MATERNAL REPRESENTATIONS DURING PREGNANCY:
A STUDY OF THE FIVE MINUTE SPEECH SAMPLE

AMONG PRIMIPAROUS WOMEN

MELIKE HACIOGLU

BOGAZICI UNIVERSITY

2020



MATERNAL REPRESENTATIONS DURING PREGNANCY:
A STUDY OF THE FIVE MINUTE SPEECH SAMPLE

AMONG PRIMIPAROUS WOMEN

Thesis submitted to the
Institute for Graduate Studies in Social Sciences

in partial fulfillment of the requirements for the degree of

Master of Arts
in

Guidance and Psychological Counseling

by

Melike Hacioglu

Bogazici University

2020



DECLARATION OF ORIGINALITY

[, Melike Hacioglu, certify that

I am the sole author of this thesis and that I have fully acknowledged and
documented in my thesis all sources of ideas and words, including digital
resources, which have been produced or published by another person or
institution;

this thesis contains no material that has been submitted or accepted for a degree
or diploma in any other educational institution;

this is a true copy of the thesis approved by my advisor and thesis committee at
Bogazi¢i University, including final revisions required by them.

Signature

Date 1?082-@1@



ABSTRACT
Maternal Representations During Pregnancy:

A Study of the Five Minute Speech Sample Among Primiparous Women

The present study examined primiparous women’s mental representations about their
unborn baby in relation to their age, prenatal distress, depression, and family income.
The sample included 108 expectant mothers, who were in the last trimester of their
pregnancy and aged between 21 and 42 years (M = 29.8). The data was collected
through home visits. Maternal representations were measured through the Five
Minute Speech Sample (Gottschalk & Glesser, 1969) procedure and the samples
were coded using the Narrative Coherence scale (Sher-Censor & Yates, 2010).
Prenatal distress (Yali & Lobel, 1999) and depression were assessed through the
Prenatal Distress Inventory and the Center for Epidemiological Studies Depression
(CES-D) Scale (Radloft, 1977) respectively. The correlations showed that there was
variability in relationship among some scores such as focus, elaboration, acceptance,
complexity, and coherence. The results of logistic regression analyses revealed that
while mothers with higher levels of income used more elaborated narratives about
their unborn babies and future mother-infant relationship, they were more concerned
about the potential challenges of parenting compared to those with lower levels of
income. Moreover, they were more likely to be distracted and lose their focus instead
of keeping the baby and relationship as the focal subject of the speech. The practical
and methodological implications are discussed from a scientist-practitioner

perspective.
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OZET
Hamilelikte Annelik Temsillerinin Incelenmesi:

IIk Defa Anne Olacak Kadmlarla Bes Dakikalik Konusma Ornegi Calismasi

Bu ¢alisma, ilk defa anne olacak kadinlarm dogmamis bebekleri ve gelecek iliskileri
hakkindaki annelik temsillerini Bes Dakikalik Konusma Ornekleri alinarak, annenin
yas1, dogum Oncesi stresi, depresyonu ve ve aile geliri gibi baz1 demografik
degiskenler baglanminda incelemektedir. Calisma, gebeliginin son trimesterinde olan
ve yagslar1 21-42 arasinda (M = 29,8) degisen 108 primipar kadin ile yapilmistir.
Calismanin verileri ev ziyaretleri yoluyla toplanmistir. Katilimcilarin annelige dair
temsilleri Bes Dakikalik Konusma Ornegi (Gottschalk & Glesser, 1969) prosediirii
ile 6lciilmiistiir ve alinan konusma 6rnekleri Anlat1 Akiciligi 6lgegi (Sher-Censor &
Yates, 2010) kullanilarak kodlanmigtir. Dogum 6ncesi stres diizeyi ve depresyon
sirastyla Prenatal Stres Olcegi (Yali & Lobel, 1999) ve CES Depresyon Olgegi
(Radloff, 1977) ile 6l¢lilmiistiir. Korelasyonlar odaklanma, detaylandirma, kabul,
karmagiklik ve akicilik gibi puanlar arasindaki iligkilerde degiskenlikler oldugunu
gostermektedir. Lojistik regresyon analizlerinin sonuglar1 yliksek gelirli anne
adaylarinin, diisiik gelirli olanlara kiyasla, bebekleri hakkinda daha detayli ve
orneklendirilmis konusmalar iirettiklerini, ancak bunu yaparken daha fazla kaygi
belirttiklerini gostermektedir. Ayrica, yiiksek gelirli grubun, konugsmanin odagini
bebek iizerine tutmakta ve dikkatini stirdiirmekte zorlanma olasiliklar1 daha yiiksek
bulunmugstur. Bulgularin uygulamaya dair ve yontemsel anlamlar1 bilim insani-

uygulamaci bakis agisindan tartigilmaktadir.
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CHAPTER 1

INTRODUCTION

1.1 Background of the study

Pregnancy, especially first-time pregnancy, is a period of transformation and
psychological re-organization of the self that helps prepare the expectant mother for
the emerging maternal role (Stern, Bruschweiler-Stern, & Freeland, 1998). The
relationship between the baby and the expectant mother begins to develop on an
imaginary level. Mental representations of expectant mothers have been studied to
examine the intrapsychic process of motherhood and the subjective experience of
becoming a mother (e.g., self as a mother, self as a woman, adjustment to the
maternal role, social support, and perceived self-efficacy in childrearing) (Ammaniti
et al., 1992; Gooding, 2012; Vizziello, Antonioli, Cocci, & Invernizzi, 1993).
Following the first trimester, the presence of the baby becomes apparent for the
mother with some consistent signs of his/her existence such as fetal movements
(Ammaniti et al., 1992; Innamorati, Sarracino, & Dazzi, 2010). As the baby feels
more real to her, she begins to imagine him/her and herself as-a-mother and as-a-self
in the mother-child relationship (Slade, 2005). Thus, before the infant is born, the
mother has an anticipatory mental structure of herself as a parent and of the expected
infant. Her baby and their future relationship are unknown to her, thus her fantasies
and mental representations that are a blend of her past experiences and expectations
are used to fill this gap (Ilicali & Fisek, 2004; Theran, Levendosky, Bogat, & Huth-
Bocks, 2005). Representations come from the mother’s own knowledge of reality

composed of conscious and unconscious content and they can change over time



(Ammaniti et al., 1992; Gooding, 2012; Stern, 1991; Stern et al., 1998; Vizziello et
al., 1993).

Pregnancy, besides the physiological aspect, is a bio-psycho-social change
process with a high risk of encountering many factors that can create social anxiety
and stress. Changes in the body, lifestyle, relationships, and responsibilities may
cause experiencing more anxiety and distress for pregnant women (Yali & Lobel,
2002). It is stated that pregnancy-related anxiety is differentiated from general
anxiety and other personality characteristics (Huizink, Medina, Mulder, Visser, &
Buitelaar, 2004). Keeping in mind that pregnant women’s body is the first
environment for the baby, the psychological changes of the expectant mother
regarding anxiety and distress may affect the baby’s development. Prenatal stress is
found to be a predictor factor for prenatal attachment and perception of the child
(Coskun, Okcu, & Arslan, 2019; Lefkovics et al., 2018), thus pregnancy-related
anxieties should be considered when examining the organization of mental
representations of expectant mothers.

Emotionally charged moments are building blocks of meaning-making, and
language is a powerful tool for processing and organizing experiences in
autobiographical memories (Oppenheim, 2006). The mother’s capacity to reflect her
mental representations about the baby in a coherent way is related to her ability to
symbolize and regulate the affective components of her experience (Slade, 1999).
Narrative approaches are particularly used to assess affective meaning-making as
wishes, goals, fears and conflicts unfold in narratives (Oppenheim, 2006). Examining
the coherence of mental representations about the baby in expectant parents is crucial
to understand their meaning-making processes about their relationship with the

unborn child. An organized and consistent narrative about the baby indicates the



mother’s capacity to access a full range of thoughts and feelings about it in a flexible
way. In other words, if a mother is able to reflect upon her thoughts and emotional
experiences about the upcoming baby, then she can acknowledge her own complex
feelings and realize that the baby has its own needs as a real entity rather than an
imagined/fantasy baby (Ammaniti et al., 1992). On the contrary, a one-sided,
disengaged and meager narrative may indicate defensive processes such as denial
and distortion of thoughts and feelings (Oppenheim, 2006).

Some studies showed that the coherence of the mother’s narrative is a strong
predictor for future mother-child interactions (Sher-Cencor, Grey, & Yates, 2013).
That is to say, mothers who provide a coherent narrative of the representations
regarding their children tend to respond to their infants’ signals sensitively, provide
them appropriate scaffolding and communicate emotional experiences, which is
related to the development of the infant’s cognitive skills (Lucassen et al., 2015;
Roebers, 2017).

Assessment of maternal representations is fundamentally based upon verbal
expressions of the relationship with the child. Borrowing from the attachment
literature, representations can be utilized based on their qualitative content and
affective features (e.g., positive/negative/neutral or balanced/non-balanced) in
addition to content-free dimensions such as coherence and richness. Narrative
content-based evaluation reflects whether the child and the relationship are
mentioned as positive/negative while content-free evaluation puts an emphasis on the
organization of thoughts, meaning Aow it is said is more important than what is said.

There are some Turkish studies in which mothers’ narratives were examined
for both content-based and content-free characteristics through qualitative methods

(Buldur, 2009; Ilicali & Fisek, 2004; Siimer, Sakman, Harma, & Savas, 2016). Ilical



and Fisek (2004) examined the content and affectional tone of the maternal
representations and perceived efficacy in the mothering role in a sample of forty-five
primiparous women, half of which were at four to eight months of their pregnancy
and the other half had an infant between zero to seven months of age. They examined
if there were any differences in mental representations about their baby between the
groups of expectant and new mothers. They measured representations through a
French instrument called L’entretien (Robert-Tissot et al., 1989) consisting of 18
questions including five bipolar adjectives (e.g., calm vs. excited, finds mothering
easy vs. finds mothering hard) in addition to the Maternal Representation Interview
(MRI; Ihcali & Figek, 2004) that has eight open-ended questions about the unborn
baby, herself as a mother, herself as a person, her own mother, her husband,
perception of her partner as a father, feelings about the baby, anxiety and fears. This
interview lasted about 10 minutes. The MRI data were coded both for content-free
(i.e., coherence, affect and its congruence with content, richness, and flexibility) and
content-based (i.e., positive, negative or neutral) dimensions of narratives. The
results showed no significant difference between the expectant and new mothers in
terms of content-free dimensions of the narratives. On the other hand, the results
indicated a tendency toward higher coherence scores among older mothers’
narratives than younger expectant mothers’ narratives. Thus, it seems that narratives
become more coherent with increasing age. Although these findings seem intriguing,
the researchers noted the cross-sectional design and small sample size of their study
as limitations.

Buldur (2009) also studied maternal representations in a sample of Turkish
primiparous women through a 45-minute semi-structured interview that included 50

open-ended questions in a sample of 10 new mothers with infants between 6 to 12



months of age. The interview questions, which were designed to obtain information
about participants’ experiences during pre and postnatal periods as well as perceived
maternal efficacy were based on the previous instruments such as the Working
Model of the Child Interview (WMCI; Zeanah, Benoit, Hirshberg, Barton, & Regan,
1994), Interview of Maternal Representations During Pregnancy (IRMAG;
Ammaniti et al., 1992) and L’entretien (Robert-Tissot et al., 1989). The participants’
responses were evaluated with a qualitative method called “poetic structures and
meaning method” in accordance with Stern’s (1995) “motherhood constellation”
themes consisting of the life-growth, primary relatedness, supporting matrix and
identity reorganization. This narrative analysis approach focuses on the organization
of narratives, the relationship between the parts and the whole to make a framework
for the participants’ narration in order to investigate the personal experiences and
meaning-making process of the participants (Buldur, 2009). The findings provided a
better understanding of maternal representations of primiparous women in Turkey,
but the researcher stated that they could not be generalized due to the small sample
size. Furthermore, she noted that the possible effects of some demographic variables
such as education level, socioeconomic status, and working status of the mother
should be examined in future studies.

