that individuals with LD may lack the skills for

cognitive strategies development necessary for learning. However, all individuals
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with LD may not have all the symptoms at one time or may experience them in
different levels. To add, there are some areas in which they are interested and are
successful. For example, they are curious about their environment and they may
comprehend better and understand in this environment. They can think through
pictures instead of words. They can have developed cognitions and mental
problem solving skills instead of paper-pencil strategies. They can be creative and
they can develop practical solutions for problems. For example, they can
understand how a machine works in a very short time instead of reading the
manual. Therefore, it is not surprising to observe them making inventions.

Korkmazlar (1999) also stated some of the most common characteristics of
children with LD:

1. Their 1Q scores are within or above the normal range,

2. Their attention span may be too short,

3. They may have weaker visual-motor coordination,

4. They may have problems with visual perception,

5. They may have problems in organization and effective usage of time,

6. They may have difficulty in telling the time and finding directions,

~

They may have social and emotional behavioral problems. They might
have problems with their school friends and in getting on with them
well.

8. They may not possess high academic school skills. They have
problems in reading and writing. They might read very slowly and
incorrectly. In mathematics, they mix the symbols and cannot perform

calculations easily.
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Gender Differences in Learning Disability

Learning disabilities are observed with boys 4 to 6 times more than with girls.
(Batum, 2007; Korkmazlar, 1993). Kavale and Reese (1992) stated that in the
whole LD sample they had in their study, boys constituted 70 per cent and girls
made up 30 per cent of the sample. Similarly, other researchers also came up with
the result that reading disability is common among boys 3 times more than girls
(Badian, 1999; DeFries, 1989). However, some researchers have come up with
different results as far as mathematical disability was concerned and they reported
equal rates for boys and girls who had mathematical disability (Lewis, Hitch &
Walker, 1994; Shalev, 2004). However, this situation is still being debated
whether these findings are valid for the whole population and what the exact
factors of this situation are (Batum, 2007). There are some possible reasons to
explain why more male students are diagnosed with LD although they are not
shown. Some researchers argue that male students are more easily perceived and
selected by their teachers or parents and female students are generally more
inactive (Badian, 1999; Vogel, 1990). However, there are some other opinions
which state that learning disabilities are more common among boys because of
differences in the brain structure. This hypothesis states that the asymmetrical
structure which exists in the right and left hemispheres of the temporal lobe is not
present in the male brain structure therefore learning disabilities are observed
more in boys than girls (Batum, 2007).

It has always been difficult to learn the percentage of people with LD
within the whole population due to methodological reasons. The main reason for

this is the difficulty in assessing, categorizing therefore diagnosing the disabilities

25



(Kavale and Forness, 1995). Although the exact number is not known, it is
predicted that 5-10% of the general world population is made up of people with
LD. In Turkey, 10-20% of the school children are diagnosed with a kind of
learning disability (Batum, 2007).
Etiology of Learning Disabilities

Although the exact percentage of the frequency of the learning disability
within the general population is not known, a percentage of 5 percent to 10
percent was elaborated (Greenblatt & Greenblatt, 1997; Kronenberger & Dunn,
2003). Kavala and Forness (1995) stated that the difficulty in defining and
classifying learning disabilities as well as the methodological difficulties make it
difficult to diagnose the learning disability. In Turkey, between 10 percent and 20
percent of the school children are diagnosed with a learning disability (Erden,
Kurdoglu & Giindogdu, 1998). Although there are different opinions about the
etiology of learning disabilities, some factors have been defined as leading to
learning disabilities (Raskind, 2001; Roy & Roy, 2000; Silver, 1989).

Problems in neurological functions

The learning process is made up of four levels and a difficulty in this process of
learning acquisition may lead to a learning disability (MEB, 2008; Silver, 1989).
A difficulty in the input, processing, storage and output levels may lead to an
inability to fully learn the information. Individuals with LD have problems in self-
expression and motor skills (Korkmazlar, 1992).

Brain abnormalities

The causes of learning disability are numerous and can be attributed to either

genetic or environmental factors affecting neurodevelopment (Rauch, Hoyer,
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Guth, 2006). However, 40-80% of children with a learning disability have no
identifiable cause (Roy & Roy, 2000). Central nervous system is quite delicate in
that it might be negatively affected by factors before birth or after several months.
Therefore, these factors may lead to deviations in the development and create
developmental delays which might result in learning disabilities (Gilger &
Kaplan, 2001; Korkmazlar, 1992). Collins and Rourke (2003) reported that the
angular girus area is exposed to developmental delay in individuals with reading
disorder and the delay leads to connection between senses needed for reading and
writing. Shalev (2004) also found that the left hemisphere plays an important role
in the mathematical disorder. The left frontal lobe is generally activated while
performing mathematical calculations. However, in individuals with mathematical
disorder, no activation took place doing mathematical calculations due to
functional disorder in the brain. Helenius, Salmelin, Service and Connolly (1999)
also found that the left superior temporal area is less activated in individuals with
reading disorders while performing a reading exercise. Similarly, Pugh, Mencl,
Jenner, Ren Lee, Katz, Frost and Shaywitz (2001) found out that in individuals
with LD, the acquisition of verbal and nonverbal input is done in the same
hemisphere instead of necessary lateralization occurrence.

Genetic factors

Genetic factors have been played a role in the emergence of learning disabilities.
For example, in a meta-analysis conducted by Raskind (2001), it was found that
about 70% of the individual differences in reading disabilities stemmed from
genetic factors. However, Raskind also stated that (2001) genetic factors played a

secondary role in the emergence of learning disabilities rather than specifically
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leading to a learning disability. Grigorenko (2001) stated that children whose
parents were diagnosed with a reading disability tended to have a reading
disability as compared children whose parents did not have any kind of learning
disability. Similarly, parents of children with LD were more prone to have a
learning disability.

Psychosocial factors

Psychosocial factors are considered important in influencing learning beside
biological variables (Grigorenko, 2001). Psychosocial factors that are considered
to affect learning most are social norms, social status, cultural values, parent-child
relationship and child rearing skills (Wick-Nelson & Israel, 2003). For example,
in a study conducted by Wick-Nelson and Israel (2003) it was found that
communication problems in parent-child relationship are factors which increase
the probability of a learning disability.
Diagnosis of Learning Disabilities

Throughout history, the 1Q-Achievement Discrepancy Model has been the
fundamental base for diagnosing learning disabilities. Standard tests have been
widely used for locating the gap between the actual aptitude and current performance
of the individual. However, some alternative approaches have emerged in recent
years such as identification based on responsiveness to intervention, non-categorical
or low achievement based identification, and identification based on psychological
processes (Klassen, Neufeld, & Munro, 2005). The overall objective is that detailed
investigations of these processes will eventually lead to a way of directly diagnosing
LD (Torgesen, 2001).

Learning disabilities may include psychiatric, psychological, cognitive and

medical problems as well (Pugh et al., 2003). When it comes to the diagnosis of
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learning disabilities with respect to these problems, Korkmazlar (1999) stated that
the percentage of correct diagnosis was between 6.6. to 16.7 percent of the
children were found to be in the “normal” range in diagnosis and the remaining
part of the children was misdiagnosed. Here a necessity emerges which requires a
comprehensive assessment in the diagnostic procedure. Therefore, diagnosing a
probable learning disabilities case requires medical and psychological evaluations
together with careful psychiatric and family analysis. Medical evaluation must
focus on searching whether there are any health problems which prevent effective
learning of the individual. Psychiatric evaluation concentrates on whether there is
any psychopathology and the relationship between the particular psychopathology
and learning disability (Korkmazlar, 1999). While conducting a psychological
diagnosis, academic, cognitive and neuropsychological evaluations are important
in this process. There are some psychometric instruments that can be used in this
process such as intelligence tests, instruments measuring perceptual and visual-
motor coordination. Lastly, while conducting family evaluation, parents’ attitudes
and behavior and relationship problems should also be taken into consideration
(Helen, Maggie, Martin, Nina & Lucy, 2011; Korkmazlar, 1999).

Diagnosis Procedure in Turkey

The Turkish Ministry of National Education, “MEB”, (2008) defined learning
disabilities as a psychological processing difficulty which emerges during the
information processing of the brain. In the final report declaration, basic rights of
children with LD for special education were ensured. The Turkish Ministry of
National Education did not keep the definition of learning disabilities limited to

spoken and written language and explained that a person with a learning
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disability, starting from the preschool years, might have problems in language,
perception, motor coordination, memory, attention-concentration, sequencing,
organization and social-emotional areas (2008).

Learning disabilities can be officially diagnosed in some institutions in
Turkey. The first institution is the hospital, including state and university hospitals
which operate as a branch of the Turkish Ministry of Health and diagnose LD in a
medical perspective and provide a committee report as a result of the diagnosis.
The second important institution is the guidance and research centers (GRC)
known as “Rehberlik ve Arastirma Merkezi” or shortly RAM (Turkish) which
operates as a branch of the Turkish Ministry of Education. The committee report
provided by the hospital is necessary for almost all kinds of official applications.
Based on this medical report, people might be eligible to receive social services,
special education and can apply for employment. In order for people having the
right to benefit from these services the percentage of the disability must be over a
defined number. For example, a person whose disability percentage is over 50
might have the right to apply for financial aid or a person whose disability
percentage is over 20 might apply for special education. Learning disabilities is a
kind of disability diagnosed by hospitals with different but similar definitions.
“Ozel Ogrenme Giigliigii”, “Ozgiil Ogrenme Giigliigii ” or “Ogrenme Giigliigii”
(Turkish) are some definitions Adm. as a diagnosis. However, it is not a common
case to see the type of learning disability such as dyslexia or dyscalculia in the
diagnosis of LD. The percentage of pure learning disabilities is 20 which means
people diagnosed with LD can benefit from special education.

The main function of guidance and research centers (GRC) in Turkey is to
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refer people who have special needs to institutions for special education. In
addition, these centers provide an educational plan that must be followed by the
special education center and the school of the individual where she/he is educated.
Committee health report which diagnoses a particular disability whose percentage
is over 20 is a precondition for receiving special education. However, applying
with a valid health report does not necessitate that an individual will benefit from
special education because the last decision is Adm. by the GRC because an
educational assessment is conducted there. When it comes to the LD cases, a
common method is to administer an intelligence test and measure the school
performance and skills of the individual. After an individual is diagnosed with an
LD, he or she can benefit from learning disabilities support education program
and he or she is usually sent to inclusive classrooms. Individualized education
plan (IEP) is prepared for students with special needs who are referred to inclusive
classrooms. IEP includes the current educational performance of the student as
well as short and IoNA term objectives which are defined as the student starts
his/her schooling. The IEP is formatively evaluated at the end of each semester.
Quality of Life
Quality of life is a broad concept which provides a comprehensive

framework for studying factors related to physical and psychological well-being of
children and adolescents (Raphael, 1996).

Quality of life can be defined in various ways (Cantrill, 1965; Goode,
1990; Higginson et al., 2003). Goode (1990) states that quality of life is
experienced when the basic needs of an individual are met and when an individual

can follow life goals and achieve them. Dew and Huebner (1994) referred to
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quality of life as an individual’s overall evaluation of his/her life conditions.
Higginson et al. (2003) stated that quality of life is a domain which represents the
functional effect of life conditions and their effect upon an individual, as
perceived by him/her (Higginson et al. 2003) World Health Organization also
defined quality of life as a discrete element of life (1995). Quality of life is an
issue that is relevant to individuals with any kind of living conditions. For
example, Cantrill (1965) studied quality of life among people in more than a
dozen nations at different stages of development and found individual differences
in the perception of quality of life according to different living conditions.

Quity (2003) defined perceived quality of life as a multidimensional
dynamic concept that emerged upon the necessity to estimate the psychosocial
influences on the person which include economic welfare, health status, social and
environmental characteristics. It is possible to attribute several concepts like well-
being, life-satisfaction, health, disability and functioning to the term perceived
quality of life. He also referred to the quality of life as the “aspects of life that
make life particularly fulfilling and worthwhile” (Quity, 2003, p.407).

Quality of life has been subject to some research that led to either
constructing new measuring methods or using the currently available life quality
measures (Mendlowicz & Stein, 2000). As stated previously, quality indicates a
subjective evaluation by the individual. Perceived quality of life is usually
referred as patient assisted outcome measure, health status, and functional status.
Sajid and Tonsi (2007) stated that quality of life and perceived quality of life are
usually used interchangeably, often with little distinction between the two

concepts. Key components of perceived quality of life are physical functions,
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sensations, self-care, dexterity, cognition, pain or discomfort, and emotional-
psychological well-being. As a result, the term has been used in research for
characterizing an individual’s perceived quality of life from his or her own
perspective.

Whereas objective measurements of quality of life require external
societal conditions by the use of social indicators, psychological indicators
provide a reach source of information about quality of life from a different
perspective. Psychological indicators include measures of subjective well-being
which assesses personal, internal judgments of psychological well-being and
personal satisfaction (Schalock, 1990). In this aspect, quality of life can be
quantified through assessments of subjective reactions to life experiences.
Subjective well-being incorporates elements such as one’s feelings, thoughts,
attitudes, and satisfaction with life (Dew, 1996) and involves an evaluation about
life experiences that include both a cognitive component and an affective
component (Dew, 1996).

Shawaryn, Schiaffino and Johnston (2002) stated that general quality of
life can be influenced by many factors beyond the area of health care including
financial status of the family and poor social conditions. They also asserted that
although there are variations in the terminology and definitions of perceived
quality of life, this construct includes four main broad categories: physical
function, psychological function, social interaction and somatic sensation. They
stated that there are some operational definitions of perceived quality of life
characterizing it. Firstly, perceived quality of life is subjective. The second

definition is that perceived quality of life represents the final output of the
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combination of all the psychological, physiological and social variables in a
person’s life. Third, it is important to note that perceived quality of life is
multifactoral. As noted in the definition of it, perceived quality of life expresses
the combination of functional domains and a person’s experiences are evaluated in
a way that all the domains are explored. The last point emphasized by Shawaryn
et al. (2002) is that perceived quality of life is time variable which means that it
fluctuates with time.

Domains in Perceived Quality of Life
While the concept of quality of life has not been researched extensively (Karande
& Kulkarni, 2009; Reiter & Bendov, 1996) the number of studies has been
increasing. Most research for individuals with LD has focused on individual
perceptions of quality of life and variables and domains associated with it. In a
review of literature related with individuals with disabilities, Helpern (1993)
identified three domains consistently found in quality of life studies, including
physical and maternal well-being, performance of various roles and personal
fulfillment. Within each domain, there are specific content areas, including
physical and mental health, safety from harm, access to community, leisure and
recreational activities, personal relationships and social networks, and educational
attainment (Helpern, 1993). Giangreco, Cloninger, Mueller, Yuan and Ashworth
(1991) identified areas related to the quality of life which are specifically relevant
to school age children with disabilities, including having a safe and stable home,
engaging in valued activities and varied experiences, having a social network of
personally meaningful relationships, and being comfortable and healthy.

As for the variables of individuals with LD that have been investigated,
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Spekman et al., (1992) found that individuals with learning disabilities are less
active in social groups, recreational activities and community clubs. In addition,
they found that individuals with LD did not perform as well as individuals without
LD regarding rates of graduation and attainment of post-secondary education
(Helpern, 1993). In addition, problems with motivation, lowered self-esteem, and
emotional difficulties may continue long years after primary school (Spekman et
al., 1992). Another important result was that individuals with LD have been found
to have higher rates of dissatisfaction with their lives. Spekman et al. (1992)
conducted an investigation of adolescents with LD in order to understand current
and past factors related with quality of life. Research findings revealed that
participants were described as unsuccessful and rated by their parents as
significantly lower across a number of domains: ability to get along with others,
satisfaction with educational status, adjustment to life, level of happiness, degree
achieving to potential, and ability to handle financial affairs (Spekman, et al.,
1992). In addition, these individuals were characterized by lowered adaptation to
life events, lower level of self-awareness, lower level of engagement in the world
and lower level of perseverance (Chang & McConkey, 2008; Spekman et al.,
1992).

In the literature, there have been studies that investigated social emotional
variables in children with LD. These studies suggest significant differences
between children with LD and children without LD.

Students with LD have usually been rated by their teachers as displaying a
number of maladaptive social skills as well as fewer adaptive social behaviors

compared to their peers without LD (Pearl & Bay, 1999). Children with LD have

35



also been found to show less interpersonal understanding compared to their peers
without LD (Kuhne & Wiener, 2000). In addition, research suggested that
children with LD are less accepted, less liked and more neglected by their peers
without LD (Power, 2000). Although it is unclear as to why these differences
between groups exist, studies have shown that children with LD show various
social cognitive deficits such as role taking skills, social perception skills, social
expectations and social knowledge (Chang & McConkey, 2008).

In areas of motivation, locus of control and attribution, additional
differences in children with LD have been found through research. Individuals
with LD have been found to demonstrate lower motivational orientation compared
to individuals without LD (Principino, 1997). It was found by Huntington and
Bender (1993) that adolescents with LD referred both success and failure to
internal effects. In a review of literature, Pearl and Bay (1999) found researchers
to report the following findings when they compared students with LD without
LD peers: (1) students with LD feel as if they have less control over their
performance in school, (2) they are more likely to attribute their failure to a lack
of ability (3), they take less personal credit for their success, (4) they report less
intrinsic motivation, (5) they show lower levels of self-regulated school-related
behavior, and (7) their expectations regarding future performance are lower.

Differences also exist among studies analyzing self-esteem among children
with LD. Studies of global self-esteem detected differences between students with
LD and students without LD (Pearl & Bay, 1999). For example, Valas (1999)
found adolescents with LD to have lower self-esteem than they peers without LD.

It can be concluded that students with LD who have negative perceptions of their
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academic competence, nonacademic competence and disability consistently report
lower global self-esteem (Pearl & Bay, 1999; Sajid & Tonsi, 2007).

Research also shows that children and adolescents with LD are different
from their peers without LD in levels of depression, anxiety and loneliness. For
example, Power (2000) found children (grades 4 to 8) with LD to be at greater
risk for loneliness and depression than children without LD. Huntington and
Bender (1993) reported that students with LD experience higher levels of anxiety
as well as depressive symptoms. Huntington and Bender (1993) stated that anxiety
may involve fear about appearing incompetent in public, making mistakes, being
teased and being criticized (Chang & McConkey, 2008).

To conclude, considerable evidence shows that children and adolescents
with LD differ from their peers without LD with respect to behavioral, social
emotional and personality variables. The differences in the functioning of children
with LD reported in the literature supports the idea that quality of life of children
with LD may differ from children without LD (Bryan et al., 2004).

As far as the domains of perceived quality of life in the current study are
concerned, several different dimensions define perceived quality of life. Sieberer
and Bullinger (2000) defined these dimensions as emotional well-being, self-
esteem, physical well-being, family, friends, and school.

Emotional Well Being

Emotional or psychological well-being is a general term and it is usually defined
with respect to how someone feels about herself. Emotional health has various
aspects. As well as feeling about the self, behavior that is appropriate and healthy

are important criteria for the measurement of emotional or psychological well-
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being (Mendlowicz & Stein, 2000). Someone who is emotionally healthy
generally indicates some symptoms with respect to understanding and adapting to
change, coping with stress, having a positive self-concept, having the ability to
love and care for others and acting independently to meet his or her own needs
(Mendlowicz & Stein, 2000).