Lastly, Stimer and his colleagues (2016) interviewed 30 first-time mothers
and their children aged between four to seven years. They adapted the Working
Model of the Child Interview (WMCI; Zeanah et.al., 1994) to assess attachment
orientations and mental representations of mothers about their children. They
conducted a 1.5-hour semi-structured interview on the mothers’ perceptions about
their children’s characteristics, development, and difficulties. Mothers’ responses

were evaluated in terms of acceptance, openness to change, richness of perception,



coherence, infant difficulty, fear for infant safety, caregiving sensitivity, and
intensity of involvement. They found out that a high level of education was a
protective factor in terms of having more positive mental representations about the
child, attachment orientation, and child behavioral outcomes (Stimer et al., 2016).
Additionally, it was stated that the level of mothers’ education was associated with
the cognitive components of mental representations such as richness of perception
about the child (i.e., elaboration on various aspects of the child). On the other hand,
the level of maternal education was also positively associated with the level of
anxiety. It might be interpreted in the way that highly educated mothers tend to
obtain an elaborated and comprehensive perception of their children. At the same
time, they tend to feel anxious by setting high standards for their children (Siimer et
al., 2016). The study put importance in understanding the relationship between
attachment orientation and mental representation of mothers regarding children’s
behaviors in the Turkish sample; however, the researchers stated the small sample
size as a limitation.

The relationships between pregnancy anxiety, depression, and maternal
representations have not been studied in Turkey, although they might be significant
factors in examining mental representations. An international study that investigated
the relationship between marital distress, depression, and prenatal mental
representation included 153 expectant mothers and fathers, in which they used
Revised Dyadic Adjustment Scale (Busby, Christensen, Crane, & Larson, 1995) to
assess the quality of couple relationship, and the Edinburgh Postnatal Depression
Scale (EPDS; Cox, Holden, & Sagovsky, 1987) to evaluate parental depressive
symptoms both at 20 gestational weeks. Additionally, they used WMCI to assess

parental attachment representations between 29 and 32 gestational weeks (Ahlqvist-



Bjorkroth et al., 2016). The results of the study showed that mothers who had
depressive symptoms had more distorted representations (57%) about their upcoming
baby than mothers with less depressive symptoms (17%). Marital distress did not
have a significant direct effect on the mental representations, yet mothers who were
in the satisfied/happy group had more balanced representations about the baby than
mothers with depressive symptoms. Hence, it can be concluded that mothers with
high levels of depressive symptoms, but low levels of marital distress are less likely
to have distorted representations about their children. Better couple relationships
would be a supportive factor for the expectant mother and this interpretation is
compatible with the study of Hopkins and her colleagues (2018) examining the
relationship between social support, anxiety, and distress symptoms and maternal-
fetal attachment. In this study, maternal-fetal attachment was defined as expectant
mothers’ thoughts, feelings and behaviors towards the fetus and it is proposed that
trait anxiety and maternal distress (anxiety, stress and depression) would be related to
maternal-fetal attachment and that results would be moderated by social support.
They studied 94 expectant mothers who were between 15 and 28 weeks in their
gestation period and were with a mean age of 28.9. Depression, anxiety, and stress
levels of the participants were composed as maternal distress and assessed through
the Short-Form Version of the Depression Anxiety Stress Scales (DASS-21; Henry
& Crawford, 2005) including 21 questions (7 for each subdimension) with 3-point
Likert scale. In addition, mothers’ state-trait anxiety, anticipated social support and
maternal-fetal attachment scores were obtained through self-report measures. They
found that only prenatal trait anxiety and social support (but not prenatal distress
which was related to situational factors) predicted maternal-fetal attachment. It can

be concluded that mothers who were more anxious were less engaged with the



thoughts, feelings, and behaviors regarding the upcoming baby which might predict
future mother-child relationship and secure infant attachment. Furthermore, although
the relationship between the frequency of engaging in attachment-related behaviors
and trait anxiety was not moderated by social support, it was indicated that social
support moderated the relationship between prenatal distress and maternal-fetal
attachment. This result was interpreted by the researchers that trait anxiety indicated
permanent symptoms of anxiety and was less likely to be affected by other variables,
whereas prenatal distress is more situational so it could be attuned in relation to the

different variables.

1.2 The purpose of the current study
The first aim of the study is to explore the intercorrelations among the components of
narrative coherence which are the focus (i.e., ability to remain focused on the baby
and their future relationship), elaboration (i.e., the capacity to generate a detailed and
meaningful description about the child), separateness (i.e., parent’s perception about
the child as a unique and independent person with his/her own needs and with a
distinct personality), concern/worry (i.e., parental concerns about the child or
parenting skills), acceptance and warmth/rejection (i.e., the degree of understanding
of child’s characteristics and challenging aspects of their relationship) and
complexity (i.e., comprehensive and balanced narrative with positive and negative
aspects of the child supported by everyday life examples).

The second aim of the study is to examine the relationship between maternal
age, prenatal stress and depression, family income, and the FMSS scores. Given
previous findings showing that older pregnant women’s narratives about their

(unborn) infants were emotionally more involved (Lambregtse-van den Berg et al.,



2013), it is hypothesized that older participants’ narratives will indicate higher levels
of concern regarding the baby and their future relationship with the baby. No
hypothesis is formulated regarding the associations between the other scores of the
FMSS-NC (i.e., focus, elaboration, separateness, acceptance, complexity, coherence)
and maternal age, given that there is no evidence indicating a link between these
narrative characteristics and parents’ age.

Third, it is hypothesized that the FMSS-NC scores (except concern) will
increase as the family income level increases in the light of previous findings
indicating a negative association between criticism and emotional over-involvement
towards the unborn baby in narratives of expecting parents and their family incomes
(Lambregtse-van den Berg et al., 2013). Similarly, it is also expected that
participants with lower family income levels will report higher levels of concern
about the baby and their future relationship with him/her.

Fourth, it is hypothesized that the FMSS scores (except for concern) will
decrease as participants’ prenatal stress and depression levels increase given previous
findings showing the link among mothers’ depressive symptoms and their negative
depiction and distorted mental representations about the infant (Ahlqvist-Bjorkroth et
al., 2016; Barnes et al., 2007). Likewise, it is expected that the concern scores will

show an increase as prenatal stress and depression scores increase.

1.3 The significance of the study

Previous findings point out the importance of examining maternal representations
both in pre and postnatal periods as it is a significant predictor of mother-infant
relationship and child development (Ammaniti et al., 1992; Huth-Bocks, Theran,

Levendosky, & Bogat, 2011; Korja et al., 2010; Sher-Cencor et al., 2013; Zeanah et



al., 1994). In a very recently published meta-analysis, Rea and colleagues showed
that the narrative coherence that is measured through the FMSS significantly
predicted parent-child interaction in 21 out of 25 studies (84%) especially through
positive parenting skills such as warmth, problem-solving, lack of criticism and
harshness (Weston, Hawes, & Pasalich, 2017), and supportive family environment
(Psychogiou, Netsi, Sethna, & Ramchandani, 2012; Rea, Factor, Kao, & Shaffer,
2020). In addition, there are some findings demonstrating that coherence of mothers’
narratives was significantly related to behavioral adjustment and emotional
regulation of children from infancy to adolescence (Sher-Cencor et al., 2013; Sher-
Censor, Khafi, & Yates, 2016). It was asserted that preschoolers’ adjustment to
school was moderated by mothers’ narrative coherence. Especially children with
self-regulation problems whose mothers produce incoherent narratives showed
increased internalizing and externalizing behaviors, whereas children with better
self-regulation abilities who had incoherent narratives had no such effect on their
behaviors (Sher-Cencor et al., 2016). Thus, narrative coherence of maternal
representations seems to be a concept that deserves further scientific attention. Most
of the existing studies are based on qualitative methods and small sample sizes
(Buldur, 2009; Ilicali & Fisek, 2004; Stimer et al., 2016). Exploring the correlates of
maternal representations in a larger sample size may improve the generalizability of
the findings so that its implications may be incorporated to parenting intervention
programs that target expectant or new parents (e.g., programs focusing on the ability
to see and understand both positive and negative aspects of children’s characteristics,
decreasing the level of mothers’ idealization of their children, or individual
counseling programs for pregnant women focusing on narrative re-production of

their experiences regarding their transition period).
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The Five Minute Speech Sample (FMSS; Gottschalk & Glesser, 1969)
method has been increasingly used in developmental research and it has some
additional methodological advantages besides the time efficiency of the
administration and scoring. The FMSS does not have any prompting questions,
which may cause participants to adjust their speech due to the social desirability
effect (Rea et al., 2020). To the author’s knowledge, this is the first time that the
FMSS is used to assess mental representations in a Turkish sample. Therefore, this
study might contribute to the theoretical background of mental representations and

FMSS literature in Turkey.
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CHAPTER 2

LITERATURE REVIEW

2.1 Conceptualization of mental representations

The concept of mental representations was proposed by Bowlby (1969) and called as
‘internal working model’ to define a set of expectations the child has for future
relationships based on his or her attachment experiences with primary caregivers.
The model basically includes the child’s sense of confidence about the consistent
availability of the attachment figures. The internal models begin to be formed in the
first year of life and reformed until the age of five (Schermerhorn, Cummings, &
Davies, 2008). Accordingly, children transform early interactions with caregivers
into cognitive-affective schemas of self and other and these schemas shape their later
behavior and relationship patterns (Fonagy & Target, 2003). The mental structure
provides ones with a mental capacity for the evaluation of a variety of possible
actions in the world (Bretherton, 1993).

Main, Kaplan and Cassidy (1985) made a move to expand the scope of the
attachment research beyond the observation of the relationship and attachment
patterns by examining the content of internal working models to better understand
the parent-infant relationship. They theorized that internal working models are not
only composed of pictures merged from past experiences or passive introjections of
the attachment figures; rather, they include concepts of self and cognitive assets such
as attention, memory, cognition and they are active constructions, which needs an
organizational aspect of the representations. Understanding and examining the
organization of mental representations gained importance in literature in addition to

their content evaluation.
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Furthermore, Zeanah and his colleagues defined internal representations as
memory structures that re-present a version of lived experience to an individual.
They are “the internal aspects of relationship patterns that guide external
interactional behaviors” (Zeanah & Anders, 1987; Zeanah & Barton, 1989, p.137).
Further, Nelson (1999) stated that mental event representations are the sequenced
actions that have causal relationship activities within a particular time and place.
They are not specific memories of events; rather, they are abstracted averages of
these specific events. For example, a three-year-old girl asked to describe her
birthday party might mention cake, candles, and presents (Zeanah & Barton, 1989).
These responses are the abstracted and generalized experience of a birthday party
constructing mental event representations but not the actual specific event. Routines
and repeated actions build a repertoire of event knowledge from infancy to
adulthood, which means the knowledge about what happens and how (Nelson, 1999).
In addition, abstracted experiences within this knowledge is used as a source of
everyday interaction with the self and other.

Stern (1985) has suggested a detailed description for internal representations
which have a hierarchy from the global (higher order) schemas to more specific ones.
He proposes that interactive experiences are transformed into a memory of that
specific experience, which is called episodic or autobiographical memory of specific
events (e.g., feeding the baby last night). Then, similar episodic memories are
abstracted into prototypical ones or representations (e.g., all feeding situations
regardless of context). Similar prototypical interactive moments or sequences are
called RIG (representation of interactions that have been generalized) by Stern
(1985) and these sequences form representational scenarios, for example; all

caregiving routines such as feeding and play sequences (Zeanah & Barton, 1989).
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Selected RIGs and scenarios constitute internal working models that act as a part of
unconscious guides to behaviors in the relationship. Stern (1991) focuses on the
process of reorganization of expectant mothers’ representations including the
mothers’ the sets of relationships. Representations about being a wife of a partner, or
about the expectant mothers’ own mother, father, or other parental figures could be
some examples for the representational sets of relationship. These sets of
relationships have the baseline for the representations of the upcoming baby which
gradually evolve during pregnancy and particularly prominent since the seventh
month (Ammaniti et al., 1992).

Cognitive psychology literature has a significant role in understanding and
framing mental representations and narrative production in addition to
representations’ affective contents. The dynamic structure of mental representations
requires complex multileveled cognitive processes including encoding, storage,
retrieval, operation and reconstruction of working models (Bretherton, 1993). Past
experiences that are stored in the long-term memory and new representations
composed in the short-term memory are categorized and stored within the causal
relationship which leads to having a mental representation of the experience.
Oppenheim and Waters (1995) suggested that making connections and having a
distinct causal organization makes experiences easier to be accessible to memory.
Representations are the abstracted symbolic information which is needed to be held,
manipulated and categorized in the mind in order to construct a narrative production
(Oppenheim & Waters, 1995). These abilities lie under the information processing
abilities such as encoding, storage, retrieval, monitoring, steering and controlling the
information (Roebers, 2017). These abilities enable one to inhibit responses,

represent mental plans and act in a goal-directed, self-determined, flexible way in
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various situations. An organized, coherent, consistent and complex narrative requires
flexibly accessing a full range of information and eliminating those regarding
contextual factors to be meaningful, which requires each of the abilities mentioned
above. Such an information processing enables one to make meaning from the
experiences, accurately interpret interactions with others and give detailed examples

in addition to predicting the future course of action.

2.2 Narrative coherence
Narrative coherence is a way of portraying the integration and organization of
symbolic information such as ideas and feelings. It reflects individuals’ information
processing course as mentioned before, including storage and retrieval of the
relational ascriptions (Hesse, 2008). It could be a reference for the adult mind in
which different aspects of reality are contained and contradictory models of the same
reality are held (Main, 1991). A coherent narrative is well-organized, understandable,
consistent, authentic, and multi-directional, whereas an incoherent narrative is
qualified with defensive exclusion of difficult feelings about the child, having
inconsistency and contradictory statements, lack of emotional integration, and/or
having an idealized or rejected perception of the child (Sher-Cencor et al., 2013). A
coherent narrative reflects the connectedness of thoughts including consistency,
continuity and flow of ideas and feelings in a logical way (Ilical1 & Fisek, 2004).
Logical organization of thought includes an orientation and referents enabling the
listener to follow the track of the narrative easily.

The knowledge which is expected to have a singular model should be
metabolized, acknowledged and integrated in order not to be inconsistent and

disrupted in the narrative of the individual (Main, 1991). Otherwise, conflicting
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and/or incompatible models, which are called “multiple models” by Bowlby (1969)
would be established, which may lead to disruptions, logical contradictions in the
narrative, slips of tongue and/or losing the track of the narrative.

Stern (1991) proposed different models about maternal representations which
are the distortion model, dominant theme model, and coherence model. The first one
is about the distance between the mother’s subjective experiences and the objective
truth. For instance, a mother may ignore the developmental delay of the child and act
as if the child shows a normal development. The second model is about the ability to
have some space to consider different possible features of the baby rather than
getting stuck in her own theme. For instance, a depressed mother may expect her
child to make her happier and less depressed. The third one is the narrative coherence
model that focuses on the narration of the subjective experience rather than the
objective historical truth. The latter is important in the sense that the individual’s
subjective experiences can be re-constructed along with the narration by the
modification of prevalent internal working models (Huth-Bocks et al., 2011). Human
beings are the authors of their own life and narration gives them a chance to
reconstruct the story by making various connections and new meanings.

Richness and complexity of the narratives indicate balance and coherence of
mental representations (Oppenheim & Waters, 1995). Repeated stories are more
likely to be easily reached in memory, which increases the number of examples and
details about them. Eliminating relevant everyday life evidence orderly during
narration, portraying a multidimensional picture about the baby and the future
relationship including caregiving, range of behaviors, characteristics and feelings,
and presenting both negative and positive aspects of their baby in a balanced fashion

are characteristics of complex narratives which require cognitive-affective
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processing (Sher-Cencor & Yates, 2010). On the other hand, a brief, meager or one-
sided description of the baby indicates that the mother cannot operate a clear causal
relationship between the events, which may lead her to have a distorted

representation of the baby and their future relationship.

2.2.1 The development of the Five Minute Speech Sample (FMSS) Procedure

The FMSS procedure was developed by Gottschalk and Gleser (1969) to assess the
content of psychiatric adult patients’ speech samples through the assumption that an
uninterrupted speech sample may help patients project their intrapsychic aspects such
as anxiety (e.g., statements about the threat of death, separation, guilt or shame),
hostility (e.g., statements of hostile or aggressive feelings and actions) and hope
(e.g., statements reflecting the intensity of optimism). It was used to assess
psychiatric symptoms of hospitalized adults, such as reaction to treatment and
symptoms of relapse from schizophrenia and anxiety. Furthermore, its content was
used to differentiate between psychotic and non-psychotic adults (Sher-Cencor,
2015). For instance, hostility scores were found higher for hospitalized adults than
those of non-hospitalized.

Afterwards Brown and Rutter (1966) (as cited in Sher-Cencor, 2015) realized
that hospitalized adult patients with schizophrenia had experienced more relapse
when they return their home to live with their emotionally over-involved or highly
critical parents. Therefore, they proposed the Expressed Emotion model indicating
that family environment could be measured as an indicator of how parents treat their
children in actual life and developed the Camberwell Family Interview (CFI; Brown
& Rutter, 1966, as cited in Sher-Cencor, 2015). It was a semi-structured 1- to 2-hour-

interview asking parents about the patient’s difficulties, the parent’s coping skills
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with these difficult situations and how the two of them get along with each other.
The responses were coded regarding criticism, hostility and emotional
overinvolvement subscales (Sher-Cencor, 2015).

Later the FMSS was used to examine parents’ thoughts and feelings regarding
their relationships with their children, thus Magana-Amato (1993) adapted the FMSS
protocol to code ‘expressed emotion’ model (FMSS-EE) in their uninterrupted 5-
minute speech samples and the use of FMSS was expanded to child and adolescent
populations among the clinically referred (e.g., intellectual disability, conduct
disorder and depression) and community samples (Weston et al., 2017). The coding
system focuses on caregivers’ vocal and speech tone regarding criticism (i.e.,
statements including dislike or disapproval) and emotional overinvolvement (i.e.,
extreme overprotection or idealization) about their children. Hostility subdimension
was removed from the FMSS-EE coding system to make it appropriate for 5-minute
samples. The detailed information about why hostility subscale was removed from
the coding system could not be reached but it might be interpreted that it included
aggressive statements about the patient, generalized dislike and rejection of him/her
which is similar to the criticism subscale.

High EE corresponds to high criticism and/or high emotional
overinvolvement. A high level of criticism indicates that the relationship that the
caregivers portray has more negative features than positive aspects or the caregiver
expresses critical comments such as dislike, rejection, and resentment of the
relationship. Concordantly, a high level of overinvolvement refers to showing intense
emotions such as crying, giving excessive details about the past, statements
indicating excessive willingness to do anything for the child and idealization

(Magana-Amato, 1993).
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There are different forms of the FMSS for different groups and using the Five
Minute Speech Sample procedure has been quite common in assessing affective
components of parent-child dynamics in recent years (Sher-Censor, 2015; Sher-
Cencor & Yates, 2015; Sher-Censor et al., 2013, Sher-Censor, Dolev, Said, Baransi,
& Amara, 2017; Kaugars, Moodyb, Dennis, & Klinnert, 2007; Lambregtse-van den
Berg et al., 2013; Psychogiou et al., 2012). In the meta-analysis conducted by
Weston and his colleagues (2017), it is stated that speech samples are reliable tools to
assess parent-child quality of interaction and mothers’ mental representations about
different age groups ranging from infancy to adolescence. In addition, it is an
appropriate tool for a diverse range of populations and children with different
developmental characteristics such as infants with special needs; children with
asthma / ADHD / autism / internalizing and externalizing problems / OCD or panic
disorder; low-income families, homeless families, traumatized children, children of
depressed and non-depressed mothers, and adolescents with antisocial behavior.
Preschool Five Minute Speech Sample (PFMSS; Daley, 2001 as cited in Sher-
Cencor, 2015) which was designed to assess the content of mothers’ mental
representations about their preschool children can be given as an example of FMSS
measure. Moreover, Daley and Benson (2008, cited in Sher-Cencor, 2015) adapted
the PFMSS for parents of children with autism, which is called as Autism-Specific
Five Minute Speech Sample (AFMSS). Unstructured and free-flowing nature of the
speech samples enable researcher to have more naturalistic observation and

assessment than other data collecting techniques.
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2.2.2 Five Minute Speech Sample - Narrative Coherence (FMSS-NC) Coding
System

The coherence of speech reflects the ways individuals process, store, and retrieve
information and schemas about the child. The FMSS-NC coding system mainly
focuses on the organization or coherence of the speech as a whole (Sher-Censor &
Yates, 2010). It was adapted from the Insightfulness Assessment (Oppenheim,
Koren-Karie, & Sagi 2001). The coding system includes six sub-scales ranging from
1 to 7 to assess various dimensions of the coherence of narratives. (1) Focus refers to
caregivers’ ability to remain focus on the child, their relationship and making them
the central theme of the narrative. (2) Elaboration reflects the capacity to generate a
detailed and meaningful description of the child, which means that the parent has the
capacity to hold the child in mind. (3) Separateness assesses the parent’s perception
of the child as a unique and independent person with his/her own needs and with a
distinct personality. A low level of separateness may be accompanied by boundary
dissolution (BD), in which the roles of the child and the caregiver are equal or
reversed. The child might be narrated as a caregiver (or entertainer), as a peer (or
best friend — neither child nor parent has control in dyad), as a partner or a parent
(the child has the control). (4) Concern/Worry indicates parental concerns about the
child or parenting skills. Parents who are overly concerned about their own themes
such as concerns about work, being a single mother, being depressed are less likely
to provide a multidimensional description of the child. (5) Acceptance and
warmth/rejection indicate the degree of acceptance and understanding of the child’s
characteristics and challenging aspects of their relationship in the narrative.
Disappointment, derogation and devaluation undermine the coherence of speech

because it reflects incapacity to be flexible and find alternative explanations for the
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child’s misbehaviors. (6) Complexity refers to describe the child and the relationship
in a comprehensive and balanced way with positive and negative aspects supported
by everyday life examples. Positive and negative aspects of the relationship, feelings
and thoughts can be discussed openly and freely when the information about the
child is processed by parents. In addition, a global rating of coherence is elicited by a
Narrative Coherence scale integrating the six scales to have a general consideration
of the organization, consistency, and authenticity of the narratives.

It 1s stated that relative to affective content assessed by expressed emotion,
parents’ organizational dimension of narratives, namely narrative coherence, is more
related to sensitive parenting and children’s adjustment because parents who have
coherent and integrated representations about their children will be open and free
from defenses, which may allow them to be responsive during interaction (Weston et
al., 2017). They construct and maintain their coherent narratives not only about their

positive but also negative depiction of the children.