Self-Esteem
Self-esteem is a widely used construct which is close to self-concept in meaning
(Wunderlich & Lorr, 1986). Self-esteem is a combination of perceived judgments
of significant others and the individual’s feelings of efficacy and competence.
Perceived judgments of others represent social approval while feelings of efficacy
and competence represent a feedback from the individual’s own actions.
According to Burns (1979) self-esteem might have some dimensions. One
dimension is called the basic which reflects the individual’s perception of his
abilities, status and role in the society. The second which is called the social self is
related with how the individual believes others evaluate her. The third is the ideal
self or the kind of person the individual would like to be. A general self-esteem
construct is the function of the three types of selves described above (Davis et al.,
2008).

Physical Well Being

Physical well-being is characterized with the non-existence of a clinically
diagnosed illness as well as the feelings of comfort, relaxation, strength and
energy. Someone who is physically healthy is not ill, does not feel an ache, is not

tired or worn out and feels strong and full of energy (Sieberer & Bullinger, 2000).
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Famil
Quality of life includes the family dimension because family constitutes the
environment which surrounds the person very closely. For many, it is the place
where most of the time is spent. In addition, the very close relations of an
individual are usually the family bonds. Therefore, the quality in the family is
usually a reflection of the quality of life of a child. Sieberer and Bullinger (2000)
states that a child whose quality of life is high gets on well with his parents, feels
fine at home and communicates ideas and feelings within the family.

Friends
The existence of friends in the life of a child is usually a reflection of the healthy
social development of the child. However, the quality of the relations with friends
is equally important. Therefore, it is important for a child to have a healthy social
life which includes healthy relations with friends. Sieberer and Bullinger (2000)
describes a child who has healthy relations as the one who shares time with
friends, thinks that he/she is liked by others, gets along well with friends and also
feels different from other people.

School
School is one of the closest systems which surround the school children. Sieberer
and Bullinger (2000) states that a child whose quality of school life is healthy is
the one who enjoys lessons, looks forward to the weeks ahead, is afraid of bad
marks or grades, thinks it is not very difficult to do schoolwork, and finds school

interesting.
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Quality of Life of Children with a Disability

Quality of life of children is influenced by their developmental level (Higginson,
et al., 2003). Development is an observable change in children and it poses a
difficulty for quality of life researchers because it usually unpredictable to decide
whether this development influences quality of life or vice versa. Quality of life of
a child generally is dependent upon financial, emotional and physical support as
well as the autonomy gained from the parent. Similarly, the environment in which
the child is in affects the physical, social and psychological functioning of the
child. A factor, such as a disability or chronic illness can exacerbate this process
and lower the quality of life of children as well (Sajid & Tonsi, 2007).

Many measures of quality of life are used simultaneously with adults and
children. However, young people are not a heterogeneous group and their
perceptions of quality of their lives change with their ages (Billingham, Abrams &
Jones, 1999). Age specific and objective measures must be used in order to
understand the quality of life of each particular child.

There have been some studies that examined the effect of several
diagnosed disturbances/psychopathologies on the perceived quality of life of
children with normal functioning. Wells, Stewart, Hays, Burnam, Rogers, and
Daniels (1989) found out lowered level of perceived health, physical functioning,
somatic complaints and role functioning among those with diagnosed disturbance
and psychopathology in their study of 11.000 patients with depression. Schonfeld,
Veboncoeur, Fifer, Lipschut, Lubeck, and Buesching (1997) also studied the
perceived quality of life among people with untreated major depressive disorder

or anxiety disorders. As a result of the study, perceived quality of life was affected
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mostly by major depressive disorder, followed by post-traumatic stress disorder
and panic disorder. In addition to this result, the impact of several medical
conditions such as heart disease and diabetes was found to be less than the impact
of untreated anxiety disorders (Schonfeld et al., 1997).

Quality of Life of Children with Learning Disabilities

Research on quality of life of individuals with LD has mostly focused on
subjective individual perceptions of life quality and social and environmental
variables which influence personal satisfaction and well-being (Reiter & Bendov,
1996). It has also been stated that individuals with LD do not perform as well as
no learning disability (NLD) peers with respect to school achievement, attainment
of post education. Also, they have problems with motivation, lowered self-esteem
and emotional difficulties (Peraino, 1992).

Learning disability has been an important area of study for psychologists
and educators in recent decades (Mendlowicz & Stein, 2000). Because of its link
with quality of life, researchers have found it especially fruitful to explore quality
of life among school children. Research has examined life quality variously as a
one-dimensional and a multi-dimensional phenomenon, an objective and
subjective measure, an indicator of present and lifetime well-being, and a social
and psychosocial phenomenon (Karande & Kulkarni, 2005).

While research has focused differently on learning disabilities and
perceived quality of life, little has been known about the perceived quality of life
of children with LD (Thompson, 2008). Research has shown that significant
changes in the medical conditions of people or impairment associated with

psychopathologies in individuals significantly affect the perceived quality of life
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of people (Gilbert & Soderstrom, 2003). One of the most comprehensive studies
was conducted by Thompson (2008) with 68 students, 34 of whom reported
having been diagnosed with a learning disability. The study checked the potential
relationship between a learning disability and anxiety or sadness. As the main
measurement tool, RAND 36-Item Health Survey was used and results indicated
that those primary school students reporting learning disabilities suffered from an
impaired sense of well-being associated with anxious and sad feelings. The results
also suggested significant differences between male and female students for both
emotional well-being and role limitations due to emotional problems. In addition,
girls were found to report significantly more anxiety and sadness than boys were.
Further analysis did not suggest a significant interaction between gender and the
presence of a self-reported learning disability. Individuals reported that having
been diagnosed with a learning disability had significantly poorer emotional well-
being.

Another study related with quality of life of children with LD was
conducted by Karande, Kirankumar, Madhuri and Arpita (2008). Researchers
aimed at measuring the perceived quality of life of children with newly diagnosed
specific learning disability using the Child-Health Questionnaire-Parent Form 50.
The study was conducted with 138 Indian students and clinically significant
deficits were detected in 9 out of 12 domains. These domains were limitations in
family activities, emotional impact on parents, social limitations as a result of
emotional-behavioral problems, time impact on parents, general behavior,
physical functioning, and social limitations as a result of physical health, general

health perceptions and mental health. In this study all the 12 domain scores and
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both the mean summary scores of the children were lower than the US children
norms. Effect size results reflected clinically important deficits in the perceived
quality of life of study children in three out of four psychosocial domains, namely:
medium deficit in mental health and large deficits in emotions and behavior and
general behavior.

Quality of life of Parents Having a Child with a Disability

Having a disability brings about different hardness for children and their parents.
In the literature there have been studies about quality of life of mothers who have
children with disabilities (Bumin, Gunal & Tiikel, 2008; Weigl, Rudolph,
Eysholdt & Rosanowski, 2005). The most affected person in the family is usually
the mother (Smith, Innocenti, Boyce & Smith 1993). Mothers have to undertake
too much stress because they are alone with their children in their daily life. Not
all mothers of children with disabilities have difficulties of adaptation even when
they have to face stressful life situations (Ellis & Hirsch, 2000). However, it has
been explained that children and mothers are at risk of stress-related problems
when mothers are burdened by the demands of their children. In mothers of
children with congenital heart disease, cancer and atopic dermatitis, the level of
quality of life was found to be lower (Bumin et al., 2008). However, mothers of
children with asthma, juvenile chronic arthritis and cleft palate findings indicated
no influence on quality of life (Weigl et al., 2005). Specifically, Bumin et al.
(2008) investigated the relationship between anxiety and depression with quality
of life in mothers of children with disability in Ankara, Turkey. One hundred and
seven mothers of children with disabilities were included in the study and Beck

Depression Inventory, State Trait Anxiety Inventory and Nottingham Health
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Profile were used to assess depression, anxiety and quality of life of mothers. As a
result, it was found that mothers of children with disability had depression and
anxiety. In addition, increased depression and anxiety level affected quality of life
of mothers negatively.

Previous research suggests that once a child with disabilities is introduced
into the family, the whole family life changes (Faerstein, 1981; Wilgosh, 1990).
Feelings of shock, confusion, fright, anxiety, denial, grief, guilt, anger, and fear
are very common in families of children with disabilities (Chang & McConkey,
2008; Ferguson, 2002; Fitzpatrick & Dowling, 2007). Raising a child with special
needs has negative effects on a family and can severely disrupt the normal process
of family life (Chang & McConkey, 2008; Faerstein, 1981; Wilgosh, 1990).
Parents of children with disabilities have higher levels of stress than parents of
children without disabilities (Duis, summers, & Summers, 1997).

In a study conducted by Lee, Chen, Shih, Shao, and Lee (2010) children
with oppositional defiant symptoms and the quality of life of their mothers were
analyzed. Randomly selected 387 mothers of children in an elementary school
completed the questionnaire. The children’s oppositional defiant symptoms
(ODS) status was determined by the maternal rating of the Chinese Swanson,
Nolan, and Pelham Rating Scale, Version IV. The mothers™ quality of life was
determined by maternal reports from the World Health Organization Quality of
Life-BREF (WHOQOL-BREF) instrument. As a result, sixty three children met
the Screening criteria for ODS. The children’s ODS status was a significant
predictor of the maternal physical capacity, psychological well-being and

environment domains of quality of life. The study showed that increase in
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oppositional defiant symptoms of children in the elementary school positively
correlated with poor maternal quality of life (Lee, Chen, Shih, Shao & Lee, 2010).

Lawoko and Soares (2003) compared the quality of life among parents of
children with congenital heart disease (n= 1092), parents of children with other
diseases (n=112) and parents of healthy children (n=293). All parents completed
The Goteborg Quality of Life Scale, The Schedule for Social Interaction and The
Hopelessness Scale. As a result, the analysis showed that parents of children with
congenital heart disease tended to report lowered quality of life than parents of
healthy children. In addition, mothers reported lower quality of life than fathers
and variables such as distress, hopelessness and financial situation were more
important in explaining the lower quality of life than the gender of the parent and
the severity of the children’s heart disease.

Yilmaz, Yildirim, Oksuz, Atay and Turan (2010) aimed at evaluating the
relations between maternal depression and perceived quality of life and functional
limitations of the children with neuromuscular diseases (NMD). Forty children
with a diagnosis of NMD and their mothers participated in the study. The quality
of life of mothers was assessed by the Turkish version of the Nottingham Health
Profile. As a result, it was found that the functional level of children with NMD
was one of the factors that affected the quality of life.

Quality of life of Parents Having a Child with Learning Disabilities

As with parents of children with special needs, parents of children with learning
disabilities might suffer from its effects (Kenny & McGilloway, 2007; Chang &
Hsu, 2007). Learning disabilities do not resemble some other obvious disabilities,

such as blindness or deafness, which parents can easily become aware of treat
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earlier. It is a hidden disability; parents often may not be able to notice its
symptoms until early grade school (Dyson, 1996; Faerstein, 1981). Learning
disabilities create obvious difficulties when the child enters the later grades, which
require a lot of writing, reading, spelling, comprehension, and math (Hallahan,
Lloyd, Kauffman, Weiss, & Martines, 2005).

Having a child with LD, because it is a hidden disability, makes it difficult
for parents to understand their child‘s learning problems (Hallahan et al., 2009).
As a result, guilt is a very common feeling that parents of children with LD
experience (Hallahan et al., 2009). Stress level of parents of children with LD has
been investigated in the literature (Dyson, 1996; Hallahan et al., 2005; Kazak &
Marvin, 1984). Parents of children with LD are at higher risk for stress and other
problems such as depression more than parents of children without LD (Chang &
McConkey, 2008). Helping children with LD is extremely time consuming for
parents (Waggoner & Wilgosh, 1990). Therefore, Waggoner & Wilgosh (1990)
stated that many studies have displayed that children with LD often cause a
significant negative impact on the family‘s relationships. As a result, parents of
children with LD have lower levels of coherence, have more unresolved conflict,
and they are at higher risk of emotional, physical, and social stress (Chang & Hsu,
2007). Families of children with LD have significantly poor social relationships
(Karande & Kulkarni, 2009) and they demonstrate more worry about relationships
within the family (Margalit & Heiman, 1988). LD parents have negative attitudes
and low expectations toward their children‘s performance on academic tasks.
Therefore they show frustration, disappointment, and more negative interactions

with their children (Chang & McConkey, 2008).
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Mothers of children with LD also experience the stress of the difficulty
which the child experiences. While the child experiences difficulties in learning
situations and other social environment such as in the family and school, mothers
also feel different responsibilities towards their children (Ellis & Hirsch, 2000)
and these responsibilities might sometimes cause feelings of guilt, depression and
undermine their social relationships. Mothers of children with LD generally show
a variety of problems in cognitive, linguistic and social functioning when
compared to mothers of children without LD (Glidden & Schoolcraft, 2003).
Mothers of children with LD, while experience these problems, and also are
affected in terms of their quality of life. Negatively affected quality of life of
mothers results in a decreased sense of well-being with a relation to their health
perceptions and ability to function (Bumin, Gunal & Tukel, 2008).

The number of studies focusing on the quality of life of children with LD
has been increasing because different aspects of learning disability such as socio-
emotional and physical have been investigated (Karande & Kulkarni, 2009). In
this part, detailed literature about learning disability and perceived quality of life

has been presented.
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CHAPTER 3
METHOD
Design

The current study is an example of descriptive research. Information about
perceived quality of life of students with LD and their peers who did not have any
kind of disability was gathered in the study. No manipulation of the variables was
conducted. The study also includes correlational design because the existing
relationship among variables; perceptions of parents, teachers and children about
perceived quality of life of the child was examined.

Participants
Participants of this study were selected from students from two regions of
Istanbul. Students were selected from 22 schools in Bakirkdy and Esenyurt. In
Esenyurt there are about 25.800 (Istanbul 11 Milli Egitim Miidiirliigii, 2009)
registered primary school students whereas this number is about 15.200 in
Bakirkoy. The socioeconomic status of people in Bakirkdy is expected to be
relatively higher than the socioeconomic status of people in Esenyurt. The
selection process of the sample was conducted purposefully in terms of age,
grade, maternal education, gender, income level and whether the child has a
medically reported learning disability or not. In addition, all the students were
registered to a primary school in their location because the compulsory education
necessitates the maintenance of education until high school, which is for the first
eight years. Since the primary school system included the first eight grades,
students were at one of these grades. Children who were appropriate for these

purposes of the research were selected.
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In the study there are two groups: The study group which included the
children with LD and the comparison group, in which children without LD
participated. Children in the study group were diagnosed with a learning disability
both by a medical health report and by the Guidance and Research Center report.
The diagnoses of the hospital and the Guidance and Research Center were pure
learning disabilities and any kind of co morbidity with another disability did not
exist in the report. However, children in the comparison group did not have any
kind of disability. Children in the comparison group matched those in the study
group in chronological age, GPA, grade, gender, handedness and income level.
Socio-demographic characteristics matched as similar as possible so that the effect
of unexpected variables is minimized. Analysis showed that there was not a
significant difference between the LD and NLD groups on age, grade, GPA,
gender and income level.

In the study group, there are 120 students with LD and 120 students
without LD constitute the comparison group. In total, there are 240 students who
participated in the study from Esenyurt and Bakirkdy. In both districts there are
both study and comparison group students. In Esenyurt, there are 75 students with
LD in the study group and 75 students without LD or any form of disability in the
comparison group. The number is 45 for the study group and 45 for the
comparison group in Bakirkdy. In total, 150 students from Esenyurt and 45
students from Bakirkdy participated in the study. The study included male and
girls, boys slightly outnumbering girls in the LD and NLD groups. It is stated in
the literature that learning disabilities are observed in boys more than girls

(Korkmazlar, 1999; Badian, 1999; DeFries, 1989; Kavala & Reese, 1992; Batum,
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2007). In the current study, 53.3 % of the sample was made up of girls where as
46.7 % of the population was girls.

Participants in this study were primary school students between the ages
eight to sixteen. One hundred thirty eight students were between 8-11 ages
whereas 102 students were between 12-16 ages. All the students were primary
school students registered to a grade between first to eighth grades which include
the compulsory educational period in Turkey. Table 1 presents detailed
information about the demographic characteristics of the sample. In addition,
demographic characteristics with respect to districts (Table 1) and group (Table 2)
are also presented. The data were collected during the month of April, 2011.

In this study, students were selected from two districts. Number of girls
and boys were similar to each other although boys outnumbered girls in both
comparison and study groups. Children in the comparison group matched the
study group very closely in terms of age group, gender, GPA, grade, handedness
and family income level and there was no significant difference between LD and

NLD groups on these variables (Table 2).
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Table 1. Demographic characteristics of the sample

Districts Total
Esenyurt Bakirkdy
Characteristics n % n % n %
WITH / WITHOUT
LEARNING DISABILITIES
(LD)
LD 75 50 45 50 120 50
NLD 75 50 45 50 120 50
GENDER
Female 72 48 40 44.4 112 46.7
Male 78 52 50 55.6 128 53.3
AGE
8-11 82 54.7 56 62.2 138 57.5
12-16 68 453 34 37.8 102 425
GPA
1.00-2.00 7 4.7 18 20 25 10.4
2.01-3.00 81 54 54 60 135 56.2
3.01-4.00 62 41.3 18 20 80 333
4.01-5.00 - - - - - -
HANDEDNESS
Right 112 74.7 80 88.9 192 80
Left 38 25.3 10 11.1 48 20
GRADE
1 14 9.3 4 4.4 18 7.5
2 18 12 18 20 36 15
3 24 16 19 211 43 17.9
4 30 20 15 16.7 45 18.8
5 8 53 13 14.4 21 8.8
6 12 8 12 133 24 10
7 18 12 6.7 24 10
8 26 17.3 33 29 12.1
FAMILY INCOME (TL)
0-750 TL 15 10 - - 15 6.2
751-1250 TL 85 56.7 - - 85 354
1251-2000 TL 45 30 58 64.4 103 429
2001-4000 TL 5 33 32 35.6 37 15.4
MATERNAL EDUCATION
No schooling 7 4.7 - - 7 2.9
Literate 21 14 1 11 22 9.2
Primary school 85 56.7 15 16.7 100 41.7
Primary school dropout 12 8 8 8.9 20 8.3
Middle school 11 7.3 17 18.9 28 11.7
High school 14 9.3 43 47.8 57 23.8
Pre-license - - 1 11 4
Four-year faculty - - 5 5.6 5 2.1

Master’s

LD (Learning disability), NLD (No Learning Disability), TL (Turkish Liras)
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Table 2. Demographic characteristics of the sample for children with without LD

Group
Study (LD) Comparison (NLD)
Characteristics n % n %
GENDER
Female 56 46.7 56 46.7
Male 64 53.3 64 53.3
AGE
8-11 69 57.5 69 57.5
12-16 51 425 51 425
GPA
1.00-2.00 15 12.5 10 8.3
2.01-3.00 74 61.7 61 50.8
3.01-4.00 31 25.8 49 40.8
4.01-5.00 - - - -
HANDEDNESS
Right 96 80 102 85
Left 24 20 18 15
GRADE
1 14 9.3 4 4.4
2 18 12 18 20
3 24 16 19 211
4 30 20 15 16.7
5 8 53 13 14.4
6 12 8 12 13.3
7 18 12 6 6.7
8 26 17.3 3 3.3
FAMILY INCOME (TL)
0-750 TL 5 4.2 - -
751-1250 TL 49 40.8 36 30
1251-2000 TL 44 36.7 59 49.2
2001-4000 TL 22 18.3 15 12.5
MATERNAL EDUCATION
No schooling 6 5 1 .8
Literate 9 75 13 10.8
Primary school 51 42.5 49 40.8
Primary school dropout 7 5.8 13 10.8
Middle school 15 12.5 13 10.8
High school 26 21.7 35 21.8
Pre-license 1 .8 - -
Four-year faculty 5 4.2 - -
Master’s - - - -

LD (Learning disability), NLD (No Learning Disability), TL (Turkish Liras)
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Instruments

Socio-Demographic Characteristics Form

Socio-demographic characteristics included information about children such as
name, gender, district, number of siblings, GPA (General Point Average at
school), handedness, working status, medical diagnosis or other psychological
difficulties, information about the educational level and income of parents (Table
3).