2.3 Narrative coherence as a predictor of child outcomes

Previous studies examined the relation between narrative coherence of maternal
representations both in pre and postnatal periods and its outcomes in the mother-
infant relationship and child development (Benoit, Parker, & Zeanah, 1997a; Benoit,
Zeanah, Parker, Nicholson, & Coolbear, 1997b; Sher-Censor & Yates, 2015; Sher-
Censor et al., 2013, 2016). Sher-Cencor and her colleagues (2013) investigated the
relationship between content-based (e.g., positive, negative) and content-free
dimensions (e.g., focus, elaboration, complexity) of mothers’ narratives about their
relationship with their children and children’s play narratives in a group of 250

parent-child dyads. They used the FMSS-EE and NC to assess the mothers’ negative
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and positive comments about the child and their relationship with the child. Children
were given six stem stories including typical family situations and conflicts from the
commonly used procedures (e.g., spilled juice, parental separation, parental reunion;
see Bretherton, Oppenheim, Buchsbaum, & Emde, 1990 for details) (Oppenheim,
2006). Children’s depiction of their relationship with the mothers in play narratives
were rated by the coders, who were blind to any information about the family on a
five-point scale in which the low end of the scale portrayed mothers as aggressive,
harsh, rejecting or ineffectual and the high end of the scale as safe, rewarding, and
consistent. In addition, children’s narrative coherence was evaluated in terms of
fluency, engagement with the problem in the story and the resolution of the problem.
The results indicated that mothers’ narrative coherence was a better predictor than
mothers’ narrative content for the children’s perception of mother-child interaction.
Coherence (but not affect) of mothers’ narratives was positively correlated with
children’s positive portrayal of the relationship with their mothers and children’s
coherent play narratives. This result indicated that mothers who provided coherent,
complex and well-integrated narratives had preschoolers, who had the parallel
qualities in their narratives and portrayed the mother as supportive and responsive.
In a more recent study, Sher-Censor and Yates (2015) also examined the
maternal narrative coherence and its developmental correlates. They indicated that
children of mothers with coherent narratives were less likely to have behavioral
problems during preschool years. Similar to their former study, the researchers
assessed mothers’ representations about their children through the FMSS-EE and
NC. In addition, they assessed children’s behavior problems rated both by the
mothers and the examiner, receptive vocabulary, and intelligence. They found that

the mothers’ narrative coherence significantly predicted children’s internalizing and
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externalizing behavior problems such as attention issues and aggressive behaviors.
The results also showed a strong agreement between the mother and observer-
reported child behavior problems and narrative coherence, but a moderate agreement
between mother and observer behavior problems and incoherent NC. These results
indicated that the mothers who had coherent narratives about their children perceived
their children’s behaviors and signals more accurately than the mothers who had
incoherent narratives. It can be concluded that the coherence of narratives better
reflects the reality regarding preschoolers’ behavior problems. Furthermore, mothers’
incoherent narratives include more negative comments, which can be an indicator of
defensive information-processing leading parents to be more overwhelmed, intrusive,
hostile, and withdrawn.

Theran and colleagues (2005) investigated if there was a change in maternal
representations from the prenatal to the postnatal period. The study was conducted
with 180 participants both prenatally (during the last trimester of pregnancy) and
postnatally (when the infant was 1 year of age). The mothers’ representational
change from prenatal to postnatal in addition to maternal sensitivity, maternal
depression, and domestic violence assessed at the postnatal period were examined.
They used the Working Model of the Child Interview (WMCI; Zeanah et al., 1994)
to assess mental representations of mothers. The interviews were coded for content-
related and affective features (i.e., intensity of involvement, fear of infant, safety,
joy, indifference) and then clustered into three categories as ‘balanced’, ‘disengaged’
and ‘distorted’ representations. Balanced narratives were described as having
integrated positive and negative affect, rich in detail and having a high intensity of
involvement with the child. The mother who had a balanced description of the child

was characterized as having an ability to see the child as an individual having his/her
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own needs and provided an integrated description of difficulties of the child with a
warm and accepting manner.

On the other hand, disengaged narratives were characterized by the mother’s
lack of emotional and personal involvement with the child, a less elaborated
description and less integration of positive and negative aspects of the relationship.
Emotionally detached mothers’ narratives could be examples of this category.
Furthermore, distorted narratives were characterized by inconsistency,
contradictions, and emotional fluctuations while speaking. Mothers who had
distorted representations were more involved with the child than mothers who had
disengaged ones. However, they had difficulties in staying focused on the child
during narration and had problems with separation in addition to producing an
understandable and coherent description of the child. As a general result, they found
that 71% of the participants kept their representations the same over time (Theran et
al., 2005) which indicates that mothers, who had balanced, disengaged, or distorted
representations, continued to stay in the same category after the child was born.
Additionally, they examined the differences between women who had continuingly a
non-balanced representation and those who had balanced representation during
pregnancy but then had non-balanced representation after the child was born. Results
showed that women who had changed their ‘infant’ representation from a balanced to
a non-balanced showed higher sensitivity scores than the other group. It seems that
having a balanced representation about the baby during pregnancy is a protective
factor for sensitive parenting after the baby is born (Theran et al., 2005).

Similarly, Benoit and her colleagues (Benoit et al., 1997b) clustered the
narrative descriptions of representations into the same categories with the study

mentioned previously. The study investigated the mental representations of mothers
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who had infants with problems such as failure to thrive and sleep disorders. The
results showed that 91% of infants with these problems had mothers with disengaged
or distorted representations. Moreover, the mothers with coherent narratives and who
had children with Autism Spectrum Disorder (ASD) were found to be more
emotionally available for their children than mothers with incoherent narratives and
having children with ASD (Sher-Cencor et al., 2017).

The explanations of the above findings might be twofold. The first one is that
mothers’ sensitivity level has an interaction with their distorted representation
referring to their inability to see the child as an individual with his/her own needs and
unable to have integrated positive and negative features of the child with warm and
accepting manner. So, distorted or disengaged representations might predict
children’s regulation problems especially for children with sleep problems. The
second possible explanation might be that children in the autism spectrum can trigger
mothers’ distortion and denial mechanisms and prevent mothers from keeping their
children as a whole in their mind.

Benoit and colleagues (1997a) used qualitative methods to examine 96
expectant mothers’ internal representations of their infants both in the last trimester
of their pregnancy as well as in the postnatal period (approximately 12 months later
after the baby was born) and their relationship with the infant’s attachment
classification at their 12" month. They both used the Working Model of the Child
Interview (WMCI; Zeanah et al., 1994) and Strange Situation procedure (SS;
Ainsworth, Blehar, Waters, & Wall, 1978) to assess infant attachment classification.
They found 74% concordance between maternal representations during pregnancy
and infants’ attachment classifications after the birth. This result seems consistent

with the findings of the study by Huth-Bocks and colleagues (2011) which
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demonstrated that 63% of the mothers with balanced representations had infants with
a secure attachment while 57% of women with non-balanced representations had
infants with an insecure attachment style. Thus, both of these studies revealed that
there is an association between mothers’ balanced/non-balanced representations and
attachment security of their infants. Given these results, it can be concluded that
mothers who had balanced representations of their infants during pregnancy were

more likely to have securely attached infants in the first year of their life.

2.4 Prenatal distress and depression

Pregnancy is an adaptation period for women, in which physiological, psychological,
and social changes emerge in relation to pregnancy and motherhood. Problems
related to pregnancy (such as bodily changes, thoughts and feelings about birth,
anxiety about childcare and self-efficacy in future mothering, and hospital visits)
could be sources of stress (Coskun et al., 2019; Huizink et al., 2004) and pregnancy
period could be more difficult because of these stressors.

In the study of Huizink and her colleagues (2004), it is proposed that
pregnancy anxiety is differentiated from general anxiety because of its specific
sources of pregnancy-related stressors. They specifically examined pregnancy
anxiety with 230 primiparous women at early (15-17 weeks), middle (27-28 weeks)
and late (37-38 weeks) gestation with a mean age of 30.9. The participants were
given a 34-item questionnaire including pregnancy-related anxiety (Pregnancy
Related Anxieties Questionnaire-Revised; PRAQ-R; Van der Bergh, 1989; as cited in
Huizink et. al., 2004), other questionnaires about constructs such as state-trait anxiety
(State-Trait Anxiety Inventory; STAI; Spielberger, Gorsuch & Lushene., 1970; as

cited), depression (Edinburgh Postnatal Depression Scale; EPDS; Cox et al., 1987),
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neuroticism (a subscale of the Amsterdam Biographical Questionnaire; Wilde, 1963;
as cited), locus of control (Internal locus of control, Powerful Others and Chance-
Scale; IPC; Brosschot et al. 1994; as cited), and lastly two single items with which
appraisal of pregnancy was measured by asking perceived threat and perceived
control of the pregnancy situation. The results indicated that there was not a single
underlying factor for the pregnancy anxiety, rather three aspects were noticeable
from early to late pregnancy: fear of giving birth, fear of having a physically or
mentally handicapped child, and concerns about one’s appearance (Huizink et al.,
2004). The stability and changes of these factors were examined during pregnancy
and it is stated that fear of giving birth decreased from early to mid-pregnancy and it
remained stable thereafter. Moreover, fear of bearing a handicapped child was found
to be highest during the early phase of pregnancy, lowest at mid-pregnancy and
increased from mid to late pregnancy. Lastly, concerns about mothers’ own
appearance were found to be more stable than other factors. Thus, it could be
concluded that a high level of pregnancy-related anxiety was more likely to be
experienced by expectant mothers during the early and late phases of the pregnancy
as compared to the mid-phase (Huizink et al., 2004).

Other personality characteristics such as trait anxiety, control, and
neuroticism also affected the amount of pregnancy-related anxieties. The reason why
pregnancy-related anxieties were less common and more stable during mid-
pregnancy was explained by the fact that personality traits were found to be more
dominant in this period. In other words, expectant mothers were less inclined to
worry about the pregnancy during mid-phase; therefore, differentiation between

pregnancy-related anxiety and other factors could be harder in this period.
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A literature review including 50 studies about prenatal stress and anxiety
effects on birth outcomes draws a comprehensive picture about stress measurements,
moderator variables, and results of prenatal stress and anxiety on development of the
baby both in pre and postnatal periods (Graignic-Philippe, Dayan, Chokron, Jacquet,
& Tordjman, 2014). According to this review, previous studies indicated that
psychological assessment of stress and anxiety could be measured regarding life
events (such as unemployment and job loss), because major changes were more
likely to be a stressor in one’s life and pregnancy period was signified as one of these
life events that cause major changes in life. Moreover, related studies also showed
that anxiety and stress levels were moderated by social support and coping abilities
according to Graignic-Philippe and her colleagues (2014).

Furthermore, besides the psychological assessment of prenatal anxiety and
stress, biological measures were also used to obtain data about prenatal stress and
anxiety such as maternal plasma CRH, blood samples, and cortisol level (Graignic-
Philippe et al., 2014). This study also revealed that prenatal stress and anxiety could
result in perinatal (birth-related) (such as shortened gestational time, preterm birth,
low birth weight, delivery difficulties), neurodevelopmental (anomalies in fetal brain
growth), emotional (decreased heart rate, decreased motor bouts and activity level,
greater irritability and fearfulness), behavioral (internalizing behaviors such as
withdrawal and somatic complaints; externalizing behaviors such as delinquency and
aggression), cognitive (low neuromotor development) and psychopathological
implications (ADHD symptoms, anxiety and depression, symptoms of
schizophrenia) on the developing fetus both in pre and postnatal periods including
even adolescence. A recent review study conducted in Turkey by Atasever and Celik

(2018) is compatible with the study of Graignic-Philippe and her colleagues’ (2014).
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They also stated that prenatal stress and anxiety would have implications both in
prenatal and postnatal periods in bio-socio-emotional factors such as delay in
language and psychomotor development, problems in social abilities, learning and
memory deficiencies, ADHD symptoms, and low school success.

Overall, previous studies indicate that the mother’s narrative coherence is a
crucial predictor for the mother-infant relationship and child’s socio-emotional
development (Korja, et al., 2010; Rea et al., 2020; Sher-Cencor, 2015; Sher-Cencor
et al., 2013, 2016; Weston et al., 2017). Narrative coherence is a complex
phenomenon that contains multiple dimensions; expectant mothers’ age, household
income, and prenatal distress are some of these dimensions that should be taken into
account. Examining the narrative coherence of expectant mothers with its various
dimensions would be crucial in understanding mothers’ symbolic organizational
systems (Ilical1 & Fisek, 2004; Vizziello et al., 1993). Therefore, with regard to
previous studies conducted in Turkey, the current study suggests a comprehensive
understanding of Turkish primiparous women’s organization of thought about their

upcoming babies.
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CHAPTER 3
METHOD

3.1 Participants

The sample consisted of 108 primiparous (first-time mothers) women, who were in
the last trimester of their pregnancy, particularly in 32-39 weeks with a mean of 34.3
(SD = 1.8) weeks as it was stated that those women who are in late pregnancy have
higher anxiety level than those who are in the mid-trimester of their pregnancy
(Huizink et al., 2004). The participants were aged between 21 and 42 years with a
mean age of 29.8 (SD =4.3). The majority of the sample (70.4%) was not working at
the data collection time. Thirteen of those reported that they were unemployed, 95 of
them were employed but 63 of them were on maternity leave. In addition, 19 mothers
reported that they have health problems (i.e., thyroid, allergic asthma, iron deficiency
anemia, myoma, hepatitis B, diabetes, high blood pressure, or migraine) and 99
mothers stated that they regularly use medication or supplement (i.e., iron, vitamin,
folic acid, drugs for thyroid, etc.). Regarding the development of the baby, two
mothers reported that there were developmental problems in check-ups such as
entreated cardiac dysrhythmia and developmental retardation due to myoma. Further

demographic information is provided in Table 1.

3.2 Instruments

After the informed consent (Appendix A and B) was obtained, intake questions
(Appendix C) were asked to obtain some of the demographic information of the
participants. Then the Turkish version of the instructions for the Five Minute Speech
Sample procedure (Appendix D and E) was orally presented to the participant and it

was also given in the written form as a reminder.
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Table 1. Demographic information

Level of Education n %
Secondary school 1 9
High school 12 11.6
Vocational (2 years) 7 6.5
Bachelor degree 61 56.5
Graduate degree 26 24.1
Illiterate 1 9

Household Income

1.000-3.000 TL 11 10.2
3.001-5.000 TL 20 18.5
5.001-7.000 TL 22 20.4
7.001-9.000 TL 14 13.0
9.001-11.000 TL 9 8.3
11.001-13.000 TL 10 9.3
13.001-15.000 TL 6 5.6
15.001 TL and above 16 14.8
Total 108 100.0

Just after the FMSS procedure, Prenatal Participant Survey Booklet in which
there were more demographic questions (Appendix F) and depression (Appendix G

and H) and prenatal distress (Appendix I and J) scales was given.

3.2.1 Five Minute Speech Sample-Narrative Coherence Scale (FMSS-NC)

The FMSS scale was developed by Gottschalk and Gleser (1969) and the FMSS-NC
(Sher-Cencor & Yates, 2010) coding system was adapted from the Insightfulness
Assessment (Oppenheim et. al., 2001) as mentioned above. The coding system
includes six subscales that are rated from 1 to 7. The Focus subscale measures the
mother’s capacity to keep her focus on the child and their relationship. A respondent

who gets a high score is able to make the child as the central theme of the narrative
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rather than getting distracted by irrelevant topics. Elaboration refers to the ability to
generate a detailed and meaningful description of the child. A high score on
elaboration subscale indicates that the narrative is rich in detail. Separateness
measures parent’s perception about the child as a unique and independent person
with his/her own needs and with a distinct personality. A high score on separateness
can be applied to meager narratives or mothers who exhibit rejection of the baby.
Thus, a high score on separateness does not necessarily indicate acceptance or
complexity. Furthermore, low separateness may be accompanied by boundary
dissolution and the child might be narrated as a caregiver (or entertainer), as a peer
(or best friend), as partner or as parent (child has the control). Concern/worry
subscale indicates parental concerns about the child or her parenting skills. The high
end of the continuum refers to the repetition of thematic concerns/worries (e.g.,
effects of being a working mother on baby’s personality characteristics) and mothers
with a high score might be overwhelmed by their concerns. Acceptance and
warmth/rejection subscale measures the degree of accepting/rejecting the child’s full
range of characteristics. Disappointment, derogation and devaluation undermine the
acceptance score. Complexity points out the capacity to give multifaceted and
supported examples from everyday life and to portray a multidimensional picture for
the baby. A high score is applied to caregivers who provide mostly positive but also
some negative aspects in various contexts.

Lastly, a general consideration of the organization, consistency, and
authenticity of the narratives are captured by integrating the six subscales to provide
general coherence score. It ranges from 1 (There is no coherent narrative about the
child) to 7 (The caregiver constructs a comprehensive and integrative picture of the

child and the relationship.). (See Appendix K for narrative coherence coding form).
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The original instructions of the Five Minute Speech Sample were adapted to
be more appropriate for the pregnancy period and translated to Turkish by the
researcher. For example, sentences in the present tense which convey the existing
interaction with the baby were replaced with future tense which expresses the
expectations about the baby. Immediately after the informed consent, the instruction
given to the participant mother is that: “I would like to hear your thoughts and
feelings about your unborn baby, in your own words and without my interrupting
with any questions or comments. When I ask you to, I would like you to speak for 5
minutes, telling me what you think your baby will be like and how the two of you
will get along together. After you begin to speak, I prefer not to answer any questions
until after the 5 minutes are over. Do you have any questions you would like to ask
before we begin?” If the mother stopped talking before the 5 minutes was completed,
the interviewer waited for 30 seconds and then prompted her to continue by saying

that: ‘‘Please tell me anything about your baby for a few more minutes.”

3.2.2 Demographic Information Form

The questions regarding participants’ demographic characteristics were developed by
the primary investigator of the project in communication with the collaborators. The
information about the week of pregnancy and the expected date for labor as well as
the date of birth, education level, working status of the participants and their partners
were obtained through the Intake Question Form and the Prenatal Participant Survey
Booklet. In addition, they reported their family income on an 8-point scale. Lastly,
the participants were asked if they had any health problems, were on any medication
or supplements and if there was any problem regarding the development of the baby

that had been reported in check-ups.
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3.2.3 Center for Epidemiologic Studies Depression Scale

The Center for Epidemiologic Studies Depression Scale (CES-D) was developed by
the American National Mental Health Institute (Radloff, 1977). It includes 20 items
on a 4-point scale to screen the depressive symptoms of the participants. Mothers in
the study were asked to score their last week regarding depressive symptoms,
positive affect, somatic symptoms, and difficulties in interpersonal relationships on
the scale (0 = rarely- never, 3 = most or all of the times (5-7 days a week)). Four of
the items have reversed scores and the total range of scores is from 0 to 60 of which
higher score indicates the presence of more symptomatology. The original version of
the scale has high reliability with a = .85 for the general population and even higher
for the patients with .90 values. The Turkish adaptation of the scale has a high
internal consistency with a Cronbach Alpha coefficient of .89 and high validity with
r=.70 (Tatar & Saltukoglu, 2010). The questions about depression were included in

the Prenatal Participant Survey Booklet.

3.2.4 Prenatal Distress Inventory

Participants’ worries and concerns about the fetus and body and mood changes
related to the pregnancy were assessed through the Prenatal Distress Inventory (i.e.,
feeling tired and having low energy, changes in weight and body shape during
pregnancy) (Yali & Lobel, 1999). It is a 3-point self-report scale (0 =not at all, 1 =
somewhat, 2 = very much) including 17 questions. The scale was adapted by Yiiksel,
Akin and Durna (2011) and it has a high level of internal consistency (o = .85) and
test-retest reliability. The Turkish version of the questions about prenatal distress was

included in the Prenatal Participant Survey Booklet of the primary project.
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3.3 Procedure
This study is a part of a comprehensive research project that was funded by Bogazigi
University (Project Number: BAP 14582). After the ethics permissions of Bogazigi
University Ethics Committee (Appendix L and M) and the Ministry of Health
(Appendix N) in Istanbul were obtained, the research team contacted perinatology
clinics as well as prenatal training sections of some public and private hospitals.
Recruitment process was carried out in close contact with two midwives and a
perinatologist, who referred a considerable number of expectant mothers to the
research team. The project was also announced through social media and personal
networks.

The participants were fully informed about the purposes and the procedure of
the study. Informed consent was obtained from volunteers who were in the 32 to 39
weeks of their pregnancy. Those who were in an earlier phase of their pregnancy
were listed to be interviewed in the last trimester. Interviews were conducted in a
convenient place such as a room in the hospital, a relatively quiet cafe or the
participant’s workplace. Firstly, some of the demographic information was obtained
through the Intake Questions Form and then they were asked to talk about their
thoughts and feelings regarding their babies for 5 minutes. After this procedure, they
were given the Prenatal Participant Survey Booklet of the project, in which questions
about more demographic information of the mother (e.g., age, educational level,
household income, and gestational age) and the depression and prenatal distress
scales were included. Each interview lasted about 25 minutes. Participants were
given a gift package including baby products (e.g., baby shampoo, cream) as an

incentive.
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The interviews were audio-recorded during data collection time and then
were transcribed verbatim by four senior students from the Guidance and
Psychological Counseling Department after the data was collected. Speech samples
were coded by the thesis student and a graduate student who received a special
training on the coding procedures, including twenty different speech samples for
training. The coding manual, training samples and datasets were provided by
Rosanneke Emmen at Leiden University and permissions were obtained from the
owner of the scale. In training period, the coders first read the manual and discussed
it. Then they coded two training sets, including six subscales of the narrative
coherence instrument consisting of focus, elaboration, separateness, concern,
acceptance and complexity. Boundary dissolution (BD) assessment for the
separateness score was also included as BD caregiver, BD peer, BD partner and BD
controlling, and they were also coded ranging from 0 (no BD) to 2 (major indication
of BD). Disagreements were resolved through discussion until consensus was
reached for the prenatal training data set.

After the training was completed, the transcripts of the current study’s speech
samples were read at least two times by the two coders. During the initial reading,
they were rated using 7-point primary dimensions of coherence scales which are
focus, elaboration, separateness, concern, acceptance, and complexity. The second
reading provided integration of impression of these scales as well as the organization,
internal consistency and authenticity of the narrative for the coders as a whole. Then,
a global narrative score was assigned between 1 (There is no coherent narrative about
the child) and 7 (The caregiver constructs a comprehensive and integrative picture of

the child and the relationship.).
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3.4 Data analysis

Statistical analyses were conducted through the IBM Statistical Packages for Social
Sciences- Version 22.0. First, descriptive statistics were computed to examine the
distributions and frequencies of scores on the variables of interest. Second,
correlation coefficients were computed to examine the nature of relations among the
variables. Since the outcome variables (i.e., FMSS scores) were measured on the
ordinal level, Spearman test was used. Third, Ordinal Logistic Regression Analysis
was used to explore the variances of predictors on the outcome variables. Ordinal
Logistic Regression is a type of nonparametric regression in case the outcome
variable is categorical (Field, 2013). As it is not possible to compute mean values for
ordinal or categorical variables, the frequencies are used in ordinal logistic regression
analyses. Five sets of regression analyses were conducted as there were five outcome
variables (i.e., focus, elaboration, acceptance, complexity, coherence) as they met the
test of parallel lines assumptions. Two other variables (i.e., concern, separateness)
were disregarded because of their unequal variances. Model fit was checked, and
individual contributions of predictors were interpreted. Furthermore, maximum-
likelihood estimation, which predicts the probability of an event to occur for a given
situation was used. The test of parallel lines was executed to examine if the data
fulfill the assumptions. The statistical significance value was p < .05 unless

otherwise indicated, and odds ratios were computed using Microsoft Office Excel.
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CHAPTER 4

RESULTS

4.1 Results of the preliminary analyses

Several steps were conducted prior to the inferential analyses. First, the distributions
of the scores on the outcome variables were examined through histograms. Second,
family income was grouped into 3 categories: low income ranged from 1000 to 5000
TL (n=31), middle income ranged from 5001-11.000 TL (n = 45), and high income
indicated 11.000 TL and above (n = 32). Third, correlation coefficients were
computed through the Spearman correlation analysis to examine the nature of the

relations among the variables of interest.

4.1.1 Descriptive statistics

Frequencies of the scores on the FMSS variables are demonstrated in Table 2.
Detailed information about the income levels was provided in Table 1 in the Method
chapter. In addition, the mean score for depression was found to be 32.9 (SD = 10.1)
with a range of 20 to 80 and the mean score for prenatal stress was 27.9 (SD =4.4)

with a range of 17 to 51.