Questionnaire for Measuring Health-Related Quality of Life in Children and

Adolescents — Revised Version (KINDL-R)

The KINDL-R questionnaire was first created as a German- language measure by
Bullinger and then translated into 14 other languages (Bullinger, 1994; cited in
Ravens-Sieberer & Bullinger, 2000). This instrument measures the quality of life
of children and adolescents. The questionnaire has so far been used and tested in a
number of studies involving over 3000 healthy and children with disabilities as
well as their parents (Ravens-Sieberer & Bullinger, 2000). The questionnaire has
the potential to differentiate between children with different disorders and under
different life conditions. In sum, The KINDL-R has been accepted as a modular,
psychometrically acceptable and flexible means of measuring quality of life in
children through a central module covering generic dimensions in children’s
quality of life as well as measuring the specific influence of a disorder on the child
(Ravens-Sieberer & Bullinger, 2000).

Age specific versions of the scale take into account the changes in the
quality of life dimensions in the course of child development. The KINDL-R
questionnaire fulfills the need for taking into account progress during child

development and the principle of patient-generated data collection by providing
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different versions of the questionnaire for different age groups and both a self-
report version and a proxy version (Ravens-Sieberer & Bullinger, 2000). The
versions of the questionnaire are available in three age groups: ages 4-7, ages 8-12
and ages 13-16. The KINDL-R consists of 24 categorical Likert-scaled items
associated with six dimensions: The six dimensions assess the physical well-
being, emotional well-being, self-esteem, family, friends and everyday
functioning (school or nursery school/kindergarten). Subscale scores are
calculated independently and then a total quality of life score is obtained by
adding the six subscale scores. A high score is an indication of good quality of life
(Ravens-Sieberer & Bullinger, 2000). Each dimension consists of four items. In
the Kid-KINDL-R (8 to 12 years version), Kiddo-KINDL-R (13 to 16 years
version) and KINDL-R (8 to 16 years parents’ version) there are five levels in
each item (1 = never, 2 = rarely, 3 = sometimes, 4 = often, 5 = always). However,
Kiddy-KINDL-R (4 to 7-year-old children) scale covers three levels (1 = never, 2
= sometimes, 3 = very often). Due to the difficulty of gathering data from very
young children, organization of the subscale questions in Kiddy-KINDL-R (4 to
7-year-old children) differ from other versions (Ravens-Sieberer & Bullinger,
2000). In the self-report version there are twelve questions two for each
dimension. The parents’ version of the Kiddy-KINDL-R with six dimensions and
24 items is similar with the parents’ version of the KINDL-R for 8 to 16-year-old
children and teenagers.

In every version of KINDL-R there is an additional sub-scale named
disease which includes items that can be filled in case of a hospitalization. This

sub-scale includes six items which measure the child’s quality of life in terms of
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his or her illness (Ravens-Sieberer & Bullinger, 2000). However, in this study, no
student was at hospital. As a result, this sub-scale was not filled by the
participants.

The psychometric results proved a high degree of reliability (Cronbach’s
a >.70 for most of the subscales and samples) and a satisfactory convergent
validity of the procedure (Ravens-Sieberer & Bullinger, 2000). The reliability
analysis of KINDL-R was carried out through Multitrait Analysis Program of the
New England Medical Center at Tuffts University in Boston (MAP) (Hays,
Hayashi, Carson & Ware, 1998; cited in Sieberer & Bullinger, 2000). The
reliability was analyzed by confirmatory testing, Cronbach’s alpha as a measure
of internal consistency revealed values around a=.70 in most sub-scales, while at
the overall level of consistency coefficient showed over a=.80. With respect to
convergent validity, KINDL-R sub-scales were correlated with Child Health
Questionnaire (Landgraf, Abetz & Ware, 1999) and Life Satisfaction
Questionnaire (Herschbach & Henrich, 1998; cited in Sieberer & Bullinger,
2000). Results gave satisfactory correlation (r>.60) between the two scales for the
convergent validity.

Turkish Form of KINDL-R

The adaptation of the questionnaire was done by a committee led by Erhan Eser in
2007 (Eser, Yiiksel, Baydur, Erhart, Saatli, Ozyurt, Ozcan & Sieberer, 2008).
Firstly, the translation procedure into Turkish and cognitive focus group
interviews were carried out. Then, in total, 1918 children between the ages eight
to twelve in Manisa district filled out the questionnaire. In addition, the Turkish

form of the instrument was applied to 84 students.
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A confirmatory approach was used for reliability and validity analysis.
As a result of the confirmatory test, internal consistency emerged as o > .75 for
the whole instrument. There was a fair development of alpha for the subscales
(o >.50) specifically for the friend dimension. With respect to the overlap of the
total quality of life with each dimension, the corrected coefficient value changed
between .33 and .51 (Eser et al., 2008). In the current study, the Cronbach alpha
coefficient was .72.

One big (BG) and one small group (SG) participated in the research.
Item-discriminant validity results of the larger group (BG, n = 1918) and smaller
second group (SG, n = 84) for all the dimensions reflected very good discriminant
validity (.95) (Eser et al., 2008). In order to check the validity of the study,
confirmatory factor analysis instrument was applied to the data gathered from the
BG and the SG and the results indicated congruency (Eser et al., 2008). For BG,
the quality of life value was less than .08 for the entire instrument and in all the
dimensions, except the family dimension.

The Turkish version of Kid-KINDL-R is valid and reliable (Eser et al.,
2008). This version is an appropriate measure for assessing quality of life of
school children. Moreover, it can also be used in clinical studies together with
specific measures for the particular illness (Eser et al., 2008).

In addition to the child and parents forms of the KINDL-R questionnaire,
another form of the questionnaire was prepared by the researcher and
administered to the classroom teacher of the child. Perceptions of the teacher
about the child were analyzed. The teacher evaluated the child in terms of his or

her emotional well-being, self-esteem, friends and everyday functioning. The
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items related with the physical and family domains were not included into the
teacher form because the information needed to answer these items might have
not been available to the teachers. When it comes to the reliability of the measure,
the Cronbach alpha coefficient was .68.

World Health Organization Quality of Life Assessment (WHOQOL-BREF)

World Health Organization Quality of Life Group has two main quality of life
scales: The WHOQOL and The WHOQOL-BREF which are highly correlated
with each other (Fidaner, Elbi, Eser & Goker, 1999). The WHOQOL-BREF is the
shortened 26-item version of the WHOQOL-100 containing items which were
taken from the WHOQOL-100 field trial data. The WHOQOL-BREF contains one
item from each of the 24 facets of QOL existing in the WHOQOL-100, with two
additional items from the general facet on overall QOL and general health which
is not included in the scoring (Skevington, Lotfy & O’Connell, 2004).

WHOQOL-BREF is scored in four domains: Domain 1: Physical health,
Domain 2: Psychological, Domain 3: Social relations and Domain 4:
Environment, with all items scored as part of their specific domain. No scoring of
the domain is done if twenty per cent of items or more are missing, and are
unacceptable where two or more items are missed (Skevington et al., 2004). The
scores are transformed on a scale from 0 to 100 to make it possible for
comparisons to be made between domains.

The WHOQOL-BREF is administered by respondents themselves.
Standard instructions, socio-demographic information are generally completed
before answering the 26 items of the WHOQOL-BREF (Skevington et al., 2004).

DuriNA development of the WHOQOL-100, four types of 5-point Likert interval
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scales were designed and tested to indicate intensity, capacity, frequency and
evaluation (Skevington et al., 2004). The response scales are also used in the
WHOQOL-BREF. Items ask ‘how much’, ‘how completely’, how often’, ‘how
good’ or ‘how satisfied’ the respondent felt in the last 2 weeks; different response
scales are dispersed across the domains (Skevington et al., 2004).

Psychometric properties of the WHOQOL-BREF are satisfactory
(Skevington et al., 2004). For the internal consistency reliability, as a measure of
the scale’s internal consistency for the total sample, values for Cronbach’s a were
acceptable (o >.70) for physical health= .82, psychological= .81, and
environment= .80, respectively. The internal consistency result was smaller for
social relationships = .68 (Karabilgin, 2001).

For discriminant validity, a comparison of domain scores from unhealthy
and healthy respondents showed that for the majority of countries, discriminant
validity was significant for each domain in the total population. All domains
showed consistency with the overall quality of life and health. Discriminant
validity was best observable in the physical domain, followed by the
psychological, social and environment domains (Karabilgin, 2001). Hierarchical
regression was used to assess the impact of gender and age on domain scores.
Data collected from unhealthy and healthy people showed that gender and age
together, only explained 2.7% of the overall variance although this effect was

significant (Skevington et al., 2004).
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Turkish Form of WHOQOL-BREF (WHOQOL-BREF -TR)

WHOQOL-100 was adapted to the Turkish Culture by the WHOQOL Turkish
Group according to the instructions of WHO (Fidaner, Elbi, Eser & Goker, 1999)
and WHOQOL-BREF was standardized to Turkish with the usage of the data of
the pilot study of WHOQOL-100 adaptation (Karabilgin, 2001).

In the Turkish version of the WHOQOL-BREF, a similar factorial
analysis to the global form was conducted. In the WHOQOL-BREF report which
was published by the Hong-Kong center, this analysis was found to be similar to
the global model. The factorial structure included four factors (Fidaner, Elbi, Eser,
& Goker, 1999). In the Turkish form, the psychological and environmental
domains were divided into three factors whereas the social domain was divided
into two factors. The physical domain was not divided (Fidaner, Elbi, Eser &
Goker, 1999; Karabilgin, 2001).

In the WHOQOL-BREF (TR), the domain and general quality of life
score averages were compared with the scores of people who evaluated their
subjective health status. The subjective evaluation scores and the WHOQOL-
BREF (TR) were correlated in Pearson Correlation. The correlation results were
.62 for physical domain, .40 for psychological domain, .30 for social domain and
.25 for environmental domain. General health and quality of life scores correlated
with the related items of WHOQOL-BREF (TR) scores were correlated .34
and.64, respectively (Fidaner, Elbi, Eser & Goker, 1999; Karabilgin, 2001).

In the current study the results were .57 for physical domain, .43 for

psychological domain, .34 for social domain and .31 for environmental domain.
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As for the reliability of WHOQOL-BREF (TR), there was found high
internal consistency (Karabilgin, 2001). The highest consistency was found in the
physical domain for both unhealthy and healthy people (.83 and .79). The lowest
internal consistency was found in the social domain (.58 for both unhealthy and
healthy people).

It can be maintained that the test-retest reliability of the WHOQOL-
BREF (TR) is relatively high compared with global data (Fidaner, Elbi, Eser &
Goker, 1999). The results of WHOQOL-BREF (TR) which was administered to
45 university students after 3 weeks showed correlations between .57 and .81
(Fidaner, Elbi, Eser & Goker, 1999).

Learning Disabilities Screening Measure

This Screening test which is administered for school children was originally
developed by Korkmazlar (1992) as a 36 item scale and developed by Erman
(1997) by modifying several items and adding 52 more items. The Screening scale
has 88 items which aims at giving descriptive information about the child. In
addition, the scale is made up of 17 different domains with items in different
numbers: Academic Success Domain, Reading Domain, Visual Perception
Domain, Auditory Perception Domain, Writing Domain, Arithmetic Domain,
Study Skills Domain, Organization Skills Domain, Directions Domain, Tactile
Domain, Sequencing Skills Domain, Verbal Skills Domain, Motor Skills Domain,
Social-Emotional Domain, Action Domain, Attention Domain and Motivation
Domain. The test is intensively used in Turkish schools and guidance and research
centers (Erman, 1997). This test can be used with other forms of measures but

cannot be used as the sole means of diagnosis (Erman, 1997).
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The Screening test can be administered to all primary and high school
students by their classroom teachers with the collaboration of the school counselor
(Erman, 1997). There are four scales in the test (never, sometimes, often, and
always). The 88 items in the test define the problems that the students may
experience. The scales define the frequency of the occurrence of the problem
behavior.

In the proposed study, the scale was used to double check the reliability
and validity of the diagnosis done by the institutions because children in the study
group had already been diagnosed as having a learning disability.

In the current study there were three groups: children, parents (including
the mother) and teachers. Table 3 shows the groups according to the scales they
were administered.

Table 3. Administration of measures

Learning Disability (LD) group No Learning Disability (NLD) group
Measure Child Mother  Teacher  Parent Child Mother  Teacher  Parent
SDQ - - - Adm. - - - Adm.
KINDL-R Child Adm - - - Adm. - - -
KINDL-R Parent - - - Adm. - - - Adm.
KINDL-R Teacher - - Adm. - - - Adm. -
WHOQOL-BREF-TR - Adm. - - - Not Adm. - -
LDSM - - Adm. - - - Not Adm. -

Adm. (Administered), SDQ (Socio-demographic questionnaire), KINDL-R Child (Questionnaire for Measuring Health-
Related Quality of Life in Children and Adolescents — Revised Version Child form), KINDL-R Parent (Questionnaire
for Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Parent form), KINDL-R
Teacher (Questionnaire for Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version
Teacher form), WHOQOL-BREF-TR (World Health Organization Quality of Life Assessment-Turkish Form),
LDSM(Learning Disabilities Screening Measure)
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Procedure

This study was conducted in duration of 5 months. The procedure for receiving
permission from institutions started in February, 2011 after the research was
permitted to be conducted. Active cooperation with parents, classroom teachers
and the staff in the Guidance and Research Center was ensured.

Firstly, an official permission from Province of Istanbul Governor’s
Office of the Director of National Education ( Appendix A) and an official
consent from the Ethical Committee of Social Sciences of Bogazi¢i University
(Appendix B) were taken to conduct the current study. With the collaboration of
Bakirkdy Guidance and Research Center and Esenyurt Guidance and Research
Center, children with LD were identified and contact with their families
established. Information about the students who did not have any kind of
disability in the comparison group was taken from the reports of their schools. In
March, parents were informed and a demographic information questionnaire was
filled by them. As a next step, the child form of Questionnaire for Measuring
Health-Related Quality of Life in Children and Adolescents (KINDL-R) was
administered to their children and the parent form of the same instrument was
administered to the parent. In addition, mothers of children with LD were
administered another measure, World Health Organization Quality of Life
Assessment (WHOQOL-BREF). After the data were gathered from children and
parents, active collaboration took place with classroom teachers of both students
with LD and students without disabilities. During April and May, 2011 classroom
teachers of students with LD filled out two instruments; The KINDL-R Teacher

Form and Learning Disabilities Screening Measure-LDSM (Ogrenme Bozuklugu
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Belirti Tarama Testi). Classroom teachers of comparison group only filled the
KINDL-R teacher questionnaire.

Data Analyses
After the data were collected and coded, related data were sent to the KINDL-R
Turkish Standardization Group and WHOQOL Turkish Standardization Group to
be analyzed.

All the statistical analyses were done by using the Statistical Package for
Social Sciences 16 (SPSS 16). The significance level was set p<.05 unless
otherwise indicated. Frequencies and percentages of the demographic variables of
the sample were displayed.

The first question was analyzed through usage of independent samples t-
test and ANOVA to observe the differences between the study and comparison
group as well as understand the characteristics of children. T test was used to
analyze the difference of groups in terms of demographic variables. For the first
question, Pearson product-moment correlation was also used to analyze the
relationship between domains of Learning Disability Screening Measure. The
second and third questions were analyzed through Pearson product-moment

correlation to see the relationship between variables.
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CHAPTER 4
RESULTS
Overview: Organization of Results
Results of the study are presented in four sections: (1) descriptive analyses of
associated measures (2) characteristics of children with and without learning
disabilities in terms of their perceived quality of life (3) the relationship among
the perceptions of children and the perceptions of their teachers with respect to
children’s perceived quality of life (4) the relationship between perceived quality
of life of children with LD and the perceived quality of life of their mothers
Presentation of Results

Descriptive Analyses of Associated Measures

In this study, Table 4 presents means and standard deviations of every measure

and subscales of these measures together with minimum and maximum scores.
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Table 4. Means, standard deviations and minimum/maximum scores for the quality of life measures

Study group (LD) Comparison group (NLD)
Measure Min Max Mean (SD) Min Max Mean (SD)
KINDL-R-Kid
Total 37.50 75.00 52.4 07.03 20.83 82.29 65.03 13.17
Physical 25.00 100.00 55.97 13.54 18.75 100.00 67.97 15.79
Emotional 25.00 93.75 53.02 13.29 18.75 93.75 65.16 18.57
Self-esteem 25.00 87.50 49.84 13.93 12.50 93.75 70.52 16.29
Family 6.25 100.00 56.30 16.80 25.00 93.75 64.11 18.18
Friends 18.75 87.50 54.64 12.95 6.25 87.50 68.02 14.83
School 18.75 68.75 44.84 12.65 18.75 87.50 54.43 15.30
KINDL-R-Parent
Total 39.58 80.21 56.12 08.22 28.10 79.17 65.20 09.03
Physical 25.00 100.00 55.83 12.23 18.75 93.75 67.81 12.62
Emotional 25.00 100.00 54.79 13.21 18.75 87.50 62.97 13.46
Self-esteem 12.50 87.50 53.23 14.52 31.25 93.75 65.94 12.04
Family 31.25 100.00 63.13 17.42 12.50 87.50 66.77 14.01
Friends 37.50 100.00 61.30 13.39 6.25 93.75 68.54 14.06
School 50.00 18.75 48.39 15.08 6.25 87.50 59.17 15.18
KINDL-R-Teacher
Total 34.38 62.50 45.13 05.55 35.94 73.44 57.55 07.47
Emotional 25.00 68.75 47.34 09.68 12.50 81.25 59.27 11.40
Self-esteem 18.75 56.25 41.88 08.25 31.25 81.25 58.33 11.92
Friends 25.00 75.00 46.98 11.74 25.00 81.25 61.20 11.34
School 25.00 75.00 44.32 09.79 25.00 75.00 51.41 9.15
WHOQOL-BREF-TR
Physical 28.57 96.43 57.55 13.50 NA NA NA NA
Psychological 16.67 95.83 54.62 13.89 NA NA NA NA
Social 8.33 100.00 50.94 18.96 NA NA NA NA
Environmental 18.75 84.38 44,78 11.76 NA NA NA NA
Add-Social Pressure 25.00 86.11 45.99 10.49 NA NA NA NA

KINDL-R Child (Questionnaire for Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Child form), KINDL-R Parent
(Questionnaire for Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Parent form), KINDL-R Teacher (Questionnaire
for Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Teacher form), WHOQOL-BREF-TR (World Health
Organization Quality of Life Assessment-Turkish Form., NA (Not Administered)
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Characteristics of Children in Terms of Their Perceived Quality of Life

Differences between quality of life scores in terms of gender

An independent-samples t-test was conducted to compare the quality of life scores
for boys and girls. According to the results, in the total sample, there was no
significant difference in total self-perceived quality of life scores for boys and
girls. Parent reported quality of life scores of children measured by KINDL-R
parent for and girls did not differ significantly. Similarly, teacher reported quality
of life scores of children, measured by KINDL-R teacher form for boys and girls
did not differ significantly.