4.1.2 Bivariate correlations among the variables of interest

The relations between the FMSS variables, mothers’ age, family income, prenatal
depression and stress levels were displayed in Table 3. Regarding the
intercorrelations among FMSS variables, the focus (i.e., parents’ ability to keep the

focus of the FMSS on the baby or the relationship) score showed a negative relation
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Table 2. Frequencies of FMSS Variables

Focus  Elaboration Separatenes Concern Acceptance Complexity  Coherence
s

n % N % n % n % n % n % n %

1 0 .0 3 28 4 37 51 472 0 .0 7 65 6 56

2 1 9 1 90 1 9 19 176 1 9 5 46 3 28

3 2 19 10 93 5 46 20 185 3 28 16 14.8 13 12.0

4 3 28 5 46 12 11.1 4 37 6 56 20 18.5 33 306

5 20 185 17 157 3 28 10 93 62 574 28 259 25 23.1

6 23 213 27 250 5 46 1 9 17 157 16 14.8 18 16.7

7 59 546 45 417 78 722 3 28 19 17.6 16 14.8 10 93

Total 108 100 108 100 108 100 108 100 108 100 108 100 108 100

with concern/worry about parental functioning ( =-.36, p <.01) and a positive
relation with acceptance of the baby and possible challenges regarding the future
relationship (= .22, p <.05), which means that narratives of those who were less
concerned and more accepting about the baby and future relationship were more
focused as well. Elaboration while narrating was found to be positively correlated
with acceptance (r = .45, p <.01), complexity (» =.71, p <.01) and coherence (r =
.63, p <.01) of the narratives. It means that mothers who spoke about their baby and
relationship in a more elaborative way provided more accepting, complex, and
coherent narratives. In addition, more coherent narratives were found to show higher

levels of separation (r = .28, p <.01).

39



Table 3. Correlations Among Variables of Interest

1 2 3 4 5 6 7 8 9 10 11
1 Focus 1 -01 .07 -36%* 22*% .10 13 .03 =33 - 13 - .14
2 Elaboration 1 -10 .16 A5¥x 0 71¥% 0 63*%*  20%  -.14 -.07 .28%
3 Separateness 1 -13 12 .05 28%*  -08  -.01 -.09 -.11
4 Concern 1 -.01 11 -00  28%*% 21%* 9% 20%
5 Acceptance 1 66%*  63%* 06 -29%* - 16 .06
6 Complexity 1 B4%* 11 -.12 .01 24%
7 Coherence 1 17 -.12 -.04 .19%
8 Age 1 -.07  -.01 .52%%
9 CESD 1 A2%* 11
10 PDI 1 .01
11 Income 1

CESD: Center for Epidemiologic Studies Depression Scale, PDI: Prenatal Distress Inventory
*p <.05, **p <.01

Furthermore, FMSS acceptance was found to be significantly correlated with
complexity and coherence as well as focus and elaboration as indicated above with a
correlation coefficient of .66 and .63 respectively (p < .01) meaning that mothers
who had more accepting narratives had more complex and coherent speech while
narrating about the baby and their future relationship and they were more focused
and had more elaborated narratives. Moreover, complexity had also a positive
correlation with coherence (» = .84, p <.01) in addition to elaboration and
acceptance as indicated above. It can be concluded that mothers who had more
complex narratives had also more elaborated, accepting, and coherent speech in their
narratives. To indicate coherence, as it was reported that mothers who had more

elaborated (r = .63, p <.01), accepting (» = .63, p <.01), complex (» =. 84, p <.01)
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and separated (r = .28, p <.01) narratives about their baby and future relationship
provided more coherent narratives.

In addition, mothers’ age had a positive relation with elaboration and concern.
Older mothers did more elaboration (» = .20, p < 0.5) during their five-minute speech
and they were found to be more concerned (r = .28, p < .01) about their baby and
relationship in their narratives.

Income also showed significant relations with the FMSS variables. Higher-
income mothers did more elaboration (» = .28, p <.05) during their five-minute
speech and they were found to be more concerned (» = .29, p <.01) about their baby
and relationship in their narratives. Moreover, complexity had also a positive
correlation with family income (» = .24, p <.05) meaning that mothers who had high
family income had more complex narratives during their speech. Family income also
had a positive correlation with coherence (= .19, p < .05) indicating that mothers’
narrative coherence increased as their family income increased. Income had also
positive relation with mothers’ age (» = .52, p <.01) which means that older mothers
reported higher family income.

Lastly, prenatal depression and distress were found to be related to focus,
concern and acceptance scores of participants. Narrative focus revealed a significant
negative relation with maternal depression (» =-.33, p <.01) meaning that mothers
who were more depressed were less focused on the baby while narrating about
him/her and their relationship. Further, more depressed (= .21, p <.05) and
distressed (r = .19, p <.05) participants were found to be more concerned about their
baby and relationship in their narratives. Furthermore, depression level (r = -.29, p <

.01) showed a negative association with mothers’ acceptance meaning that mothers
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who had more depressive symptoms provided narratives that were less accepting

about their baby and their future relationship.

4.2 Results of the regression analyses

As stated above, a set of seven ordinal regression analyses were conducted by taking
the results of the Spearman correlations into consideration. For each model, a test of
parallel lines was computed to check the proportional odds assumption which tested
if the ordinal regression equation model was valid. The null hypothesis states that
parameters’ slope coefficients are same across the response categories, which should
be accepted to conduct analyses (Field, 2013). For this reason, the outcome variables
that did meet this assumption were analyzed in ordinal regression (i.e., focus,
elaboration, acceptance, and coherence). The outcome variable which did not meet
the test of parallel lines assumption (i.e., complexity) was re-coded into two
categories which were low complexity scores ranging from 1 to 4 and high
complexity scores ranging from 5 to 7 and was analyzed using multinomial (rather
than ordinal) regression. A multinomial analysis provides comparison between
categories and computes more than one equation, unlike ordinal analysis (Field,
2013). Furthermore, no regression analyses were conducted for the other two
outcome variables (i.e., separateness, concern) due to unequal variances in the rating
categories (e.g., about 72% of mothers were rated 7 on separateness, about 64% of

them rated 1 or 2 on concern).

4.2.1 The results of ordinal and multinomial regression analyses
To examine the variance of maternal age, prenatal stress, depression, and family

income on the FMSS focus variable, the ordinal logistic regression model was
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executed and the results demonstrated that the model significantly explained the
outcome variable with y*(5) = 12.29, Nagelkerke R? = .12 with p = .03. Table 4

demonstrates the detailed information.

Table 4. Ordinal Regression Results for FMSS Focus

Parameter b (SE) 95% CI for Odds Ratio

LL OR UL
FMSSFocus = 2 -4.74 (2.27) .00 .01 5
FMSSFocus = 3 -3.62 (2.12) .00 .03 1.71
FMSSFocus =4 -2.88 (2.08) .00 .06 3.31
FMSSFocus = 5 -1.11 (2.05) .01 33 18.31
FMSSFocus = 6 -.05 (2.05) .02 .96 52.73
Income® = 1.12 (.59)* 97 3.06 9.70
Income =2 47 (.49) .61 1.59 4.17
Income = 3° 0 . 1
MAge .04 (.05) .94 1.04 1.15
CESD -.06 (.02)* .90 94 98
PDI .02 (.05) .93 1.02 1.12

Note. R? =11 (Cox & Snell), .12 (Nagelkerke). Model ¥2 (5) =12.29, p = .03.
Dependent Variable: FMSS Focus; CI = confidence interval; LL = lower limit; UL =
upper limit; OR = odds ratio

1 = low, 2 = middle, 3 = high. "Reference category.

*p <.05, ¥¥p <.01

According to the results, depression was a significant negative predictor of
the FMSS focus. For every one-unit increase in the depression level, there was a
predicted decrease of .06 in the log odds of the focus scores. This indicates that
mothers with greater depression scores were more likely to be low in the FMSS
focus score. Furthermore, low family income was a positive significant predictor for
the focus scores. The log odds of having high scores on the focus variable was 1.12

point higher for those who reported lower family income than those who reported
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higher family income, which indicates that the participants with lower levels of
family income were 1.12 times more likely to have higher scores on the focus
variable than those with higher levels of family income.

The second ordinal regression analysis was conducted to examine the
contribution of the predictors to the FMSS elaboration variable. The model was
significant with ¢ (5) = 14.69, p = .01 and the results revealed that 13% of the FMSS
elaboration scores were explained by the predictors in the model. The detailed results

are shown in Table 5.

Table 5. Ordinal Regression Results for FMSS Elaboration

Parameter b (SE) 95% CI for Odds Ratio

LL OR UL
FMSSElaboration = 1 -3.30 (2.04) .00 .04 2.28
FMSSElaboration =2 -3.00 (2.02) .00 .05 2.96
FMSSElaboration = 3 -1.56 (2.00) .00 21 11.33
FMSSElaboration = 4 -1.17 (2.00) .01 31 16.71
FMSSElaboration = 5 -.24 (2.00) .02 79 41.66
FMSSElaboration = 6 .89 (2.00) .05 2.42 129.79
Income® =1 -1.06 (.54)* 12 .35 1.02
Income =2 .16 (.47) A7 1.17 2.95
Income = 3° 0 . 1
MAge .06 (.05) .96 1.06 1.17
CESD -.02 (.02) .95 .98 1.02
PDI -.02 (.05) .90 .98 1.07

Note: R? = .12 (Cox& Snell), .13 (Nagelkerke). Model %2 (5) = 14.69, p = .01. Dependent
Variable: FMSS Elaboration; CI = confidence interval; LL = lower limit; UL = upper limit;
OR = odds ratio

41 =low, 2 = middle, 3 = high. ®Reference category.

*p <.05, **p < .01

According to the results, there was a predicted decrease of 1.06 in the log
odds of having a higher score on elaboration for the participants who had low family
income than those who had high family income, which indicates that those with low

44



family income were less likely to elaborate on the baby and the future relationship

compared to the participants with high family income.

An ordinal regression analysis was conducted to examine the contribution of

the predictors to the FMSS acceptance variable. The results revealed that the model

was significant with 2 (5) = 14.74, p = .12 and depression was a negative predictor

of acceptance (Table 6). For every unit increase on the depression level, there was a

predicted decrease of .05 in the odds of the mothers being in higher categories (as

opposed to lower categories) of the acceptance score. These results mean that more

depressed participants were less likely to be accepting of the challenging aspects of

parenting and future relationship with the baby in their narratives.

Table 6. Ordinal Regression Results for FMSS Acceptance

Parameter b (SE) 95% CI for Odds Ratio

LL OR UL
FMSSAcceptance =2 -6.65(2.30) 143 .00 12
FMSSAcceptance =3 -5.24(2.13)  8.17 .01 35
FMSSAcceptance = 4 -4.23(2.10) .00 .02 89
FMSSAcceptance = 5 -.89(2.03) 01 41 22.09
FMSSAcceptance = 6 .04 (2.03) .02 1.05 56.14
Income® = -18(.57) 27 84 2.58
Income =2 .88 (.48) 94 2.41 6.17
Income = 3° 0 1
Mage .03 (.05) 93 1.02 1.13
CESD -.05 (.02)* 91 96 1.00
PDI -.05 (.05) 87 96 1.05

Note. R? = .13 (Cox& Snell), .14 (Nagelkerke). Model 2 (5) = 14.74, p = .12. Dependent
Variable: FMSS Acceptance; CI = confidence interval; LL = lower limit; UL = upper limit;

OR = odds ratio

1 = low, 2 = middle, 3 = high. "Reference category.

*p <.05, **p < .01
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A multinomial logistic regression analysis was done to examine the model for
the FMSS complexity variable as the model did not meet the linearity assumption.
Complexity scores were recoded as low (1-4; n = 48) and high (5-7; n = 60) as noted
earlier. The model was significant with 2 (5) = 13.26, p =.021 and family income
was a significant predictor for this model. More specifically, the participants who
were grouped into the low income category were 1.59 times more likely to have low
complexity scores (1-4) than high complexity scores compared to those who were the
high-income category. It means that for lower income mothers, the probability of
having low score on complexity score was more probable as compared to high

income mothers. The results are provided in Table 7.

Table 7. Multinomial Regression Results of FMSS Complexity

b (SE) 95% CI for Odds Ratio
LL OR UL
1-4 Intercept -32(2.27)

MAge .01 (.06) 91 1.01 1.13
CESD 01(.02) 97 1.01 1.06
PDI -.04 (.05) 86 96 1.07
Income” = 1.59 (.64)*  1.41 4.92 17.12
Income =2 03 (.53) 37 1.03 2.90
Income = 3° 0

Note: R* = .12 (Cox & Snell), .16 (Nagelkerke), .09 (McFadden). Model %2 (5) =
13.26, p = .021. Dependent Variable: FMSS Complexity; CI = confidence interval,
LL = lower limit; UL = upper limit; OR = odds ratio

41 =low, 2 = middle, 3 = high. ®Reference category.