Within the group of children with LD, there was no significant difference
in total self-perceived quality of life scores for boys and girls in the total sample.
Parent reported quality of life scores of children measured by KINDL-R parent for
boys and girls did not differ significantly. However, teacher reported quality of
life scores of children, measured by KINDL-R teacher form for boys (M=46.41,
SD=6.02) and girls (M=43.67, SD=4.60); [t (118) =-2.78, p<.05] differed
significantly.

Within the group of children without LD, there was no significant
difference in total self-perceived quality of life scores for boys and girls in the
total sample. Parent reported quality of life scores of children measured by
KINDL-R parent for boys and girls did not differ significantly. Similarly, teacher
reported quality of life scores of children, measured by KINDL-R teacher form for

boys and girls did not differ significantly.
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Differences between quality of life scores in terms of age group

An independent-samples t-test was conducted to compare the quality of life scores
for children aging between 8 to 11 and 12 to 16. For the children in total sample,
children between ages 8 to 11 did not have significantly different self-perceived
quality of life scores than children between ages 12 to 16. When it comes to
parent-perceived quality of life of children, children between ages 8 to 11 did not
have significantly different parent-perceived quality of life scores than children
between ages 12 to 16. Similarly, teacher-perceived quality of life of children did
not differ significantly for children between ages 8 to 11 and children between
ages 12 to 16.

Within the group of children with LD, there was no significant difference
in total self-perceived quality of life scores for children between ages 8 to 16 and
children between ages 12 to 16. Parent reported quality of life scores of children
measured by KINDL-R parent for 8 to 11 aged children and 12 to 16 aged
children did not differ significantly. Similarly, teacher reported quality of life
scores of children, measured by KINDL-R teacher form for 8 to 11 aged children
and 12 to 16 aged children did not differ significantly.

Differences between quality of life scores in terms of family income

In the study, family income was divided into four groups: (1) 0-750 TL, (2) 751-
1250 TL, (3) 1251-2000 TL and (4) 2001-4000 TL. However, the difference
between two groups (751-1250 TL and 1251-2000 TL) was analyzed due to the
limited number of children in two groups (0-750 TL and 2000-4000 TL). For the
total sample, children coming from the income group 751-1250 did not report

significantly different self-reported quality of life scores than the income group
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1251-2000 TL. In addition, parent-perceived quality of life of children in the
income group 751-1250 TL did not significantly differ from parent reports in
income group of 1251-2000 TL. Similarly, teacher-perceived quality of life was
not significantly different for the 751-1250 TL group and the 1251-2000 TL
group.

For the LD sample, children coming from the income group 751-1250 TL
did not report significantly different self-reported quality of life scores than the
income group 1251-2000 TL. In addition, parent-perceived quality of life of
children in the income group 751-1250 TL did not significantly differ from parent
reports in income group of 1251-2000 TL. However, teacher-perceived quality of
life was significantly different for the 751-1250 TL group (M=43.30 SD=4.04)
and the 1251-2000 TL group (M=46.52, SD=6.31); [t (91) = -2.96, p<.50].

As for the children without LD, children coming from the income group
751-1250 TL (M=71.00, SD=14.40) reported significantly different self-reported
quality of life scores than the income group 1251-2000 TL (M=62.69, SD=
12.41); [t (93) =2.98, p<.50]. In addition, teacher-perceived quality of life of
children in the income group 751-1250 TL (M=61.07, SD=6.07) also significantly
differed from parent reports in income group of 1251-2000 TL (M=56.51,
SD=7.84); [t (93) =2.98, p<.50]. However, parent-perceived quality of life was
not significantly different for the 751-1250 TL group (M=66.20 SD=10.24) and
the 1251-2000 TL group.

Differences between quality of life scores in terms of GPA

Student academic achievement was analyzed in groups of low and medium which

include the highest number of students. For the total sample, quality of life of
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children as perceived by them was significantly different between the low success
group (M=57.44, SD=11.27) and the medium success group (M=63.33,
SD=13.20); [t (213) =-3.48, p<.05]. However, perceptions of parents of the
quality of life of their children did not differ significantly between the low success
group (M=60.47, SD=10.13) and the medium success group (M=61.41, SD=9.70).
Similarly perceptions of teachers of the quality of life of their students did not
differ significantly between the low success group (M=50.91, SD=8.52) and the
mediocre success group (M=52.67, SD=10.19).

For the LD group, quality of life of children as perceived by them was not
significantly different between the low success group (M=52.03, SD=6.20) and
the medium success group (M=54.13, SD=8.87). In addition, perceptions of
parents of the quality of life of their children did not differ significantly between
the low success group (M=56.11, SD=8.92) and the medium success group
(M=56.46, SD=7.65). Similarly perceptions of teachers of the quality of life of
their students did not differ significantly between the low success group
(M=45.12, SD=5.23) and the medium success group (M=43.90, SD=4.67).

For the group of children without LD, quality of life of children as
perceived by them was significantly different between the low success group
(M=63.97, SD=12.55) and the medium success group (M=69.15, SD=12.18); [t
(108) =-2.18, p<.05]. However, perceptions of parents of the quality of life of
their children did not differ significantly between the low success group
(M=65.74, SD=8.96) and the mediocre success group (M=64.54, SD=9.60).

Similarly perceptions of teachers of the quality of life of their students did not
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differ significantly between the low success group (M=57.94, SD=6.10) and the
medium success group (M=58.22, SD=8.72).

Differences between quality of life scores in terms of maternal education

Maternal education was analyzed in groups of primary school and high school
which characterized the majority of the sample. For the total sample, quality of
life of children as perceived by them was significantly different between the
primary school group (M=60.64, SD=13.04) and the high school group (M=54.60,
SD=10.08); [t (155)=3.01, p<.05]. However, perceptions of parents of the quality
of life of their children did not differ significantly between the primary school
group (M=61.06, SD=9.42) and the high school group (M=60.14, SD=10.26).
Similarly perceptions of teachers of the quality of life of their students did not
differ significantly between the primary school group (M=52.01, SD=10.12) and
the high school group (M=49.40, SD=6.36).

For the LD sample, quality of life of children as perceived by them was
not significantly different between the primary school group (M=52.56, SD=7.44)
and the high school group (M=52.73, SD=6.87). In addition, perceptions of
parents of the quality of life of their children did not differ significantly between
the primary school group (M=56.38, SD=8.97) and the high school group
(M=55.93, SD=8.01). Similarly perceptions of teachers of the quality of life of
their students did not differ significantly between the primary school group
(M=43.84, SD=5.22) and the high school group (M=45.97, SD=5.55).

For the sample of children without LD, quality of life of children as
perceived by them was significantly different between the primary school group

(M=69.04, SD=12.30) and the high school group (M=56.18, SD=12.02); [t

70



(78)=4.60, p<.05]. Similarly, perceptions of teachers of the quality of life of their
students differed significantly between the primary school group (M=60.52,
SD=6.16) and the high school group (M=52.27, SD=5.58); [t (78) =6.05, p<.50].
On the contrary, perceptions of parents of the quality of life of their students did
not differ significantly between the primary school group (M=65.92, SD=7.21)
and the high school group (M=63.68, SD=10.71).

Differences between children with and without learning disabilities in terms of

their quality of life scores

In this section, analyses of the differences of quality of life scores are analyzed.
The differences were analyzed both in terms of group (LD and NLD), district and
the interaction of the two variables through ANOVA. The significance of
differences between children with LD and children without LD in two districts
was evaluated via Tukey analysis. The group of children with LD in Esenyurt was
coded “1”, the group of children without LD in Esenyurt was coded “2”, the group
of children with LD in Bakirkdy was coded “3” and the group of children without
LD in Bakirkdy was coded “4”.

In Table 5, quality of life scores as perceived by children are compared
according to group, district and their interaction. A two-way analysis of variance
was conducted to explore the impact of group and district on quality of life scores
as perceived by the child himself/herself. The interaction effect between district
and group was statistically significant for the total, physical, emotional, self-
esteem, family, friend and school domains, [F (1, 236) = 47.15, 15.12, 21.81,
11.56, 33.09, 6.56, 32.23, p<.05] respectively. Similarly, there was a statistically

significant main effect for group in total, physical, emotional, self-esteem, family,
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friend and school domains, [F (1, 236) = 85.45, 35.77, 31.36, 94.38, 5.90, 44.10,
19.45, p<.05] respectively. However, district effect was statistically significant in
total, physical, emotional, self-esteem, family, and school domains, [F (1, 236) =
74.48, 56.16, 82.82, 6.13, 48.54, 40.15; p<.05] respectively. When it comes to the
difference between groups according to the perceptions of children about their
perceived quality of life, significant differences were found between group of
children with LD and group of children without LD within and between districts

in all domains.
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Table 5. KINDL-R-Kid scores according to groups (LD and NLD), districts and

their interaction

Measure
KINDL-R-Kid SS df MS F P<0.05
(Tukey)

Total District 5525.03 1 5525.03 7448  (1,2):
Group 6339.39 1 6339.39 85.45*  (3,4);
District*Group 3497.74 1 3497.74 47.15*  (L4);
Within 17507.43 236 74.18 (2,3)
Total 36036.79 239

Physical District 9404.96 1 9404.96 56.16*  (1,2):
Group 5990.12 1 5990.12 35.77*  (3,4);
District*Group 2531.35 1 2531.25 15.12%  (1,4);
Within 39521.99 236 167.47 (2,3)
Total 60093.30 239

Emotional  District 14980.75 1 14980.75 82.82*  (1,2):
Group 5671.97 1 5671.97 31.36*  (3.4);
District*Group 3945.41 1 3945.41 21.81*  (L4);
Within 42686.81 236 180.88 (2,3)
Total 70449.06 239

Self-esteem  District 1321.63 1 1321.63 6.13* (1,2);
Group 20335.95 1 20335.95 94.38*  (3,4);
District*Group 2489.59 1 2489.59 11.56*  (14);
Within 50848.61 236 215.46 (2,3)
Total 80312.34 239

Family District 11141.98 1 11141.98 4854*  (1,2);
Group 1354.65 1 1354.65 5.90*  (3,4);
District*Group 7595.61 1 7595.61 33.09*  (14);
Within 54169.75 236 229.53 (2,3)
Total 76569.44 239

Friend District 35.25 1 35.25 19 1,2);
Group 8383.69 1 8383.69 44.10*  (3,4);
District*Group 1246.97 1 1246.97 6.56*  (1,4);
Within 44864.58 236 190.10 (2,3)
Total 56896.97 239

School District 6103.52 1 6103.52 40.15* 1,2);
Group 2956.64 1 2956.64 19.45* (3,4);
District*Group 4900.00 1 4900.00 32.23*  (L4);
Within 35876.04 236 152.02 (2,3)
Total 52389.97 239

*p < 0.05 (F scores represent significance), 1 (Group of children with LD in Esenyurt), 2 (Group

of children without LD in Esenyurt), 3 (Group of children with LD in Bakirkdy), 3(Group of

children without LD in Bakirkdy)

In Table 6, quality of life scores as perceived by parents are compared

according to group, district and their interaction. A two-way analysis of variance

was conducted to explore the impact of group and district on quality of life scores

as perceived by the parent. The interaction effect between district and group was
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statistically significant for the emotional, family and school domains, [F (1, 236)
=13.37, 4.83, 11.72; p<.05] respectively. Similarly, there was a statistically
significant main effect for group in total, physical, emotional, self-esteem, friend
and school domains, [F (1, 236) = 63.40, 59.23, 31.64, 57.09, 18.04, 25.10; p<.05]
respectively. However, district effect was statistically significant only in friend
and school domains, [F (1, 236) = 14.52, 25.10; p<.05] respectively. As for the
parent reported scores about the quality of life of children, there were significant
differences between the perceived quality of life of children with LD and children

without LD within and between districts in all domains.

74



Table 6. KINDL-R-Parent scores according to groups (LD and NLD), districts and

their interaction

Measure
KINDL-R- SS df MS F P<0.05
Parent (Tukey)
Total District 135.74 1 135.74 1.82 (1,2);
Group 4728.74 1 4728.74 63.40*  (3,4);
District*Group 6.70 1 6.70 .09 (1,4);
Within 17603.15 236 74.59 (2,3)
Total 22695.10 239
Physical District 554.21 1 554.21 3.65 (1,2);
Group 8985.46 1 8985.46 59.23*  (3,4);
District*Group 391.71 1 391.71 2.58 (1,4);
Within 35802.78 236 151.71 (2,3)
Total 45358.72 239
Emotional District 67.72 1 67.72 40 (1,2);
Group 5362.51 1 5362.51 31.64* (3,4);
District*Group 2266.16 1 2266.16 13.37*  (1,4);
Within 40001.74 236 169.50 (2,3)
Total 46347.49 239
Self-esteem  District 434.03 1 434.03 2.47 (1,2);
Group 10041.71 1 10041.71 57.09*  (3,4);
District*Group 383.51 1 383.51 2.18 (14);
Within 41513.19 236 175.90 (2,3)
Total 52020.83 239
Family District 554.21 1 554.21 2.27 (1,2);
Group 351.56 1 351.56 1.44 (3,4);
District*Group ~ 1181.64 1 1181.64 483*  (14);
Within 57747.2 236 244.69 (2,3)
Total 60280.60 239
Friend District 2594.63 1 2594.63 14.52* (1,2);
Group 3222.93 1 3222.93 18.04*  (3,4);
District*Group 97.93 1 97.93 55 (1,4);
Within 42169.10 236 178.68 (2,3)
Total 48006.35 239
School District 7421.11 1 7421.11 39.06* (1,2);
Group 4769.63 1 4769.63 25.10* (3,4);
District*Group 2226.66 1 2226.66 11.72* (1,4);
Within 44838.89 236 189.99 (2,3)
Total 61460.76 239

*p < 0.05 (F scores represent significance between groups), 1 (Group of children with LD in
Esenyurt), 2 (Group of children without LD in Esenyurt), 3 (Group of children with LD in
Bakirkdy), 3(Group of children without LD in Bakirkoy)

In Table 7, quality of life scores as perceived by teachers are compared
according to group, district and their interaction. A two-way analysis of variance
was conducted to explore the impact of group and district on quality of life scores

as perceived by the teacher. The interaction effect between district and group was
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statistically significant for the total, emotional, self-esteem, friend and school
domains, [F (1, 236) = 79.34, 10.95, 47.23, 36.34, 20.04; p<.05] respectively.
Similarly, there was a statistically significant main effect for group in total,
emotional, self-esteem, friend and school domains, [F (1, 236) = 203.05, 65.30,
138.40, 71.63, 22.14; p<.05] respectively. District effect was statistically
significant in total, emotional, self-esteem and friend domains, [F (1, 236) = 7.28,
16.96, 14.96, 4.80; p<.05] respectively. When it comes to teacher reported scores
about the quality of life of children, there were significant differences between the
perceived quality of life of children with LD and children without LD within and
between districts in all domains.

Table 7. KINDL-R-Teacher scores according to groups, districts and their

interaction
Measure
KINDL-R- SS df MS F P<0.05
Teacher (Tukey)
Total District 232.88 1 232.88 7.28* (1,2);
Group 6491.99 1 6491.99  203.05* (3,4);
District*Group ~ 2536.59 1 2536.59 79.34*  (L4);
Within 754555 236 31.97 (2,3)
Total 19573.20 239
Emotional District 1710.17 1 1710.17 16.96* 1,2);
Group 6584.65 1 6584.65 65.30* (3,4);
District*Group ~ 1104.18 1 1104.18 10.95  (1,4);
Within 23798.61 236 100.84 (2,3)
Total 35148.28 239
Self-esteem  District 1254.34 1 1254.34 14.96* 1,2);
Group 11601.09 1 11601.09  138.40* (3.4);
District*Group ~ 3958.51 1 3958.51 47.23*  (L,4);
Within 19781.94 236 83.82 (2,3)
Total 41247.40 239
Friend District 549.32 1 549.32 4.80* (1,2);
Group 8194.02 1 8194.02 71.63* (3.4);
District*Group ~ 4157.56 1 4157.56 36.34*  (1,4);
Within 27002.43 236 114.42 (2,3)
Total 43839.68 239
School District 59.42 1 59.42 71 1,2);
Group 1841.84 1 1841.84 22.14* (3,4);
District*Group  1667.36* 1 1667.36 20.04*  (1,4);
Within 19637.15 236 83.21 (2,3)
Total 24374.35 239

*p < 0.05 (F scores represent significance between groups)
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Between the LD and NLD groups, significant differences were found in
terms of the quality of life scores measured by KINDL-R total and subscale
scores. There are significant differences between the children with LD and
children without LD in terms of the total quality of life of the child perceived by
him/her and measured by KINDL-R Kid [t(238)=-9.2, p<.05]. Similarly, between
the LD and NLD groups, there is a significant difference between the child’s total
quality of life as perceived by parents, measured by KINDL-R parent [t(238)=-
8.1, p<.05] and child’s total quality of life as perceived by teacher, measured by
KINDL-R teacher [t(238)=-14.6, p<.05]. When it comes to the subscales of the
forms of KINDL-R, there are significant differences between LD and NLD groups

in terms of all subscale scores.

77



Table 8. Differences between LD and NLD groups in terms of their KINDL-R

quality of life total and subscale scores

Group Mean t-value
Measure LD NLD
KINDL-R-Kid
Total 52.4 65.0 -9.2*
Physical 55.9 67.9 -6.3*
Emotional 53.0 65.2 -5.8*
Self-esteem 49.8 70.5 -10.6*
Family 56.3 64.1 -3.4*
Friends 54.6 68.0 -1.4*
School 44.8 54.4 -5.2*
KINDL-R-Parent
Total 56.1 65.2 -8.1*
Physical 55.8 67.8 -71.4%*
Emotional 54.7 62.9 -4.7*
Self-esteem 53.2 65.9 -7.3*
Family 63.1 68.7 -2.7*
Friends 61.3 68.5 -4.1*
School 48.3 59.1 -5.5%
KINDL-R-Teacher
Total 45.1 57.5 -14.6*
Emotional 47.3 59.2 -8.7*
Self-esteem 41.8 58.3 -12.4*
Friends 46.9 61.2 -9.5*
School 44.3 51.4 -5.8*

NOTE: Values are means and t scores representing significance between groups (LD and
NLD).
*p<0.05

Particularly for Esenyurt, between the LD and NLD group significant
differences were found in terms of the quality of life scores measured by KINDL-
R total and subscale scores. There are significant differences between the children
with LD and children without LD in terms of child’s total quality of life as

perceived by him/ her and measured by KINDL-R Kid [t(148)=-11.6, p<.05].
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Similarly, between the LD and NLD groups, there is a significant difference
between the total quality of the child perceived by parents, measured by KINDL-
R parent [t (146) =-5.7, p<.05] and child’s total quality of life as perceived by
teacher, measured by KINDL-R teacher [t (148) =-18.8, p<.05]. When it comes to
the subscales of the forms of KINDL-R, there are significant differences between

LD and NLD groups in terms of all subscales (Table 9).
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Table 9. Differences between LD and NLD groups in terms of their KINDL-R

quality of life total and subscale scores in Esenyurt

Group Mean t-value
Measure LD NLD
KINDL-R-Kid
Total 50.2 71.7 -11.6*
Physical 53.3 75.3 -7.5*
Emotional 52.0 74.4 -7.9*
Self-esteem 47.1 74.8 -10.1*
Family 54.2 73.7 -6.1*
Friends 50.1 70.1 -6.9*
School 43.2 61.8 -8.0*
KINDL-R-Parent
Total 52.8 65.6 -5.7*
Physical 54.0 68.0 -4.5%
Emotional 53.5 61.0 -3.6*
Self-esteem 54.1 63.9 -7.3*
Family 60.5 69.6 -4.3*
Friends 57.2 65.5 -4.1*
School 50.3 65.8 -6.2*
KINDL-R-Teacher
Total 43.4 60.8 -18.8*
Emotional 47.7 63.0 -8.9*
Self-esteem 40.5 63.2 -16.9*
Friends 42.5 63.2 -13.1*
School 42.6 53.8 -7.9*

NOTE: Values are means and t scores representing significance between groups.
x|
p<0.05

When it comes to Bakirkdy district, between the LD and NLD group
significant differences were found in terms of the quality of life scores measured
by KINDL-R total and subscale scores. There are significant differences between
the children with LD and children without LD in terms of the child’s total quality
of life as perceived by him/her and measured by KINDL-R Kid [t(88)=-2.1,

p<.05]. Similarly, between the LD and groups, there is a significant difference
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between child’s total quality of life as perceived by parents, measured by KINDL-
R parent [t(88)=-6.3, p<.05] and child’s total quality of life as perceived by

teacher and measured by KINDL-R teacher [t(88)=-3.4, p<.05] (Table 10).