*p <.05, **p < .01
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An ordinal regression analysis was conducted to examine if the predictors
contribute to narrative coherence. The results revealed that mothers’ age, prenatal
stress, depression and family income significantly explained 14% of the variance in
the coherence outcome. However, none of the predictors did a unique contribution.

The findings are demonstrated in Table 8.

Table 8. Ordinal Regression Results for FMSS Coherence

Parameter b (SE) 95% CI for Odds Ratio

LL OR UL
FMSSCoherence = 1 -1.39(1.99) .01 25 12.19
FMSSCoherence =2 -92(1.97) .01 40 18.94
FMSSCoherence = 3 21(1.96) .03 1.24 57.88
FMSSCoherence = 4 1.73(1.97) .12 5.62 264.65
FMSSCoherence = 5 2.82(1.98) .35 16.71 806.64
FMSSCoherence = 6 4.15(2.01) 1.3 63.23 3260.07
Income® = -.62 (.52) 19 54 1.48
Income =2 82(.45) 95 2.28 5.49
Income = 3° 0 . 1
Mage .07 (.46) 98 1.07 1.17
CESD -.02(.19) 94 98 1.02
PDI 01 (.44) 93 1.01 1.10

Note. R? = .13 (Cox& Snell), .14 (Nagelkerke). Model y? (5) = 16.23, p < .01.
Dependent variable: FMSS Coherence; CI = confidence interval; LL = lower limit;
UL = upper limit; OR = odds ratio

1 =low, 2 = middle, 3 = high. "Reference category

*p <.05, **p < .01
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4.3 Summary of the results

4.3.1 Mothers’ age as a predictor of concern
It was hypothesized that the FMSS concern/worry scores in the narratives would
increase as the participants get older. Spearman correlations revealed that the
narratives of older participants were rated more concerned/worried as expected (» =
.28, p <.001) (Table 3). However, this result should be considered tentatively. Due
to unequal variance in the concern scores, further analyses were not conducted.
Based on these findings, it could be stated that the first hypothesis is not supported.
No hypothesis was formulated regarding the relation between maternal age
and the other scores of the FMSS (i.e., focus, elaboration, separateness, acceptance,
complexity, coherence). Spearman correlations showed that age was positively
correlated with the FMSS elaboration score. However, the results of the ordinal
regression analysis in which the FMSS elaboration score was an outcome, revealed
that age did not uniquely predict elaboration while narrating about the baby and
relationship. No correlation was observed between age and other FMSS variables.

Further, age was not a unique contributor for other FMSS scores.

4.3.2 Income level as a predictor of the FMSS scores

The second hypothesis was that the FMSS scores (except concern) would increase as
the family income level increases and a negative association was expected between
the concern/worry and family income level. The hypothesis was partially supported.
Bivariate correlations showed that family income was positively related to
elaboration, concern complexity, and coherence of narratives. The results of the

regression analyses revealed different patterns for the outcomes.
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Focus. Expectant mothers with low income (between 1000-5000 TL) werel.12 times
more likely to have higher scores on the focus dimension of the FMSS with an odds
ratio of 3.06 (95% CI, .97 to 9.67; Wald y> = 3.63, p <.05) than those with high
family income (11.001 TL and above). This finding was unexpected. Contrary to the
research hypothesis, the results indicated that mothers who had lower family income
were more likely to keep their focus on the baby and their future relationship while
narrating.

Elaboration. In line with the hypothesis, the mothers who had low family income
were 1.06 times less likely to have more elaborated narratives about their baby and
the future relationship than those who had high family income with an odds ratio of
.35 (95% CI, .12 to 1.02; Wald > = 3.73, p <.05).

Acceptance. Neither bivariate correlations nor regression results supported a link
between family income and acceptance of the possible challenges regarding
parenting while narrating.

Complexity. The results were compatible with the hypothesis for the narrative
complexity scores. An estimated increase in family income was associated with an
increase in the narrative complexity scores of mothers (Table 7). As expected,
mothers who had low income were 1.59 times more likely to have a complexity score
of 1 to 4 which were low complexity scores, than mothers having a high family
income. It indicates that expected mothers with family income ranging from 1.000 to
5.000 TL were less likely to give examples about their baby regarding different
contexts as opposed to high-income mothers.

Coherence. Although bivariate correlations showed a positive association between

family income and narrative coherence, this link disappeared when all of the
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predictors were put into the regression model. Thus, family income did not predict

the narrative coherence uniquely.

4.3.3 Prenatal distress and depression as predictors of the FMSS scores

The third hypothesis was that the FMSS scores (except for concern) would decrease
as the prenatal stress and depression scores increase. Similarly, it was expected that
the FMSS concern scores would show an increase as prenatal stress and depression
scores increase. Bivariate correlations demonstrated that depression was negatively
correlated with focus and acceptance whereas it was positively related to
concern/worry in narratives. Prenatal stress, on the other hand, was only associated
with concern/worry in five-minute speech.

The results of the regression analyses revealed that depression predicted only
focus and acceptance scores of the FMSS. In line with the hypothesis, an increase in
depression score was found to be associated with a decrease in the odds of mothers’
focus scores, with an odds ratio .94 (95% CI, .90 to 98), Wald 4> =7.76, p <.01. For
every one-unit increase in the depression scores, there was a predicted decrease of
.06 in the log odds of being in a higher level of the outcome, meaning that more
depressed mothers were less likely to keep their focus on their baby and the future
relationship in their narration. Similarly, consistent with the research hypothesis, the
regression findings demonstrated that an increase in depression score was associated
with a decrease in the odds of mothers’ acceptance scores with an odds ratio .96
(95% CI, .91 to 1.00), Wald x> = 4.28, p = .04. For every unit increase in the
depression scores, there was a predicted decrease of .05 in the log odds of having a

higher score on the FMSS acceptance. It means that more depressed mothers were
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less likely to be accepting in their narratives, as it was expected. Prenatal stress did

not make a unique contribution to any of the FMSS scores.
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CHAPTER 5

DISCUSSION

This chapter indicates a summary of the major findings that are discussed in relation
to the research hypotheses considering the previous studies. Further, the limitations

of the study and recommendations for future research are presented.

5.1 Review of the findings based on literature

5.1.1 Associations among the FMSS variables

The first aim of the study was to explore associations among the components of
maternal narratives. As it was expected, mothers who expressed less concern in their
narratives were able to focus more on the baby and their future relationship. A
possible explanation might be that concerned mothers might have greater mental load
(Main et al., 1985), which may hinder them to keep their attention on the baby and
the future parenting. Oppenheim and Waters (1995) state that representations are the
abstracted symbolic information and they need to be held, manipulated, and
categorized in mind to construct narrations. An organized, coherent, consistent and
complex narrative requires abilities including encoding, storage, retrieval,
monitoring, steering, and controlling the information as it was mentioned above
(Roebers, 2017). These abilities enable flexible access to a full range of information
and eliminating those regarding contextual factors to be meaningful. It might be
interpreted that these information processing abilities contributing to remain focused
on the subject are crucial factors in organization of thought to produce meaningful

narration and concern is a factor which negatively affects mothers’ organization of
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thoughts. It seems that mothers who have high concern have difficulty in focusing on
the baby in their narrations since they are distracted with the concerns they have
about the baby. These results might be interpreted that mothers may have difficulty
to have a mental space for the baby in their minds since they are overwhelmed with
the high concern level. In addition, the mothers who were more focused on their
babies were found to be more accepting and warmer about them. They were able to
speak more lovingly about the baby and show understanding of challenging aspects
of their future relationship. It might be concluded that mothers who have an
accepting stance have also a greater mental space for their (unborn) baby. It might be
easier for them to hold the baby as focal subject as opposed to mothers who have less
accepting stance.

Furthermore, the findings revealed significant associations of elaboration with
acceptance, complexity and coherence of narratives. Mothers who provided more
details about their upcoming baby and the future relationship showed a more
accepting manner in their narrations and vice versa. Mothers who were more
accepting of the upcoming caregiver role were more likely to have vivid and solid
expectations that cover both exciting and challenging aspects of the parenthood. An
elaborated and detailed narrative includes mostly positive and but also some negative
aspects of the children and the relationship in different contexts, which are also the
characteristics of accepting and complex narratives. A high score on complexity
requires mostly positive but also some challenging aspects of the baby and future
parenting. Thus, mothers who have complex narratives provide mostly positive
depiction which is an indication of mothers’ accepting manner. Mothers who
provided rich and detailed descriptions about the baby portrayed more balanced and

multidimensional pictures of their babies and future relationships that were supported
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with spontaneous examples from (future) everyday life. This result does not seem
surprising as accepting mothers might be more comfortable when they give positive
and negative examples of future parenting regarding different contexts. It might be
easier for those mothers to reach a wider range of thoughts and feelings and to
acknowledge their own complex feelings about the upcoming baby as they elaborate
on him/her. Furthermore, a positive correlation between complexity and elaboration
1s expected because both of the dimensions are fundamentally based on producing
speech, giving different examples from different contexts, and giving details about
the unborn baby and their future relationship with the baby. On the other hand,
separateness is only related to coherence scores, which can be interpreted in the way
that mothers who perceive their unborn baby as a unique and independent person
with his/her own wishes and needs were also more able to hold the baby in their
mind coherently.

Lastly, this study reveals that mothers’ narrative coherence is related to their
capacity to generate a detailed picture of the baby, to see the baby’s individual needs,
and to give everyday examples from different contexts in an accepting manner. It
should be reminded that scoring of coherence depends on the scoring of other
subscales and it was strongly related to complexity. The strong relationship between
complexity and coherence can be interpreted in a way that complex narratives are
characterized by comprehensive and balanced statements with positive and negative
aspects of the child supported by everyday life examples. Thus, it would be easier to
reach repeated experiences and stories in memory, which increases the number of
examples and details about them. Giving relevant everyday examples in order and
portraying a multidimensional picture about the baby and the future relationship in

balance requires cognitive-affective processing. Oppenheim and Waters (1995) state
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that richness and complexity of the narratives indicate balance and coherence of
mental representations. In line with this statement, the current study supports that

complexity and coherence have a strong relation.

5.1.2 Maternal age and the FMSS scores
The second aim of the study was to examine the relationship between maternal age,
prenatal stress and depression, family income, and the FMSS scores. It was
hypothesized that older participants’ narratives would convey higher levels of
concern. No hypothesis was formulated about the associations between the other
scores of the FMSS (i.e., focus, elaboration, separateness, acceptance, complexity,
coherence). The bivariate correlations revealed that older participants expressed
more worry in their narratives. The finding showing the positive relationship
between age and concern seems consistent with the findings of Lambregtse-van den
Berg and her colleagues (2013) which demonstrate that older mothers were
emotionally more involved when they were asked to depict their unborn baby.
Bivariate correlations showed a positive correlation between maternal age and
elaboration in narratives, too. It is also interesting that both of these variables were
correlated with family income, which means that participants with higher incomes
were older and elaborated the narratives better. When both age and income were
entered into the regression models to examine whether they predict maternal
elaboration or not, age did not uniquely contribute to elaboration, while family
income remained as a significant predictor. In other words, it seems that the
relationship between maternal age and elaboration in narratives disappeared when
family income and other variables (e.g., depression) were taken into account. Given

that there is no previous research showing a link between the narrative characteristics
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and age, no hypothesis had been formulated regarding the associations between the
other scores of the FMSS-NC (i.e., focus, elaboration, separateness, acceptance,
complexity, coherence) and maternal age. The findings seem in line with the
expectations. In summary, older expectant mothers were more concerned about their
unborn baby and their future relationship, but they do not differ from younger ones in
terms of other aspects of mental representations that are captured by the FMSS.