Table 10. Differences between LD and NLD groups in terms of their KINDL-R

quality of life total and subscale scores in Bakirkdy

Group Mean t-value
Measure LD NLD
KINDL-R-Kid
Total 51.1 57.9 -2.1*
Physical 52.1 59.7 -2.5*
Emotional 53.0 66.2 -5.6*
Self-esteem 46.1 55.7 -3.5*
Family 48.1 58.7 -2.5*
Friends 57.1 64.6 -3.1*
School 42.1 48.1 -3.2*
KINDL-R-Parent
Total 54.9 64.4 -6.3*
Physical 52.2 67.5 -7.1*
Emotional 50.1 66.2 -5.9*
Self-esteem 53.3 69.3 -6.5*
Family 61.9 67.9 -2.7*
Friends 64.7 73.6 -3.1*
School 45.1 54.1 -3.2*
KINDL-R-Teacher
Total 48.1 56.1 -3.4*
Emotional 46.6 53.1 -3.2*
Self-esteem 44.1 50.1 -2.6*
Friends 54.3 59.7 -2.5*
School 45.1 53.4 -3.3*

NOTE: Values are means and t scores representing significance between groups.
*|
p<0.05
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Characteristics of Children with LD According to the Results of the Learning

Disability Screening Measure

Table 11 shows the minimum, maximum, mean and standard deviation scores of
the Learning Disability Screening Test which was administered to the LD students
in two districts. The test has four domains and the high scores on the domains
show that the frequency of the problem behavior observed by the student is high;
whereas low scores on the scale show that the problem behavior is rare or never
observed. Based on analyses, all the domain averages are over 2. This shows that
teachers voted the frequency of behavior of learning disability high for children

with LD.
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Table 11. Means, standard deviations and minimum/maximum scores

for the Learning Disabilities Screening Measure

Measure Min Max Mean (SD)
Screening
L Academic 133 300 247 029
2. Reading 1.90 2.90 2.48 0.19
3. Visual 0.67 3.00 2.25 0.46
4. Auditory 1.00 3.00 2.18 0.38
5. Writing 1.89 3.00 2.46 0.21
6. Arithmetic 1.33 3.00 243 0.37
7. Study 1.60 3.00 2.37 0.30
8. Organization 1.60 2.80 2.31 0.27
9. Direction 1.43 3.00 2.26 0.33
10. Tactile 1.00 3.00 2.26 0.56
11. Sequencing 1.00 3.00 2.32 0.47
12. Verbal 1.80 2.80 2.36 0.26
13. Motor 1.40 2.80 2.20 0.28
14, Social 1.92 2.63 2.34 0.16
15. Action 1.00 3.00 221 0.43
16. Attention 1.00 2.75 2.23 0.36
17. Motivation 1.33 3.00 2.40 0.28
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The correlation matrix among the domains of the Learning Disability
Screening Measure for the LD group in two districts is shown in Table 12. The
domains that correlated the most positively significant were reading-writing
(r=.27, n=120, p<.01), writing-social (r = .28, n=120, p<.01), direction-social
(r = .36, n=120, p<.01), reading-motivation (r = .31, n=120, p<.01), academic-
attention (r = .27, n=120, p<.01), reading-arithmetic (r = .22, n=120, p<.05).

For the LD group in Esenyurt, Table 13 presents the correlation matrix.
For children with LD who lived in this district, the domains that correlated the
most positively significant were academic-attention (r = .37, n=75, p<.01),
academic-study (r = .32, n=75, p<.01), arithmetic-attention (r = .31, n=75,
p<.01), tactile-social (r = .31, n=75, p<.01), academic-reading (r = .23, n=75,
p<.05) and academic-organization (r = .26, n=75, p<.05).

As for the LD group in Bakirkdy, Table 14 shows the correlation matrix.
The most significant positive correlations were found between study-
organization (r = .49, n=45, p<.01), writing-social (r = .43, n=45, p<.01),

reading-action (r = .39, n=45, p<.01), visual-organization (r = .39, n=45, p<.01).
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Table 12. Correlation Matrix among domains of Screening test for the total LD group

Measure 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
Screening

1. Academic 07 .00 -02 .02 .06 200 16 -05 -.09 -01 -11 -22%  -03 -.06 27%  -32*
2. Reading -33%%  p g7ex 22 01 -23*  -03 .03 .08 -.02 08  -11 .04 -.03 31*
3. Visual 11 -12 -09 .08 .09 .20* -13 -.02 -.06 -02  -.06 .01 -10 -.06
4, Auditory _ogrx =13 .06 .03 27 .18* .04 10 06  -.09 .05 .04 .06
5. Writing A7 .05 a3 -.02 -.08 13 -.05 -06  .28**  -09 .18* -.05
6. Arithmetic 14 .09 -.08 .00 -.08 S27R L21% .02 .01 23%* .01
7. Study A9% -3 .02 -11 -15 00 .10 17 -11 .07
8. Organization .04 .05 .01 -11 -01  -04 -.03 -13 -.06
9. Direction -17 -.08 -.25 -13 .36* 17 -.06 -15
10. Tactile -22% .07 A1 25%* 13 -.06 13
11. Sequencing -.09 17 .05 -.05 01 -23%*
12. Verbal .03 05  -25%* -19*  -15
13. Motor 13 -01 -10 14
14, Social .10 -.05 .08
15. Action .00 .05
16. Attention 01
17. Motivation -
SCREENING (LEARNING DISABILITY SCREENING MEASURE- OGRENME BOZUKLUGU BELIRTI TARAMA TESTI)

*p<0.05
**p<0.01
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Table 13. Correlation Matrix among domains of Screening test for the LD group in Esenyurt

Measure 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
Screening

1. Academic 23* 06 -13 -01 .18 .32  26* -04 -22 .13 -20  -38**  -09 A4 37 47
2. Reading 23* -38* 15 01 .05 -01 .03 -11 .09 -14 17 -22  -12  -16  -29*
3. Visual -21 04 02 02 -02 26 -22 18 -23 -.05 .02 -.02 .00 .00
4. Auditory -40** 05 .02 .06 -33 22 .01 .07 11 -07 .00 12 13
5. Writing -06 .02 14 04 -10  -02 -19 -.02 14 01 10 .01
6. Arithmetic .06 16 -.06 -09 31 -39%*  _40** .15 19 31 -04
7. Study 01 -51*%* -05 -40**  -17 -07 .04 27* .06 22
8. Organization -.03 -11 .20 -.04 -15  -17 0.1  .31** -32%*
9. Direction .09 .25% .09 -.06 -13 -.16 -.03 -13
10. Tactile -23*  -.06 24%  31%* 16 -11 19
11. Sequencing 14 .07 .05 -03  -04  -31%
12, Verbal .23 -03 -39 -33  -20
13. Motor .26* .00 -12 22
14. Social .15 -15  .24*
15. Action .08 .06
16. Attention .07
17. Motivation -
SCREENING (LEARNING DISABILITY SCREENING MEASURE- OGRENME BOZUKLUGU BELIRTi TARAMA TESTI)

*p<0.05
**p<0.01
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Table 14. Correlation Matrix among domains of Screening test for LD group in Bakirkoy

Measure 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
Screening

1 Academic -01 -17 15 .13 -03 .22 -32** -13 19 -31% .20 .22  .24* .06 -07  -07
2. Reading -09 .03 .03 -03 .09 .00 -15  -07 -16 19 01 18 39%% _gqex 31%
3. Visual -04 -22 -09 .28 39%* -11 04 -23 24 11 -18  -05 o4 =22
4. Auditory 14 -12 20 -01 -33* 01 .26 12 .03 -05 .07 .03 -07
5. Writing A1 10 .15 .20 .09 .08 .28 -34%  43** 06 15  -.08
6. Arithmetic 21 .00 12 26 -.08 -04  -12 16 -.16 .01 08
7. Study 49%* 06 05 .16 -11 .08 17 .01 _agrx =15
8. Organization -06  -10 .10 -03 11 .04 -.20 .21 -06
0. Direction -17  -.08 -.25 -13 .36* 17 -.06 -15
10. Tactile -19 34*  -12 18 -.08 11 =02
11. Sequencing -34* .24 -02 .08 .02 -15
12. Verbal -271 24 21 14 -04
13. Motor -13 .04 .12 -02
14, Social 11 06 -20
15. Action -12 .05
16. Attention 15
17. Motivation -
SCREENING (LEARNING DISABILITY SCREENING MEASURE- OGRENME BOZUKLUGU BELIRTI TARAMA TESTI)
*p<0.05

**p<0.01
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The Relationships Among the Perceptions of Children and the Perceptions of

Their Teachers and Parents With Respect to Children’s Perceived Quality of Life

The relationships among self-reported quality of life of the child with LD
measured by KINDL-R child form, parent reported quality of life of the child with
LD measured by KINDL-R parent form and teacher reported quality of life of the
child with LD measured by KINDL-R teacher form was investigated using
Pearson Product-Moment Correlation Coefficient. There was a significant positive
correlation between the self-reported quality of the child with LD and parent
reported quality of life of the child with LD (r = .57, n=120, p<.01) with moderate
level of self-reported child quality of life and moderate to high level of parent
reported child quality of life. However, significant relationships did not exist
between the self-reported quality of life of the child with LD child form and the
teacher reported quality of life of the child with LD (r = .08, n=120, p>.01).
Similarly, there is not a significant relationship between the teacher reported
quality of life of the child with LD and the parent reported quality of life of the

child with (Table 15).
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Table 15. Correlation among KINDL-R total quality of life scores for the LD

sample
Measure 1 2 3
1. KINDL-R-Kid - B57** .08
2. KINDL-R-Parent - =17

3. KINDL-R-Teacher

KINDL-R-Kid: Questionnaire for Measuring Health-Related Quality of Life in Children and
Adolescents — Child form KINDL-R-Parent: Questionnaire for Measuring Health-Related Quality
of Life in Children and Adolescents — Parent form: KINDL-R-Teacher: Questionnaire for
Measuring Health-Related Quality of Life in Children and Adolescents — Teacher form

**p<0.01

For the group of children without LD, the relationships among self-
reported quality of life of the child without learning disability measured by
KINDL-R child form, parent reported quality of life of the child without learning
disability measured by KINDL-R parent and teacher reported quality of life of the
child without learning disability measured by KINDL-R teacher was investigated
using Pearson Product-Moment Correlation Coefficient. There was a significant
positive correlation between the self-reported quality of the child without learning
disability and parent reported quality of life of the child without LD (r = .49,
n=120, p<.01) with moderate level of self-reported child quality of life and
moderate level of parent reported child quality of life. Similarly, significant
positive relationship exists between the self-reported quality of life of the child
without LD and the teacher reported quality of life of the child without LD, (r =
.68, n=120, p<.01). To add, there is also a significant positive relationship
between the teacher reported quality of life of the child without LD and the parent

reported quality of life of the child without LD ( r=.50, n=120, p<.01) (Table 16).
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Table 16. Correlation among KINDL-R total quality of life scores for the NLD

sample
Measure 1 2 3
1. KINDL-R-Kid - A49** .68**
2. KINDL-R-Parent - 50**

3. KINDL-R-Teacher

KINDL-R-Kid: Questionnaire for Measuring Health-Related Quality of Life in Children and
Adolescents — Child form KINDL-R-Parent: Questionnaire for Measuring Health-Related Quality
of Life in Children and Adolescents — Parent form: KINDL-R-Teacher: Questionnaire for
Measuring Health-Related Quality of Life in Children and Adolescents — Teacher form

*p<0.01

Table 17 presents the correlation matrix of the KINDL-R child form,
KINDL-R parent form and KINDL-R teacher form for the LD group. Many of the
total and domain scored correlated positively and significantly. The most
significant domain correlations were observed between “child physical” and
“parent physical” (r=.43, n=120, p<.01), “child physical” and “child emotional”
(r=.24, n=120, p<.01), “child emotional” and “parent emotional” (r=.45, n=120,
p<.01), “child self-esteem” and “parent self-esteem” (r=.33, n=120, p<.01),
“child family” and “parent family” (r=.54, n=120, p<.01), “teacher self-esteem”
and “teacher school” ( r=.42, n=120, p<.01).

For the group of children without LD, Table 18 shows all the correlations
among all the KINDL-R instruments and their subscales. The domains that
correlated significantly were “child physical” and “child emotional” (r=.79,
n=120, p<.01), “child physical” and “child self-esteem” (r=.51, n=120, p<.01),
“child physical” and “child family” (r=.72, n=120, p<.01), “child physical” and
“child school” (r=.62, n=120, p<.01), “child physical” and “parent physical”

(r=.25, n=120, p<.01), “child self-esteem” and “parent self-esteem” (r=.25, n=120,
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p<.01), “parent emotional” and “parent self-esteem” (r=.48, n=120, p<.01),
“parent family” and “parent friends” (r=.34, n=120, p<.01), “teacher emotional”
and “teacher self-esteem” (r=.33, n=120, p<.01) and “teacher friends” and

“teacher school” (r=.33, n=120, p<.01).
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Table 17. Correlation Matrix among subtest scores of KINDL-R quality of life scores for the LD group

Measure 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
KINDL-R-Kid
L Total AQF*  B1**  BE¥*  Bgkk  Bpkk  obak  G7Rk gfkk  3gwk 3Rk g7k 0%k () .09 .05 12 .07 0.4
2. Physical 24% 15 .03 17 -03  19% 43 17 .09 .01 .04 03 .03 .17 .00 05 -05
3. Emotional 23*  26%* 18* 0.4  53** Al*  AG*x  33%* 35wk ogEx (] -19*  -17  -02 -16 -06
4. Self-esteem 17 13 -03 21 08 -07 33 26%* 13 -06 .20 13 .01 22% .06
5. Family 16 S04 52%r 2g%*  30**  34%x  BaRx o0 (8 -04  -05 -05 12 -15
6. Friends .00 24%* 15 15 .07 20%  25%* .01 .06 -04 14 13 -.09
7. School .01 .04 .07 -03  -01  24%  19%  24%* 12 34 .07 23*
KINDL-R-Parent
8. Total B4xx GTFX G5F*  G8F*  B7R*  34xx 17 .08  -15  -08  -.09
9. Physical A3 17 19% .09 13 -16 .00 .04 -19%  -18
10. Emotional 27%%  31%* 28%% 09 -17  -11  -03  -19% -02
11. Self-esteem 43%% 29%* 01 -06 .01 -18* 03 .04
12. Family 34**  -08  -06 .07 -23%* .09 -11
13. Friends .00 -08  -22% .15 24%%  -14
14, School -08 -06 .09 22 08
KINDL-R-Teacher
15. Total B2x*  BgEx  AG**  7x*
16. Emotional .07 -14  29%*
17. Self-esteem -01  42%
18. Friends -.02
19. School

KINDL-R Child (Questionnaire for Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Child form), KINDL-R Parent
(Questionnaire for Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Parent form), KINDL-R Teacher (Questionnaire for
Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Teacher Form)

*p<0.05
**n<0.01
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Table 18. Correlation Matrix among subtests of KINDL-R quality of life scores for the NLD (comparison) group

Measure 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
KINDL-R-Kid
1 Total 87 gEw g%k gk g7ax  7g%x  AgEs  g7Rx 15 09 53% 17 GI%*  G8FF  GoRk  Ggek 4Gk 33%k
2. Physical JORE BIRx 7Rk g% Gpxk 3EEx OBk 14 02 37 11 BI*e BERY 4G%*  43** 3%k 3
3. Emotional B1**% 4%k A1** BEE* 3%k 23k 1) 13 36%* .06 A4x* BlRx 3Gk 4@wk DGRk 3]
4. Self-esteem 53%%  BAkx  A7Rx G3wk ek (8 25%%  BQ¥x  3]kk  Glak  Bgak AGkk  gowk  AGkk Dok
5. Family AZ** G7FE 33Fx gk (7 -03  .38** 00 B5*%  B7*x A3k AQwk  DfRk 30wk
6. Friends Al** BIR* 33kk ok Dk AZkk BQuwk  [owk  AAkx Zpwkk gpwk ARk 14
7. School 34**  31%* 09 11 52%% 01 AT+ 61 AQ¥*  AgEE A4xx 1Q*
KINDL-R-Parent
8. Total J2%%  BB**  §Q**  75*  BgFx  B** GO AG*x 0%  55** 13
9. Physical 38** 3gxx  BhRx 3wk FPak g5xk FGEE Jgwk g5*x (08
10. Emotional A8%* 3% 49%* .05 12 12 -07  .32%* _05
11. Self-esteem 30%*  BI** 17 .05 A1 -07  19* 12
12. Family 7 e L Y A R B L
13. Friends A5* 4% 19*  -12 34%*  -04
14, School BI**E AT*E A3FE A% 33xk
KINDL-R-Teacher
15. Total J3FE T5xF G7*F BEx*
16. Emotional 33F%  36F* 25wk
17. Self-esteem 33%%  33xx
18. Friends .07
19. School -

KINDL-R Child (Questionnaire for Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Child form), KINDL-R Parent
(Questionnaire for Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Parent form), KINDL-R Teacher (Questionnaire for

Measuring Health-Related Quality of Life in Children and Adolescents — Revised Version Teacher Form)
*p<0.05
**n<0.01
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The Relationship between Perceived Quality of Life of Children with LD and

Perceived Quality of Life of Their Mothers

In this part, the relationship between the perceptions of the quality of life of the
child and the perceived quality of life of the mothers who had children with LD
was analyzed.

For the LD group in both districts perceived quality of life of mothers of
children with LD was measured with World Health Organization Quality of Life
Assessment Turkish Form (WHOQOL-BREF-TR). The relationship among
subscales of the WHOQOL-BREF and the total quality of life scores of children
(perceived by themselves, their parents and teachers) were investigated through
Pearson Moment Product Correlation. There is a significant positive correlation
between the total quality of life score of the child and the physical, psychological,
social, environmental and social pressure domains (r=.44; .47; .40; .33; .39;
n=120, p<.01, respectively). The perceptions of parents about the quality of life of
their children significantly and positively correlated with all domains of mothers’
quality of life scores (r=.50; .39; .37; .35; .36; n=120, p<.01, respectively).
However, there is no significant correlation between the perceptions of teachers
about the quality of life of their students and the mothers’ quality of life scores

(Table 19).
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Table 19. Correlation Matrix among subtest scores of KINDL-R and WHOQOL-BREF for

the LD group in two districts

Measure 1 2 3 4 5 6 7 8
1. KINDL-R-Kid (Total) R Y o 08 44%x ATF* AQ%% 33%% g%

KINDL-R-Parent (Total) -17  BO** 30 37 30xx 3pkx
3. KINDL-R-Teacher (Total) -12 =21 02 .02 .00
4. WHOQOL-BREF (Physical) STRRALRF AR 41%*
5. WHOQOL-BREF (Psychological) AT** 35k 31k
6. WHOQOL-BREF (Social) 34%% gw*
7. WHOQOL-BREF (Environmental) 97**
8. WHOQOL-BREF (Social Pressure)

KINDL-R-Kid: Questionnaire for Measuring Health-Related Quality of Life in Children and
Adolescents — Child form KINDL-R-Parent: Questionnaire for Measuring Health-Related Quality of
Life in Children and Adolescents — Parent form: KINDL-R-Teacher: Questionnaire for Measuring
Health-Related Quality of Life in Children and Adolescents — Teacher form WHOQOL-BREF: World
Health Organization Quality of Life Assessment

*p<0.05
**p<0.01

The LD group in Esenyurt indicated similar correlations with the total LD
group (Table 20). The relationships among subscales of the WHOQOL-BREF and
the total quality of life scores of children (perceived by themselves, their parents
and teachers) were analyzed by Pearson Moment Product Correlation. There is a
significant positive correlation between the total quality of life score of the child
and the physical, psychological, social, environmental and social pressure
domains (r=.57; .51; .40; .47; .45; n=75, p<.01, respectively). The perceptions of
parents about the quality of life of their children, measured by KINDL-R parent
significantly and positively correlated with all domains of mothers’ quality of life
scores (r=.63; .40; .48; .45; .45; n=75, p<.01, respectively). However, there is no
significant correlation between the perceptions of teachers about the quality of life

of their students and the mothers’ quality of life scores.

95



Table 20. Correlation Matrix among subtest scores of KINDL-R and WHOQOL-BREF for

the LD group in Esenyurt

Measure 1 2 3 4 5 6 7 8

1. KINDL-R-Kid (Total) - 5g** A0 B7R% IR A0RF 4TR* 45R*
2. KINDL-R-Parent (Total) -10  B3%%  40%* 4B 45wx 45k
3. KINDL-R-Teacher (Total) -10  -09 -18 -03  -02

4, WHOQOL-BREF (Physical) BB**B3FF BpRF 53R
5. WHOQOL-BREF (Psychological) BERK ATRR A]xx
6. WHOQOL-BREF (Social) A5*% 3gxx
7. WHOQOL-BREF (Environmental) 97**

8. WHOQOL-BREF (Social Pressure)

KINDL-R-Kid: Questionnaire for Measuring Health-Related Quality of Life in Children and
Adolescents — Child form KINDL-R-Parent: Questionnaire for Measuring Health-Related Quality of
Life in Children and Adolescents — Parent form: KINDL-R-Teacher: Questionnaire for Measuring

Health-Related Quality of Life in Children and Adolescents — Teacher form WHOQOL-BREF: World

Health Organization Quality of Life Assessment
*p<0.05
**p<0.01

For the LD group in Bakirkdy, the relationships among subscales of the

WHOQOL-BREF-TR and the total quality of life scores of children (perceived by

themselves, their parents and teachers) were investigated through Pearson Product

Moment Correlation (Table 21). The total quality of life of the children as

perceived by them positively and significantly correlated with the social domain

of WHOQOL-BREF-TR (r=.40, n=45, p<.01). However, the total quality of life

of the child as perceived by them negatively and significantly correlated with the

social pressure domain of WHOQOL-BREF (r=-.31, n=45, p<.05). The total

quality of life of the child as perceived by parent did not correlate with any

domain of WHOQOL-BREF-TR. However, the total quality of life of the child as

perceived by the teacher positively correlated with the social domain of

WHOQOL-BREF-TR (r=.37, n=45, p<.05).
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Table 21. Correlation Matrix among subtest scores of KINDL-R and WHOQOL -
BREF for the LD (study) group in Bakirkdy

Measure 12 3 4 5 6 7 8

1. KINDL-R-Kid (Total) Agxx 28 -14 24 40%*  -24  -31*
2. KINDL-R-Parent (Total) -23  -13 .28 09 -11  -03
3. KINDL-R-Teacher (Total) -05 -15 37* 03  -08
4, WHOQOL-BREF (Physical) 00  -21 00 @ -07
5. WHOQOL-BREF (Psychological) 28  -01 .08
6. WHOQOL-BREF (Social) .02 .00
7. WHOQOL-BREF (Environmental) 92x*
8. WHOQOL-BREF (Social Pressure)

KINDL-R-Kid: Questionnaire for Measuring Health-Related Quality of Life in Children and
Adolescents — Child form KINDL-R-Parent: Questionnaire for Measuring Health-Related Quality of
Life in Children and Adolescents — Parent form: KINDL-R-Teacher: Questionnaire for Measuring
Health-Related Quality of Life in Children and Adolescents — Teacher form WHOQOL-BREF: World
Health Organization Quality of Life Assessment

*p<0.05
**p<0.01

In this section, results of the current study were presented. The result
included the characteristics of children with LD and their peers without LD and
the correlations among variables. In the next section, discussion of the study will
be presented.
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CHAPTER 5
DISCUSSION
The discussion part of this study is presented under four main headings: (1) the
purpose of the study, (2) review of findings which is composed of the discussion
of the research questions, (3) implications of the study, and (4) conclusion and
summary.
Purpose of the Study
The main purpose of the current study was to analyze the influence of having a
learning disability on the perceived quality of life of children with LD. Therefore,
the difference between the quality of life of children with and without LD was
assessed by the reports taken from the children themselves, their parents and their
teachers. The second purpose of the study was to investigate the relationships
among different perceptions of child’s quality of life. Additionally, how the
mothers of children with LD perceive themselves is analyzed.
Review of Findings

Characteristics of children with LD

This part shows the characteristics of children with LD focusing on their quality

of life as perceived by their own, their teachers and their parents. The major

findings of this study were:

o Quality of life of children with LD has been perceived lower than the
quality of life of children without LD by them, their mothers and teachers.

o Quality of life of children with LD has been perceived lower that the

quality of life of children without LD in both regions.
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o Children with LD have lower levels of self-esteem, physical and
psychological well-being compared to their peers without LD.

o Children with LD have lower levels of satisfaction in their relations with
family members, friends and school.

o Children with LD have been perceived to have serious problems in
academic, reading, writing, arithmetic, study, organization and motivation
skills by their teachers.

Several studies in the literature have stated that learning disability has an
influence on the quality of life of the child (Korkmazlar, 1999; Margai & Henry,
2003; Mendlowicz & Stein, 2000; Reiter & Bendov, 1996; Shin, 1998). The
current study has shown results relevant to literature. Comparisons of mean levels
of quality of life scores for students with LD students without LD revealed that
children with LD reported lower levels of total and domain-based quality of life.
In the current study, statistical analyses comparing students with LD to students
without LD on total and domain-based quality of life scores revealed significant
differences between the two groups on perceptions of quality of life. It was found
that children with LD had lower total quality of life scores as perceived by them,
their parents and their teachers (mean=52.4, 56.1, 45.1, respectively) than
children without LD (mean=65.0, 65.2, 57.5, respectively). The significance of
the difference was observed not only between the LD and NLD groups but also
between the LD and NLD groups in Esenyurt and between the LD and NLD
groups in Bakirkoy. In addition, children with LD had learning disabilities in the
total sample (Esenyurt and Bakirkoy) assessed their own quality of life

significantly lower (mean=53.2 and 51.1 for Esenyurt and Bakirkdy, respectively)
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than children without LD (mean=71.7 and 53.9 for Esenyurt and Bakirkoy,
respectively). Similarly, in Esenyurt, parents (mean=56.8) and teachers
(mean=43.4) of children with LD assessed the quality of life of their
children/students significantly lower than parents (mean=65.6) and teachers
(mean=60.8) of children without LD. Similarly, in Bakirkdy, parents (mean=54.9)
and teachers (mean=48.1) of children with LD assessed the quality of life of their
children/students significantly lower than parents (mean=64.4) and teachers
(mean=52.1) of children without LD.

Children with LD have usually been rated by their parents and teachers as
displaying a number of maladaptive social skills as well as fewer adaptive social
behaviors compared to their peers without LD (Pearl & Bay, 1999). Children with
LD have also been found to show less interpersonal understanding compared to
their peers without LD (Kuhne & Wiener, 2000). This study gave relevant results
with the literature. Teachers and parents of children with LD rated the social
emotional and personal skills lower than children without LD. For example,
parent perception on the quality of life of the child revealed that parents assessed
their family relations of their children with LD (mean=63.1) school based-quality
of life of their children with LD (mean=48.3) significantly lower than parents of
children without LD. Also, teachers’ perceptions about the quality of life of these
children revealed that teachers perceived their students with LD as lower in
emotional well-being (mean=47.3) and self-esteem (mean=41.8) than children
without LD.

Studies of self-esteem showed differences between students with LD and

students without LD (Pearl & Bay, 1999). For example, Valas (1999) found
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adolescents with LD to have lower self-esteem than they peers without LD. This
study also revealed that children with LD had problems with self-esteem. For the
NLD sample, children assessed their quality of life to be the highest in terms of
self-esteem (mean=70.5) whereas the self-esteem of children with LD (49.8) rated
significantly lower than their peers without LD.

Considerable evidence in the literature shows that children and
adolescents with LD differ from their peers without LD with respect to behavioral,
social emotional and personality variables. The differences in the functioning of
children with LD reported in the literature supports the idea that quality of life of
children with LD may differ from children without LD (Huntington & Bender,
1993, Power, 2000). The current study displayed similar results with this literature
in that all the domain scores in the perceived quality of life of children with LD
were significantly lower than children without LD.

In the literature, there have been various definitions of learning
disabilities that emphasized the lowered school related skills of children with LD
(Fletcher, Foorman, Boudousquie, Barnes, Schatschneider & Francis, 2002,
Korkmazlar, 1999; Mendlowicz & Stein, 2000). Similarly, Torgesen and Wong
(1986), Gaddes (1985), Goldstein and Mather (2001) stated that school skills of
children with LD are the most observable part of the disorder. In this study,
characteristics of children with LD according to the evaluations of their teachers
were identified by the Learning Disabilities Screening Measure and results were
consistent with the literature. Results showed that teachers rated their students

with LD as having problems in school related skills, specifically in reading
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(mean=2.48), academic (mean=2.47), writing (mean=2.46) and arithmetic
(mean=2.43).

Based on the correlations of the domains for the LD group in two districts,
the strongest positive correlation between the direction domain and the social
domain were found (r=.36, p<.01). For the LD group in Esenyurt, the stroNAest
positive correlation between the academic domain and the attention domain
(r=.37, p<.01) whereas the strongest positive correlation for the LD group in
Bakirkdy was between study skills domain and organization domain (r=.49,
p<.01).

The findings that students with LD differ from students without LD on
quality of life domains of physical and emotional well-being, self-esteem, school,
friends and family relations is somewhat expected given the social and emotional
differences that are cited in the literature on students with LD. This is a negative
finding for children diagnosed with LD.

The relationship among the perceptions of children and the perceptions of their

parents and teachers with respect to children’s perceived quality of life

This part analyzes the relationship among the perceptions of the three groups

(child, parent and teacher) related with the quality of life of the child. The second

group of major findings of this study were:

o There is a statistically significant relationship between perceptions of
children with LD and their parents about the children’s quality of life.
There are consistent perceptions by children and by their parents about the
self-esteem level, physical and emotional well-being, school, family and

friends relations of children.
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o There is a relationship among perceptions of children without LD, their
parents and teachers about children’s quality of life. There are consistent
perceptions by children and their parents about the self-esteem level,
physical and emotional well-being, school, family and friends relations of
children.

Several studies showed that (Kuhne & Wiener, 2000; Pearl & Bay, 1999;
Power, 2000) perceived quality of life reflects subjective evaluations but
consistency among these evaluations can be possible as well. Similarly, Deiner
(1994) stated that there are advantages to using self-report methods to measure
quality of life of children. Research with children has demonstrated that
significant correlations between children’s self-reports of quality of life and
ratings of quality of life by significant others such as parents (Dennis, Williams,
Giangreco & Cloninger, 1993; Gilman & Huebner, 1997).

In this study, results showed consistency with the literature and significant
relationships were found between raters of child’s quality of life. For example,
perceptions of children and parents for the LD group significantly and positively
correlated, (r=.57, p<.01) with the family domain correlating the highest (r=.47,
p<.01). It means that when the self-reported total quality of life of the child with
LD increases, the parent perception of the total child quality of life with LD also
increases and vice versa. However, the same correlation was not found between
the teacher and child perceptions and the teacher and parent perceptions. There
might be several reasons for this. Firstly, subjective perceptions may lead to
differences in perspectives. Secondly, level of awareness of LD might account for

different perspectives and evaluations (Virginia & Maggie, 2011).
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For the children without LD, all perceptions about the quality of life of the
child correlated with each other. The parent and child perceptions about the total
quality of life of the child (r=.49, p<.01), with the school domain correlating the
highest (r=.61, p<.01). Teacher and child perceptions about the total quality of life
of the child (r=.68, p<.01) [(with the self-esteem domain correlating the highest
(r=.53, p<.01) and the school domain correlating the lowest (r=.33, p<.01)] and
parent and teacher perceptions about the child (r=.50, p<.01) [(with the friends
domain correlating the highest (r=.45, p<.01) and the school domain correlating
the lowest (r=.08, p>.01)] correlated positively and significantly with each other.
This shows a consistency among different perceptions of the child quality of life.

For the total sample, all the perceptions about the quality of life of the
child correlated with each other as well. The parent and child perceptions about
the total quality of life of the child (r=.62, p<.01) [(with the physical domain
correlating the highest (r=.52, p<.01) and the friends domain correlating the
lowest (r=.29, p<.01)], teacher and child perceptions about the total quality of life
of the child (r=.67, p<.01) [(with the self-esteem domain correlating the highest
(r=.60, p<.01) and the school domain correlating the lowest (r=.33, p<.01)] and
parent and teacher perceptions about the child (r=.47, p<.01) [(with the self-
esteem domain correlating the highest (r=.41, p<.01)] correlated positively and

significantly with each other.
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The relationship between perceived total quality of life of children with LD and

the perceived quality of life of their mothers

This part investigates the relationship between quality of life of the child
measured by KINDL-R scales and the quality of life of mothers of children with
LD measured by WHOQOL-BREF-TR. The third group of major findings of this
study were:

o There is a significant positive relationship between the quality of life of the
children with LD and their mothers’ quality of life.

o Mothers of children with LD perceived their physical and psychological
well-being, environmental conditions and social relations as related to
their children’s quality of life.

o There is a significant relationship between parents’ perception of the
children’s quality of life and mother’s perception of her own quality of
life.

In literature, there has been strong evidence that mothers of children with

LD also experience the stress of the difficulty which their children experience.

While the child experiences difficulties in learning situations and other social

environment such as in the family and school, mothers also feel different

responsibilities towards their children (Ellis & Hirsch, 2000). These
responsibilities might sometimes cause feelings of guilt, depression and

undermine their social relationships of mothers. Mothers of children with LD

generally show a variety of problems in cognitive, linguistic and social

functioning when compared to mothers of children without LD (Glidden &

Schoolcraft, 2003). Mothers of children with LD, while experience these

105



problems, are affected in terms of their quality of life. Negatively affected quality
of life of mothers results in a decreased sense of well-being with a relation to their
perceptions and ability to function (Bumin, Giinal & Tukel, 2008; Minna, Paula,
Jane, Kenneth & Heikki, 2010).

In this study, comparison of the quality of life of children with LD and
their mothers revealed consistent results with the literature. For example, in the
LD sample in both districts, children’s perception of their quality of life
significantly correlated with the domains of the quality of life of mothers (Table
19). As stated in the literature (Bumin, Giinal & Tukel, 2008; Ellis & Hirsch,
2000; Glidden & Schoolcraft, 2003; Smith, Innocenti, Boyce & Smith 1993) an
increased level of the child self-perceived child quality of life increased the
perceived quality of life of mothers and vice versa. Child’s perception about
his/her quality of life positively and significantly correlated with all domains of
quality of life of the mother [(with the psychological domain correlating the
highest (r=.47, p<.01) and the social pressure domain correlating the lowest
(r=.29, p<.01)]. For the LD group in which mothers also assessed their own
quality of life, positive and significant relationships were found between the
perceptions of parents about the quality of life of the child with LD and the
perceptions of mothers about the quality of life of mothers [(with the physical
domain correlating the highest (r=.50, p<.01) and the environmental domain
correlating the lowest (r=.35, p<.01)]. This means that, whether the father or
mother assesses the quality of life of the child, the perception of the parent about
the quality of the child increases when the perception of the mother about her

quality of life increases and vice versa.
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When it comes to the LD sample in Esenyurt, the child perception of
his/her quality of life significantly correlated with the domains of the quality of
life of mothers (Table 20). An increased level of the child self-perceived child
quality of life increased the perceived quality of life of mothers and vice versa.
Child’s perception about his/her quality of life positively and significantly
correlated with all domains of quality of life of his/her mother [(with the physical
domain correlating the highest (r=.57, p<.01) and the social domain correlating
the lowest (r=.29, p<.01)]. For the LD group in which mothers also assessed their
own quality of life, positive and significant relationships were found between the
perceptions of parents about the quality of life of the child with LD and the
perceptions of mothers about the quality of life of mothers as well [(with the
physical domain correlating the highest (r=.63, p<.01) and the psychological
domain correlating the lowest (r=.40, p<.01)]. This means that, whether the father
or mother assesses the quality of life of the child, the perception of the parent
about the quality of life of their children increases when the perception of the
mother about her quality of life increases and vice versa.

However, the LD sample shows differences from the Esenyurt and total
LD sample in that the self-perception of the child quality of life significantly and
positively correlated with only the social domain (r=.40, p<.01). However, there
was a negative significant relationship between the self-perception of the child
quality of life and the social pressure domain of the mother quality of life (r=-.31,
p<.05). It means that when self-perception of the child quality of life goes lower,

it might decrease the social pressure of the mother. Mothers of LD in Bakirkoy
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might evaluate having a child with LD as a means of lowering social pressure
(Table 21).
Implications of the Study

Implications for Practice

This study has implications for the assessment of quality of life of students with
LD. Three main scales were used in this study. Two of the scales, KINDL-R and
WHOQOL-BREF, had Turkish standardizations and showed satisfactory
psychometric properties. The Learning Disability Screening Measure is a Turkish
measure which is widely used. The availability of reliable and valid instruments to
assess several domains of quality of life is important in evaluations (Seeman,
1989). Perceptions of quality of life based on self-perceptions and perceptions of
significant others allow for a more comprehensive assessment of students with
LD.

A second implication of this study is that perceptions of quality of life
reported by students with LD are compared with students without LD. Results of
the study have shown negative outcomes for students with LD in terms of their
subjective quality of life. Students with LD significantly differed from their peers
without LD in reports of overall quality of life and domain-based quality of life.
Many studies that have analyzed children with LD on indicators of quality of life
show that students with LD differ from students without LD in terms of social
emotional variables (Greenham, 1999). For example, studies have found that
students with LD demonstrate more social difficulties, school problems and have
higher levels of emotional difficulties. The similarity in the findings of this study

with other studies’ findings underlines the importance of assessing indicators of
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quality of life of children with LD. Information received from children with LD
with respect to their satisfaction with school, friends, family and other areas of life
provides a way for researchers to target certain areas where interventions may be
needed to improve the quality of life of children with LD.

The third implication of this study involves the relationship between
students with LD and their schools. The findings of this study show that for
students with LD, school experiences of children with LD are related to lower
school-based quality of life. In other words, students with LD experience
worrying about school, being ignored by teachers, and anxiety of getting low
exam scores and being neglected by friends more in the school. It may be assumed
that students who experience these feelings have lower satisfaction with school
life and lowered quality of life at school. As a result, this finding is important
because it alerts researchers, practitioners, and school personnel to the relationship
between schools and students with LD.

The last implication involves the transactions in the child development. It
is assumed that the process of development is active and dynamic one in which
the child moves toward more complex functioning as cognitive and social
processes reorganize with each new phase of development (Campbell, 2002;
Shonkoff & Philips, 2000; Thompson & Nelson, 2001). Interactions between
children and caretakers are bidirectional; that is both children’s responses to
stimulation from adults and their influences on the behavior of the adults are
important (Campbell, 2002). Similarly, this study revealed significant
relationships between the quality of life of children and the quality of life of their

mothers, as the main caregiver. In addition, there were also significant
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relationships between the perceptions of the parent and perceptions of the child
with respect child’s perceived quality of life. Overall, the study shows the
significant relationships between the child and mother in terms of perceived
quality of life. However, which factors are moderating and mediating these
relationships is still an area which should be investigated.

Implications for Future Research

The current study investigated perceptions of total and domain-based quality of
life. However, future studies might include additional indicators of quality of life.
In addition, studies that aim at analyzing students with LD should consider
investigating subtypes of LD. There is evidence from literature that students with
non-verbal learning disabilities are at greater risk of difficulties (Greenham,
1999). Therefore, future research might consider non-verbal LD as well.

Sample in the current study included children already diagnosed with a
learning disability. However, there is evidence that diagnosis may not be given as
well as to locate a learning disability (Korkmazlar, 1999). Therefore, future
studies might focus on careful diagnosis of LD.

Results of the current study cannot be generalized to all children in
Istanbul although the number of children who participated in this study (n=240)
was satisfactory. Further research is recommended to cover more children. In
addition, students were selected from two regions. More variation in the regions is
recommended for future research.

Next, all the students with LD who participated in the study were eligible

to receive educational support from MEB. However, more studies focusing on
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children who have not been diagnosed with an LD but show the symptoms of LD
who are not having special education are recommended for future research.

Finally, there was not a teacher form in order to evaluate the quality of life
of the child so the researcher developed a teacher-reported quality of life of the
child form out of the KINDL-R parent form. Usage of a standardized teacher form
might be more appropriate to use in such studies.

Conclusion and Summary

The main purpose of the current study was to analyze the influence of
having a learning disability on the perceived quality of life of children (aged 8-
16). Therefore, the influence of having a learning disability on the quality of life
of children was measured between the LD and the NLD group through the reports
taken from the children themselves, their parents and their teachers. When the
group of children with LD was compared with the group of NLD children,
significant differences were found favoring comparison group students in terms of
higher quality of life. The differences between groups were found in both districts.

In addition, students with LD who were assessed by themselves, their
parents and their teachers showed lower quality of life and had more difficulties in
their family, school and friend relations, self-esteem, physical and psychological
well-being.

Children’s quality of life was assessed by their teachers at schools and it
was found that teachers evaluated the quality of life of children with LD lower
than the quality of life of children without any kind of disability. In addition,
school related skills were found out to be the most problem areas as children’s

learning disability symptoms were screened by teachers.
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In the literature, studies showed that children with LD were affected by the
disability (Toposki et al., 2004; Higginson et al, 2003; Silver, 1989). The results
of the current study show that children with LD experience difficulties in their
academic skills, family relations, social skills, psychological well-being, self-
esteem and physical well-being. Significant relationships were found between the
children with LD and those without disability in terms of their quality of life
scores. It is also important that children with LD had lower quality of lives
regardless of the influence of other factors (such as income level and gender).
Similarly, perceptions of their mothers and teachers also showed consistencies in
the way how the disability increases the probability of having difficulties in
children. As a result, the current study shows the picture of LD and calls for
applications of interventions as early as possible in the defined domains of life
because the continuity of problems may lead to difficulties in life domains
(Bagwell, Molina, Pelham & Hoza, 2001).

In this study, many parents were found out to be unaware of the difficulties
experienced by children with LD. Parental help is very important for children with
LD because setting interaction with them and giving the necessary help is very
important. This study showed that mothers’ perceptions of their quality of life are
closely related with the perceptions of their children. Therefore, it can be
predicted that development of mothers may also positively prompt the
development of the child. When it comes to school, children with LD experience
many difficulties at schools (Shin, 1998) starting with academic problems and
influencing social-emotional and even physical problems. The current study

showed these difficulties to be experienced at schools and calls for taking
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measures for diagnosing and applying intervention programs for children with
LD.

Taking the results of the study into consideration with respect to the
counseling aspect, it is possible to propose psychological, psychosocial and
educational interventions for children with LD.

First of all, the knowledge base of the society about learning disabilities is
limited. As a result, awareness of people of learning disabilities might increase
through social interventions such as seminars or more extensive use of
publications. Next, teachers can learn as much as they can about the different
types of learning disabilities. The resources and organizations they engage in can
help them identify specific techniques and strategies to support students
educationally. In addition, review of the student's evaluation records to identify
where specifically the student has trouble might help educators and counselors to
determine key points. Talking to specialists at schools (e.g. special education
teacher) about methods for teaching students might be useful. Necessary provision
of instruction and accommaodations to address the student's special needs must be
ensured. Parents of children with LD should be called to set permanent contact

with the teachers and counselors.

Parents of children with LD should also engage in activities to increase
their knowledge base and learn as much as they can about learning disabilities.
Parents should help the child locate the way he or she learns the best and make
homework one of the priorities. Parents should be open to counseling, which can
help their children deal with frustration, feel better about him or her, and learn

more about social skills. Parents should benefit from technological facilities when
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they need. They might try developing educational plans to address their children’s
needs. Lastly, through regular communication, they should exchange information

about their children's progress at home and at school.

Taking the interactions between the child and his/her environment into
account, it is possible to hold an optimistic view for the development of children
with LD (Campbell, 2002). The child, his/her parent and school are essential
elements of the system including and surrounding the child. Therefore, an
intervention to the system may lead to improved functioning at multiple points
(Shonkoff & Philips, 2000). Child-focus intervention with active parent
involvement works better than child focus intervention alone. Most children are
able to overcome early problems and interventions focusing on the child, the
primary caretaker, the school or, better still, their interaction over time may be

sufficient to create a reverse trend toward development.
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ARASTIRMA AMACLI CALISMA ICIN ONAM FORMU

Arastirmacinin agiklamast

8-16 yas aras1 okul donemindeki ¢ocuklarin 6grenme giigliikleri iizerine
bir arastirma gergeklestirmekteyiz. Ogrenme giicliikleri g¢ocuklarin okul
hayatindaki basarilar1 ve ilerideki sosyal hayat becerileriyle c¢ok yakindan
iligkilidir; dolayisiyla erken dénemde ortaya cikarilmalari dnemlidir. Bu ¢alisma
da, bu amagla Tiirkiye’de yliriitiilen 6nemli arastirmalardan biridir. Bu mektubu,
sizden bu 6nemli ¢alismaya katilmanizi rica etmek i¢in yaziyoruz. Bu 6nemli
calismada bize yardimei olmak isterseniz liitfen ekteki formu okuyup imzalayiniz.
[Ikogretim dénemindeki ¢ocuklarin dgrenme giigliikleri ve ebeveyn davranislari
lizerine yliriittiigiimiiz bu 6nemli ¢alismaya katilarak vereceginiz destek bizim i¢in
cok degerlidir.

Katilimcinin Bevani

Halis SAKIZ tarafindan bir arastirma yapilacagi belirtilerek bu arastirma
ile ilgili yukaridaki bilgiler bana aktarildi. Bu bilgilerden sonra bdyle bir
aragtirmaya “katilimcr” olarak davet edildim. Projenin yiiriitilmesi sirasinda
herhangi bir sebep gostermeden arastirmadan c¢ekilebilirim. Arastirma igin
yapilacak harcamalarla ilgili herhangi bir parasal sorumluluk altina girmiyorum.
Bana da bir 6deme yapilmayacaktir. Bu arastirmaya katilmak zorunda degilim ve
katilmayabilirim. Ancak, bu konuda yapilan daveti biiylik bir memnuniyet ve
goniillilik icerisinde kabul ediyorum.

Imzali bu form kagidinin bir kopyas1 bana verilecektir.
Katilimer

Adi, soyadz:

Velisi

Adi soyadt:

Imza
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GENEL BILGI FORMU

Calismaya Katilan Cocuk ile lgili Sorular:

1. Dogum tarihi: Giin Ay Yil

2. Cinsiyeti (liitfen isaretleyiniz): Erkek Kiz

3. Cocugunuzun kaginci sinifta oldugunu liitfen belirtiniz:

4. Son donemdeki sinif basari ortalamasini belirtiniz:

5. Liitfen kardes sayisin1 belirtiniz:

6. Ogrencinin veya aileden birinin énemli bir saglik sorunu olup olmadigin liitfen

belirtiniz.

7. Cocugunuzun ruh sagligina dayali bir rahatsizlik tanis1 olup olmadigini Litfen

belirtiniz.

8. Cocugunuz ¢ogunlukla hangi elini kullanmaktadir?

Sag{ } Sol{ }

9. Cocugunuz okul disinda herhangi bir iste ¢alistyor mu?
Hayir { }

Evet { }. Yaptig1is

Cocugun Ailesi ile Tlgili Sorular :

1. Anne ile baba birlikte ayn1 evi paylasiyorlar { }

2. Anne ile baba bosanmis { }
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3. Anne ile baba bosanmigsa ¢cocuk kiminle yasiyor liitfen

belirtiniz.

4.Ailenin aylik ortalama gelirini litfen belirtiniz

Cocugun Babasi ile Ilqili Sorular:

1. Baba hayatta m1? Evet { } Hayir { }
2. Babasinin yasi

3. Babanin meslegi: (issiz ise,

liitfen her zamanki meslegini yaziniz)

4. Babanin egitimi (geldigi en yiiksek diizey; liitfen birini isaretleyiniz.)
Okur-yazar degil{ } Okur-yazar{ } Ikokul{ }
flkokul terk{ }

Ortaokul{ } Lise{ } Diger{ }

Cocupun Annesi ile Ilgili Sorular:

1. Anne hayatta m1? Evet { } Hayir { }
2. Annesinin yast

3. Annenin meslegi: (issiz ise,

liitfen her zamanki meslegini yaziniz)

4. Annenin egitimi (geldigi en yiiksek diizey; liitfen birini isaretleyiniz).
Okur-yazar degil{ } Okur-yazar{ } Ikokul{ }
Ilkokul terk{ }

Ortaokul{ } Lise{ } Diger{ }
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KINDL 8-11 YAS COCUK ANKETI

Senden son haftalarda neler hissettigini 6grenmek istiyoruz ve bu amagla
yanitlamani istedigimiz birka¢ soru hazirladik. Liitfen her bir soruyu dikkatle oku.
Son haftalarda boyunca seninle ilgili olan seyleri diisiin. Her satirda sana en uygun
gelen yanit1 se¢ ve altindaki kutucuga ¢arpi isareti koy.

Dogru veya yanlis yoktur. Sadece senin ne diisiindiigiin 6nemli.

Ornegin: Higbir Nadiren Bazen Siklikla Her
Zzaman zaman

Son haftalarda canim miizik | i m m

dinlemek istedi.

Son haftalarda Higbir Nadiren Bazen Siklikla Her
Zaman Zaman

1. Kendimi hasta hissettim. O O O O O

2. Bas agrim veya karin O O O O O

agrim oldu.

3. Yorgun ve bitkindim. O m O m m

4. Kendimi giiglii ve enerji mi i mi i o

dolu hissettim.

5. Eglendim ve ¢ok giildiim. mi i mi i i

6. Canim sikildi. i i mi | |

7. Kendimi yalniz hissettim. i i mi i O

8. Korktum. m m m m m

9. Kendimle gurur duydum. O O O O O

10.Kendimi her seyden iistlin i i i i i

hissettim.

11.Kendimden hosnutluk o i o i i

duydum.

12.Birgok giizel diisiincem i i mi i i

vard.

13.Annem ve babamla aram O O m O m

iyiydi.

14.Evde kendimi iyi m m m m m

hissettim.

15.Evde tartigtik. O O O i i

16.Annem ve babam bazi O O O i i

seyleri yapmami

eNAellediler.

17.Arkadaglarimla oynadim. O O O O i

18.Diger ¢ocuklar benden O O O O i
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hoslandilar.

19.Arkadaglarimla iyi mi i mi i mi
gecindim.

20.Kendimi diger O | O i i
cocuklardan farkli hissettim.

Okulda oldugum son Higbir Nadiren Bazen Siklikla Her
haftalarda zaman Zaman
21. Okul 6devimi yapmak | | i o o
kolaydi.

22. Derslerden hoslandim. O O m] m] m]
23. Oniimiizdeki haftalarin | | ] o o
gelmesini dort gozle

bekledim.

24. Zayif notlar almaktan ] ] mi mi o
korktum.

Cinsiyetim: [] Erkegim ] Kizim

Yasim:

Bugiiniin tarihi:
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KINDL 12-16 YAS ERGEN ANKETI

Senden son haftalarda neler hissettigini 6grenmek istiyoruz ve bu amagla
yanitlamani istedigimiz birka¢ soru hazirladik. Liitfen her bir soruyu dikkatle oku.

Son haftalarda seninle ilgili olan seyleri diisiin. Her satirda sana en uygun gelen
yanit1 se¢ ve altindaki kutucuga ¢arpi isareti koy.

Dogru veya yanlis yoktur. Sadece senin ne diisiindiigiin 6nemli.

Ornegin: Higbir Nadiren Bazen Siklikla Her
Zaman Zaman

Son haftalarda canim miizik o i O O

dinlemek istedi.

Son haftalarda Higbir Nadiren Bazen Siklikla Her

Zaman Zaman

1. Kendimi hasta hissettim. O O O O O

2. Agrim oldu. m m m m m

3. Yorgun ve bitkindim. O O O m m

4. Kendimi giiglii ve enerji O O O O i

dolu hissettim.

5. Eglendim ve ¢ok giildiim. mi mi mi mi m)

6. Canim sikildi. i mi mi o o

7. Kendimi yalniz hissettim. i mi mi mi o

8. Korktum veya kendime O O O O O

giivenimi kaybettim.

9. Kendimle gurur duydum. m m m m O

10.Kendimi her seyden {istiin i i i i o

hissettim.

11.Kendimden hosnutluk o o o o m|

duydum.

12.Bir¢ok giizel diisiincem i mi mi mi o

vardi.

13.Annem ve babamla aram O m m m m

iyiydi.

14.Evde kendimi iyi hissettim. O O O O O

15.Evde birileriyle tartigtim. i mi mi mi m)

16.Annem ve babam m m m m m

tarafindan kisitlandigimi

hissettim.

17.Arkadaglarimla birlikte bir O O O o o

seyler yaptik.

18.Arkadaslarimin arasinda ] m] m] m] ]

basariliydim.
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19. Arkadaslarimla iyi O O O i mi
gecindim.

20. Kendimi diger mi mi mi mi o
arkadaslarimdan farkli

hissettim.

Okulda oldugum son Higbir Nadiren Bazen Siklikla Her
haftalarda zaman Zaman
21. Okul 6devlerini bagartyla | i i o o
yaptim.

22. Ders ilgimi ¢ekti. ] mi i i o
23. Okulda bundan sonra m m O O m
gecirecegim giinler beni

kaygilandiriyor

(endiselendiriyor).

24. Zayif notlar almaktan | i i i o
korktum.

Cinsiyetim: [1 Erkegim [ Kizim

Yasim:

Bugiiniin tarihi:
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COCUKLAR VE ERGENLER ICIN YASAM KALITESI ANKETI

8-16 yas Aile Formu KINDL

Sayin anne-baba,

Sira No:...

Cocugunuzun iyilik durumu ve yasam kalitesi hakkinda bu ankette belirteceginiz
kendi goriisleriniz ¢ok dnemli oldugundan liitfen anketi cocugunuza sormadan

kendiniz doldurunuz.

Liitfen her soruyu dikkatle okuyunuz ve ¢ocugunuzun son haftalarda kendini nasil

hissettigini diistiniiniiz.

Her satirda sizin i¢in dogru ve ¢ocugunuz i¢in uygun olan cevabin altindaki

kutucugu isaretleyiniz.

Ornegin: Higbir Nadiren Bazen Siklikla Her
Zaman Zzaman

m m m m

Cocugum iyi uyudu.

Son haftalarda Higbir Nadiren Bazen Siklikla Her

Zaman Zaman

1. Cocugum kendini hasta i i i o o

hissetti.

2. Cocugumun bas agrisi O O O O O

veya karin agrisi oldu.

3. Cocugum yorgun ve i i mi | o

bitkindi.

4. Cocugum kendini giiclii ve mi i mi i i

enerji dolu hissetti.

5. Cocugum eglenip ¢ok i i i o o

giildii.

6. Cocugumun cani herhangi o i o i i

bir sey yapmak istemedi.

7. Cocugum kendini yalniz O | i i i

hissetti.

8. Cocugum korku duydu mi i mi i i

veya kendinden emin

olamadi.

9. Cocugum kendisiyle gurur o i mi o o

duydu.

10.Cocugum kendini her i i o | o

seyden istiin hissetti.

11.Cocugum kendinden O O O i i
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memnundul.
12.Cocugumun bircok giizel mi i mi i mi
diisiincesi vardi.
13.Cocugum anne ve babasi i i i i o
olarak bizlerle iyi gecindi.
14.Cocugum evde kendini iyi mi i mi i mi
hissetti.
15.Cocugum evde bizlerle m m m O O
tartigti.
16.Cocugum bizim kendisine mi i mi i mi
hiikmettigimizi diigiindii.
Higbir Nadiren Bazen Siklikla Her
Zaman Zaman
17.Cocugum arkadaslariyla mi i mi i mi
birlikte zaman gegirdi.
18.Diger ¢ocuklar o i i o o
¢ocugumdan hoslandilar.
19.Cocugum arkadaslariyla mi i mi i o
iyi gecindi.
20.Cocugum kendini diger o i i o o
¢ocuklardan farkli hissetti.
Cocugumun okulda oldugu Higbir Nadiren Bazen Siklikla Her
son haftalarda zaman zaman
21. Cocugum okulda verilen o i i o o
Odevlerle kolayca basa
¢ikabildi.
22. Cocugum okuldaki o i i o o
derslerden hosnuttu.
23. Cocugum gelecek mi mi i i o
hakkinda kaygiliydi.
24. Cocugum okulda koti i i i i o
not alma korkusu vardi.
Cocugum: [1 Erkek [ Kuz

Cocugumun yasti:
Bugiiniin tarihi:
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Sayin 6gretmenim,

Sira No:...
COCUKLAR VE ERGENLER ICIN YASAM KALITESI ANKETI
8-16 yas Ogretmen Formu KINDL

Ogrencinizin iyilik durumu ve yasam kalitesi hakkinda bu ankette belirteceginiz
kendi goriisleriniz ¢ok dnemli oldugundan liitfen anketi 6grenciniz ve ailesine

sormadan kendiniz doldurunuz.
Liitfen her soruyu dikkatle okuyunuz ve 6grencinizin son haftalarda kendini nasil

hissettigini diisiiniiniiz.

Her satirda sizin i¢in dogru ve ¢ocugunuz i¢in uygun olan cevabin altindaki

kutucugu isaretleyiniz.

Ornegin: Higbir Nadiren Bazen Siklikla Her
Zaman Zaman

o m m m

Ogrencim mutluydu.

Son haftalarda Higbir Nadiren Bazen Siklikla Her

Zaman Zzaman

1. Ogrencim eglendi ve ¢ok o O O O O

giildii.

2. Ogrencimin cani herhangi ] i mi mi o

bir sey yapmak istemedi.

3. Ogrencim kendini yalniz ] | i i O

hissetti.

4. Ogrencim korku duydu ] O mi mi o

veya kendinden emin

olamadi.

5. Ogrencim kendisiyle gurur ] i mi mi o

duydu.

6.0grencim kendini ] | i i O

arkadaslarindan iistiin gordii.

7.0grencim kendinden ] i mi mi o

memnundul.

8.0grencimin bircok giizel ] i O o o

diisiincesi vardi.

9.0grencim arkadaslari ile ] O mi mi o

birlikte zaman gegirdi.

10.Baska 6grenciler 6grencim ] i O o o

ile vakit gecirmekten

hoslandilar.
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11.0grencim arkadaslarryla | i mi mi o
iyi gecindi.

12.0grencim kendini diger ] i mi mi o
ogrencilerden farkli hissetti.

Ogrencimin okulda oldugu Higbir Nadiren Bazen Siklikla Her
son haftalarda zaman zaman
13. Ogrencim okulda verilen o O O O O
Odevlerle basa ¢ikabildi.

14. Ogrencim okuldaki o O = = O
derslerden hosnuttu.

15. Ogrencim gelecek o O O O O
hakkinda kaygiliydi.

16. Ogrencim okulda o O = = O
basarisiz olmaktan korktu.

Ogrencim: L1 Erkek [ Kiz

Ogrencimin yast:
Bugiiniin tarihi:
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size en uygun goriinen cevabi se¢iniz. Yasaminizin son dort haftasini dikkate

WHOQOL-BREF
YONERGE: Bu anket sizin yasaminizin kalitesi, sagliginiz ve yasaminizin dteki
yonleri hakkinda neler diisiindiigiiniizii sorgulamaktadir. Liitfen biitiin sorulari
cevaplayimniz. Eger bir soruya hangi cevabi vereceginizden emin olamazsaniz, liitfen

Sira no:

almanizi istiyoruz. Ornegin bir soruda son dort hafta kastedilerek soyle sorulabilir:

baskalarindan alabiliyor
musunuz?

. Orta Tamame
Hig Cok az derecede Cokea n
1. Saglik ile ilgili
ihtiyaciniz olan destegi 1 2 3 4 5

Son dort hafta boyunca bagkalarindan aldiginiz destegin miktarini en iyi karsilayan

rakami yuvarlaga almalisiniz. Buna gore, eger baskalarindan ¢ok¢a yardim aldiysaniz 4 rakamini

yuvarlaga almaniz gerekiyor. Son dort hafta iginde, ihtiyaciniz olan destegi baskalarindan hig
almadiysaniz, 1 rakamini yuvarlaga almalisiniz. Liitfen her soruyu okuyunuz, duygularinizi

degerlendiriniz ve her bir sorunun dl¢eginde size en uygun olan yanitin rakamini yuvarlaga alimiz.

kadar hosnutsunuz?

o Biraz Ne iyi, ne Oldukga .
Cok kot |y i kotii iyi Cok iyi
1. Yasam kalitenizi nasil
buluyorsunuz? 1 2 3 4 5
Hig
hosnut Cok az Ne hosnut, Epeyce Cok
degil hosnut ne degil hosnut hosnut
2-Saglik durumunuzdan ne
1 2 3 4 5

Asagidaki sorular son dort hafta iginde kimi geyleri ne

kadar yasadiginizi sorusturmaktadir.

kadar basarilisiniz?

. Orta Asirt
Hig Cok az derecede Gokea derecede

3-Agrilarinizin yapmaniz
gerekenleri ne kadar
engelledigini ! 2 3 4 >
diistinliyorsunuz?
4-Giinliik ugrasilarinizi
yiiriitebilmek i¢in herhangi
bir tibbi tedaviye ne kadar 1 2 3 4 5
ihtiya¢ duyuyorsunuz?
5-Y§samaktan ne kadar 1 2 3 4 5
keyif alirsiniz?
6-Yasaminizi ne 6lgiide

2
anlaml1 buluyorsunuz? 1 2 3 4 5
7-bir ig yaparken
dikkatinizi toplamada ne 1 2 3 4 5
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icin ne dlgiide firsatiniz
olur?

8-Giinliik yagaminizda
kendinizi ne kadar 1 2 3 4 5
giivende hissediyorsunuz?
9-Fiziksel ¢evreniz ne
Olciide sagliklidir? ! 2 3 4 S
Asagidaki sorular son dort haftada kimi seyleri ne dlgiide tam olarak yasadiginizi ya da
yapabildiginizi sorusturmaktadir.
Hig Cok az Orta Cokga | Tamamen
derecede
10-Giinliik yagsami1
sﬁr.dﬁrme.l.( 191n yeterli 1 2 3 4 5
fiziksel giiciiniiz ve
kuvvetiniz var mi1?
11-Bedepse1 _gf'jn_'jniisﬁniizﬁ 1 2 3 4 5
kabullenir misiniz?
12-Ihtiyaglarinizi
karsilamaya yeterli paraniz 1 2 3 4 5
var mu?
13-Giinliik yagaminizda
size gerekli bilgi ve
haberlere ne 6lgiide 1 2 3 4 S
ulagtyorsunuz?
14-Bos zamanlar1
degerlendirme ugraslari 1 2 3 4 5

Asagidaki sorularda son dort hafta boyunca yasaminizi
doyurucu buldugunuz sorulmaktadir.

n ¢esitli yonlerini ne dlgiide iyi ya da

o Biraz Ne iyi, ne Oldukg .
Cok kotii Ktii ot aiyi Cok iyi
15-Bedensel hareketlilik
(etrafta dplasfibilme, bir 1 5 3 4 5
yerlere gidebilme)
beceriniz nasildir?
Hig Cok az Ne hosnut, | Epeyce
hos? U t hosnut ne degil hognut Cok hognut
degil
16-Uykunuzdan ne kadar 1 2 3 4 5
hognutsunuz?
17-Giinliik ugrasilarinizi
yiiriitebilme becerinizden 1 2 3 4 5
ne kadar hognutsunuz?
18-1s gérme
kapasitenizden ne kadar 1 2 3 4 5
hosnutsunuz?
19-Kendinizden ne kadar 1 2 3 4 5
hosnutsunuz?
20-Aileniz digindaki 5
kisilerle iligkilerinizden ne 1 2 3 4
kadar hosnutsunuz?
21-Cinsel yasaminizdan ne
kadar hosnutsunuz? 1 2 3 4 5
22-Arkadaslarinizin
desteginden ne kadar 1 2 3 4 5
hosnutsunuz?
23-Yasadiginiz evin 1 2 3 4 5
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kosullarindan ne kadar

hosnutsunuz?
h(ilrfu " Eok az Ne hosgut, Epeyce Cok hosnut
.. osnut ne degil hosnut
degil
24-Saglik hizmetlerine 5
ulagma kosullarinizdan ne 1 2 3 4
kadar hognutsunuz?
25-Ulagim
olanaklarinizdan ne kadar 1 2 3 4 5
hognutsunuz?

Asagidaki soru son dort hafta
iliskindir.

i¢inde bazi g

eyleri ne siklikla hissettigini

z ya da yasadiginiza

baski ve kontrolle ilgili
zorluklariniz ne 6l¢iidedir?

Higbir Nadiren Ara sira Gogunl Her zaman
zaman ukla
26-Ne siklikla hiiziin,
umitsizlik, bunalti,
¢okkiinliik gibi olumsuz ! 2 3 4 S
duygulara kapilirsiniz?
. Orta Asirt
Hig (ok az derecede Cokea derecede
27-Yasaminizda size yakin
kisilerle (es, is arkadasi,
akraba) iligkilerinizde 1 2 3 4 5
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OGRENME BOZUKLUGU BELIRTIi TARAMA TESTI

Ogrenme Bozuklugu olan cocuklar, zihinsel gelisimleri acisindan yasitlariyla ayni
diizeyde olmalarina karsin okuma yazma ya da aritmetik gibi alanlardan bir ya da bir
kaginda bazi giigliikler yasamakta, bunlarm yani sira okulda, evde, giinliik yasamla ilgili
bazi islevlerde de bir takim farkliliklari, sorunlar olabilmektedirAsagida bu 6zelliklerin
bir listesi bulunmaktadir. Bu 6zelliklerden her birini 6grencinizde ne 6l¢iide gozlediginizi
belirtiniz.

Tesekkiir Ederiz.

AKADEMIK BASARI

Higbir Zaman

Bazen

Siklikla

Her zaman

Bir ¢ok alanda zeki gériinmesine
karsin okul basaris1 disiiktiir.

Basgar1 durumu giinden giine hatta
saatten saate degisiklik gosterir.

Baz1 ders/alanlarda basaris1 normal
hatta normalin iistiinde iken,bazi
ders/alanlarda diisiiktiir.

OKUMA BECERISI

Higbir Zaman

Bazen

Siklikla

Her zaman

Okumas yagitlar diizeyinde degildir.

Okumay1 sevmez.

Yagitlarindan daha yavag okur.

~N|o|o A~

Bazi harflerin seslerini 6grenemez
(harfin sekli ile sesini birlestiremez).

Sessiz ya da sesli okurken kelimeleri
parmagyla izler.

Smif diizeyinde bir parca okurken
satir, kelime ya da harf atlar yada
tekrar okur.

10

Okurken anlanmi bozacak kelimeleri
pargadakilerin yerine koyar (ne
zaman yerine, nerede gibi).

11

Kelimeleri hecelerken ya da
harflerine ayirirken zorlanir.

12

Sinif diizeyinde bir pargay1
okudugunda anlamakta zorlanir (eger
bagka birisi okursa daha iyi anlar).

13

Okurken bazi harf ya da sayilari
karigtirir, ters okur (b-d,b-p,6-9 vb.).

GORSEL ALGI

Higbir Zaman

Bazen

Siklikla

Her zaman

14

Gordiigi seyleri aklinda tutmakta
zorlanir
(gorsel bellegi zayiftir).

15

Nesnelerin boyutlarini, sekillerini,
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uzakliklarini kavrayamaz (uzaklik,
derinlik, boyut algis1 zayiftir).

16

Esyalari, resimleri, sekilleri
eslestirmekte giicliik ¢ceker, belirli bir
seklin benzerini bulmakta zorlanir.

ISITSEL ALGI

17

Bazi harf, say1 ve kelimeleri yanlis
duyar, karistirir (m-n,f-v,b-m,kas-
kos, soba-sopa, bavul-davul gibi).

18

Sozle verilen yonergeleri anlamakta
giicliik ¢eker (ne soyledigini
anlamaz).

19

Sdyleneni dinliyormus gibi goriiniir
(bagkalar1 soyleneni yapmaya
basladig1 halde o yonergelerin
tekrarlanmasini ister).

20

Birkag sey birden sdylendiginde en
az birini unutur (isitsel bellegi
zayiftir).

21

Ayni zamanda isittigi 2-3 sesten
birini duymaz (miizik dinlerken
telefon sesini, kendisine seslenildigini
duymaz).

YAZMA BECERISI

Higbir Zaman

Bazen

Siklikla

Her zaman

22

Yagsitlarina oranla el yazisi
okunaksizdir.

23

Yazi yazmay1 sevimez.

24

Akranlarina oranla yazi yazmast
yavastir.

25

Yazarken bazi harf ve sayilari ters
yazar, karistirir (b-p,m-n,1-i,2-5,d-t,g-
8.g-y,gibi).

26

Yazarken bazi harfleri atlar ya da harf
ekler.

27

Sinif diizeyine gore yazili imla ve
noktalama hatalar1 yapar (kii¢iik harf-
biiyiik harf, noktalama hatalar1).

28

Yazarken sayfayi diizenli kullanamaz
(gereksiz satir atlar, bosluk birakir,
sayfanin belirli bir kismini
kullanamaz).

29

Yagsitlarina oranla ¢izgileri kotii,
dalgalidir.

30

Yasitlarina oranla insan resmi
¢izimleri kotidiir.

ARITMETIK BECERILERI

Higbir Zaman

Bazen

Siklikla

Her zaman

31

Aritmetikte zorlanir (dort islemi
yaparken yavagtir, parmak sayar,

yanlis yapar).

32

Sinif diizeyine gore ¢arpim tablosu
O0grenmede yasitlar1 seviyesinin
altindadir.

33

Bazi aritmetik sembolleri 6grenmekte
zorlanir, karigtirir (+, -, X vb.).

CALISMA ALISKANLIGI

Higbir Zaman

Bazen

Siklikla

Her zaman

34

Ev 6devlerini almaz, eksik kalir.
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35

Ev &devlerini yaparken yavas ve
verimsizdir.

36 | Ders ¢alisirken sik sik ara verir,
cabuk sikilir.
37 | Ders galismay1 sevimez.
38 | Odevlerini yalniz bagina yapamaz.
ORGANIZE OLMA BECERILERI | Higbir Zaman | Bazen | Siklikla | Her zaman
39 | Cantasi ve egyalar1 daginiktir.
40 | Defter, kitaplarini kotii kullanir,
yirtar.
41 | Defter, kalem ve diger araclarini
kaybeder.
42 | Zamanini ayarlamakta zorluk ¢eker
(bir isi yaparken ne kadar zaman
gecirdigini tahmin edemez).
43 | Uzerine aldi1 isleri diizenlemekte
zorluk ¢eker, nereden baslayacaginm
bilemez.
YONELIM BECERILERI Hicbir Zaman | Bazen | Siklikla | Her zaman
44 | Sag-sol karigtirir.
Higbir Zaman | Bazen Siklikla | Her zaman
45 | Yoniini bulmakta zorlanir (dogu-bati,
kuzey-giiney, kavramlarim karigtirir).
46 | Burada, surada, orada gibi isaret
sozciiklerini karigtirir.
47 | Alt-iist, 6n-arka gibi kavramlari
karigtirir.
48 | Zaman kavramlarini karigtirir (diin-
bugiin, 6nce-sonra gibi).
49 | Y1l, ay, giin, mevsim kavramlarimi
karistirir (hangi mevsimdeyiz
denilince ocak diye cevap verir).
50 | Saati 6grenmekte zorlanir.
DOKUNSAL ALGI Higbir Zaman | Bazen Siklikla | Her zaman
51 | Gozii kapali iken avucuna ¢izilen
say1, harfi anlayamaz.
52 | Gozii kapali iken hangi parmagina
dokunuldugunu anlayamaz.
SIRAYA KOYMA BECERISI Higbir Zaman | Bazen Siklikla | Her zaman
53 | Dinledigi, okudugu bir dykiiytii
anlatmasi istendiginde 6ykiiniin
bagini sonunu karigtirir.
54 | Haftanin giinlerini ya da aylar1 sirayla
sayabilir ama karisik soruldugunda
bir sonrakini bilemez.
55 | Okulda 6grendiklerini ya da
calistiklarini ¢abuk unutur.
SOZEL IFADE BECERISI Hicbir Zaman | Bazen | Siklikla | Her zaman
56 | Duygu ve diisiincelerini sézel olarak
ifade etmekte zorlanir.
57 | Konusurken diizgiin ciimleler
kuramaz.
58 | Kalabalik iginde konusurken
heyecanlanir, takilir, sasirir.
59 | Bazi harflerin seslerini dogru olarak

telaffuz edemez (1,s,j gibi harfleri
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soyleyemez, yanlis soyler).

60 | Konusmasi onu taniyanlar tarafindan
zor anlagilir.
MOTOR BECERILERI Hicbir Zaman | Bazen | Siklikla | Her zaman
61 | Top yakalama, ip atlama gibi islerde
yasitlari seviyesinin altindadir.
62 | Sakardir, diiser, yaralanir, istemeden
bir seyler kirar.
63 | Catal, kasik kullanmakta zorlanir.
64 | Ayakkabi, baglamay1 beceremez.
65 | El becerilerine dayal1 islerde zorluk
ceker (diigme ilikleme, makas
kullanma, boncuk dizme gibi).
SOSYAL-DUYGUSAL Higbir Zaman | Bazen | Siklikla | Her zaman
DAVRANISLAR
66 | Diisiinmeden aniden aklina eseni
yapar.
67 | Istedikleri yapilmadiginda asir1 tepki
gosterir, ofkelenir.
68 | Elestirildiginde agir1 tepki gosterir,
Ofkelenir ya da dikkate almaz
(elestiriye toleransi azdir).
Higbir Zaman | Bazen Siklikla | Her zaman
69 | Yalniz olmayi tercih eder.
70 | Arkadas iligkileri iyi degildir.
71 | Yasitlar1 yerine daha ¢ok yetigkinlerle
ya da kendinden kii¢iiklerle vakit
gecirmekten keyif alir.
72 | Smifi¢inde hayal kurar, dalgindir,
smifta uyur.
73 | Yasitlarina oranla sinif ya da okul
kurallarina uymakta zorluk ¢eker.
74 | Degisikliklere zor uyum saglar.
75 | Duygu durumu ¢ok sik degisir (neseli
iken aniden 6fkelenebilir).
76 | Kendisine giiveni azdir.
77 | Gergin yada
huzursuzdur(dudaklarini 1sirir, sik
tuvalete gider, sagtyla oynar vb.).
78 | Kendisini fiziksel olarak begenmez.
HAREKETLILIK Higbir Zaman | Bazen Siklikla | Her zaman
79 | Hizli konusur.
80 | Asir1 hareketlidir (eli ayagt oynar,
kipirdanir, mirildanir).
81 | Uzun siire yerinde duramaz.
DIKKAT BECERILERI Higbir Zaman | Bazen Siklikla | Her zaman
82 | Dikkat gerektiren iglerden kaginir.
83 | Dikkatini ayrintilara veremez,
dikkatsizce hatalar yapar.
84 | Dikkati kolayca dagilir (baskasinin
sesinden, hareketinden dahi dikkati
dagilir).
85 | Islerini bitirmede yavastir, oyalanr,
nadiren basladigi isi bitirir.
MOTIVASYON Higbir Zaman | Bazen Siklikla | Her zaman
86 | Basarili olamadig1 zaman ¢ok ¢abuk
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vazgeger.

87 | Okulla ilgili ya da bagka faaliyetlere
katilmak istemez

88 | Ders ve okulla ilgili faaliyetlerde az
caba gdsterir.
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