The age range of the participants was wide (i.e., 21 to 42 years with a mean of
29 years). Some researchers argued that three aspects of pregnancy anxiety were fear
of giving birth, fear of having a physically or mentally handicapped child, and
concerns about one’s appearance (Graignic-Philippe et al. 2014; Huizink et al.,
2004). One may argue that older mothers might be more anxious about health-related
factors and bodily changes. However, the results of this study showed that the
associations of maternal age with prenatal distress and depression were not
significant, which means that they did not report higher levels of distress about their
pregnancy and labor. One possible explanation might be that some mothers may be
on the in vitro fertilization (IVF) treatment. We did not obtain information about
fertility methods, thus the question of whether older mothers are more likely to
receive IVF treatment, which may lead them to express more concern while narrating
about their upcoming baby is not known. Gibson, Ungerer, Tenannt, and Saunders
(2000) found that IVF mothers are more likely to report lower self-esteem and
parenting competence regarding their parental attitudes. Thus, it is possible that in
the current study older participants stated their concern about their future parenting

in their narrations although they did not report distress and depression.
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5.1.3 Family income and the FMSS scores
Second, it was hypothesized that the FMSS-NC scores (except concern) would
increase as the family income level increased, and the concern scores would decrease
as the income level increased. Bivariate correlations showed that family income was
positively related to elaboration, concern, complexity, and coherence scores of the
FMSS.

Sher-Censor, Grey, and Yates (2013) discovered that word count in the FMSS
is related to family socioeconomic status. Similarly, Stimer and his colleagues (2016)
also state that parental education level is positively related to the cognitive aspect of
the representations (i.e., richness of perception). Thus, mothers’ education level,
which is correlated with income level, might contribute to these aspects of the
representations. Keeping in mind that approximately 80% of the participants of the
current study had a bachelor’s or graduate degree family income was used as an
indicator of the SES level of the participants. Depending on the functional definition
of the incoherent speech samples referring to meager narratives and having little to
say about the unborn baby, the amount of mothers’ words may be related to their
coherence of representation. High elaboration and complexity scores require a
capacity to produce an organized narrative that contributes to the coherence of
thought. Thus, depending on the findings of the current study, it can be argued that
mothers with more socioeconomic resources can give a more detailed picture
including the positive and negative aspects of the baby and future parenting.

Furthermore, the results also showed that high-income mothers displayed
more concern in their narration, which was unexpected. It is possible that high-
income mothers would have more perfectionist attitudes toward the baby and their

future parenting, which may have led to an increase in their level of concern. The
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results are consistent with those that were reported by Stimer and his colleagues
(2016) which showed that highly educated mothers showed a heightened level of
anxiety and guilt about their parenting behaviors. They argued that highly educated
parents might have higher standards for their baby and future parenting which might
make them more worried/anxious. It is important to note that the researcher’s
observations during the interviews with the mothers gave her an impression that most
of the mothers with more socioeconomic resources made more anxious/worried
statements about the future schooling of their children by mentioning the problems
regarding the current education system (e.g., testing, school selection). Although this
is a speculation, it might be the case that wealthier families might have higher
aspirations about the future of their children which may have colored the affective
tone of their narrations.

Although it may sound contrary to the argument above, it was also surprising
that the mothers with higher-income were found to be less focused on the baby
during their speech compared to the lower-income mothers based on the regression
findings. It is likely that their heightened level of worry may inhibit mothers’
capacity to keep focused on and hold the baby as a focal subject during narration.
Given the negative association between maternal focus and concern in the FMSS, a
tentative implication might be that higher-income mothers’ minds might be filled up
with different kinds of worries that limit their mental space for the mutual
relationship with their babies. It is important to note once again that there is no
association between family income and depression and prenatal distress. In other
words, mothers with higher levels of income were not more depressed or stressed
compared to those with lower levels of income. Yet they were more worried and had

more difficulty in keeping their attention on their unborn baby and their relationship
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while they were asked to express their thoughts and feelings about raising the baby
compared to those with lower levels of income. Possible causes of their concern that
inhibit their capacity to focus on the child can be better understood by using

qualitative methods and content analysis in future research.

5.1.4 Maternal depression and distress and the FMSS scores

The third hypothesis of the study was that more depressed and distressed mothers
would receive lower FMSS scores (except for concern) and it was expected that the
concern scores would show an increase as prenatal stress and depression scores
increase. The hypothesis was partially supported by the current findings. A glance at
the bivariate associations showed that more depressed mothers (not distressed ones)
were less focused (on the baby) and accepting of possible challenges about parenting.
Moreover, narratives of depressed (and distressed) mothers were found to be more
concerned. Regression findings seem in line with this. Accordingly, maternal
depression made a unique prediction to the FMSS focus and acceptance when the
impact of maternal age and family income were controlled, which indicates that less
depressed mothers were more likely to make the baby the focal subject during their
narration and they were less likely to have statements including critical judgments,
derogation or rejection of the baby. These findings are consistent with Barnes and his
colleagues’ results (2007) which show that maternal depression and criticism about
the baby were positively related. Critical comments were negatively related to the
accepting stance of the mother. Furthermore, Ahlqvist-Bjorkroth and colleagues
(2016) found that depressed mothers were more likely to have distorted
representations about the baby (i.e., inability to stay focused on the child during

narration and to have integrated positive and negative features of the child with a
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warm and accepting manner (Zeanah et al., 1994)). A high level of depression may
result in a defensive exclusion of feelings about the child and having an idealized or
rejected perception of the child. Mothers might be overwhelmed by their own
feelings and have difficulty in keeping their focus on the child.

Bivariate correlations of the current study also showed that prenatal distress
and depression were positively correlated. In addition, regression analyses
demonstrated that depression (but not prenatal stress) explained variance in some of
the FMSS scores (i.e., focus, acceptance). Based on these results, it might be argued
that prenatal distress and depression measures overlap to some extent. The difference
between prenatal distress and depression is that prenatal distress refers to
participants’ worries and concerns about the fetus and body and mood changes
related to the pregnancy (i.e., feeling tired and having low energy, changes in weight
and body shape during pregnancy, whether the baby might come too early) (Yali &
Lobel, 1999), whereas depression refers to negative affectivity, somatic symptoms,
and difficulties in interpersonal relationships (Radloff, 1977). Thus, depression may
not be temporary as prenatal distress is. Participants were asked to report their
answers considering the last two weeks on both measures. It is likely that, however,
participants may have a tendency toward negative affectivity as a trait rather than
situational (pregnancy-related) stress. Thus, it can be concluded that mothers’ mood,
but not pregnancy-related anxieties can be a better predictor for some aspects of the

representations including focus and acceptance.

5.2 Limitations of the study and recommendations for future research
The study had three major limitations. First, convenience sampling method was used

to reach participants and most of the participants were highly educated (i.e., those
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who had bachelor’s and graduate degrees comprised 80.6% of the sample), which
limited the generalizability of the findings. Although hospitals in which low SES
individuals get service were visited to reach a representative sample, most
individuals with low SES were reluctant to participate in the study.

The second limitation was that the scores on some of the subdimensions (i.e.,
concern, separateness) were highly skewed, which made inferential analyses
impossible. Specifically more than 70% of the narratives were coded 7 on
separateness (1.e., the caregiver perceives the baby as possessing an independent
identity), and about 64% of them were coded 1 or 2 on concern (i.e., the caregiver
expresses no or minimum worry about parenthood with confidence about handling
the future obstacles). Sher-Cencor and her colleagues only used the global rating of
narrative coherence (not six subscales) in their analyses (Sher-Cencor et al., 2013,
2017; Sher-Censor & Yates, 2015). This method may be followed; otherwise, there
would be problems with variance in the subdimensions. Thus, it can be said that the
FMSS may not be valid enough to assess some aspects of maternal representations in
the current sample. For further research, it might be recommended that other
measures can be added to the assessment battery to establish convergent validity of
the FMSS and better understand these aspects of the representations. In further
studies, the Working Model of the Child Interview (WMCI; Zeanah et.al., 1994) that
were recently adapted to Turkish in a sample of first-time mothers and their
preschoolers could be used in addition to the FMSS.

Thirdly, although there is a growing number of studies show that the
coherence of the mother’s narrative is a crucial predictor for future mother-child
interaction (Sher-Cencor et al., 2013) in terms of the mother’s ability to respond to

the infant’s signals sensitively, provide him/her with appropriate scaffolding, and
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communicating emotional experiences, which are related to the child’s cognitive
development (Lucassen et al., 2015; Roebers, 2017), all of the data in this study has
been received during the prenatal period and the above associations were not
evaluated after birth. Mothers’ representations can be used as a predictor factor in
understanding mother-child interaction. As was described in the Methods section,
this study was a part of the large longitudinal project, which aims to investigate
parental predictors of infants’ attention skills at four months. It could be better to
examine organization of postnatal maternal representation and other factors including
mother and child outcomes (i.e., sensitivity, child temperament) after birth. However,
project data about mother-child interaction in 4™ month has not been coded yet.
Additionally, fathers were not included in the study. However, recent studies
showed that couple satisfaction and social support would affect mothers’ depression
and stress levels (Foley, Branger, Alink, Lindberg, & Hughes, 2019). For further
research, it is recommended that factors related to fathers and the relationship quality
between couples can be examined to better understand the prenatal representations
and their correlated factors. Overall, the findings of the current study may be limited,

but more detailed results can be found in future studies.

5.3 Conclusion and implications

Narrative production is one of the fundamental ways to assess mental
representations. Content-free evaluation enabled to examine the organization of
thoughts, rather than affective content. Accumulated evidence shows that assessment
of parental representations is crucial since it is a predictor for later parent-child
relationship (Benoit et al., 1997a; 1997b; Sher-Censor & Yates, 2015; Sher-Censor et

al., 2013, 2016). Qualitative methods have been used in previous studies (Buldur,
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2009; Ihical1 & Fisek, 2004), however the use of the FMSS as an assessment tool of
mental representations in the prenatal period is relatively recent (Sher-Cencor, 2015;
Rea et al., 2020; Westan et al., 2017). This study attempted to examine if this
instrument captures individual differences in mental representations about the unborn
baby in a Turkish sample of primiparous women. The results showed that there was
variability in some scores such as focus, elaboration, acceptance, complexity, and
coherence, but it seems the instrument did not work in terms of assessing
separateness and concern as the majority of the scores were either in very high or low
categories. Thus, as Sher-Censor and her colleagues (Sher-Censor & Yates, 2015;
Sher-Cencor et al., 2013) did, it might be better to rely only on coherence scores
rather than using all sub-dimensions one by one.

Furthermore, it appears that family income and mothers’ moods should be
considered in the assessment of mental representations in this group. In line with
some previous findings in Turkey, mothers with higher levels of income expressed
more concern while they spoke about their unborn babies and their future
relationship compared to those with lower levels of income, although they were not
more depressed or distressed about pregnancy-related issues. A content analysis may
provide better insight into what made the more resourceful group more worried about
future parenting. Although the FMSS is a brief instrument, there is a need to
establish its convergent validity with other instruments that were adapted to Turkey
(e.g., Working Model of Child Interview; Siimer et al., 2016).

In addition, the results demonstrated that mothers with higher levels of
income had more difficulties in focusing on the baby. Families with low SES has
been a target population for most of the preventive studies. However, regulating and

containing the concerns of financially resourced primiparous women to improve the
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quality of their maternal experiences can be an important point in prenatal
intervention through the counseling perspective. In addition, it is more likely that
older expectant mothers would have higher concern. In this study, information about
fertility was not obtained; however, it is possible that mothers, especially older ones,
would get medical support for fertilization which might increase their concern level.
That is why, intervention groups may be defined regarding these factors.

Overall, despite shortcomings, this study contributes to the theoretical
background of mental representations and implications of FMSS procedures in
Turkey as it is the first time that the FMSS was used to assess mental representations
in a Turkish sample. The findings have meaningful theoretical and practical

implications for early intervention in counseling programs.
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APPENDIX A

INFORMED CONSENT FORM

PARTICIPANT INFORMED CONSENT FORM
Name of the institution: Bogazici University Faculty of Education
Department of Educational Sciences Psychological Counseling and Guidance
Program
Title of the research: Origins of Early Individual Differences
in Infant Attention: A Multi-Method Study Involving Families of Twins
and Singletons
Project director: Dr. Nihal Yeniad
Master students: Melike Hacioglu, Sedanur Sorgun, Biisra Unverdi

E-mail: nihal.yeniad@boun.edu.tr Phone Number:02123596574

The main goal of our study is to investigate individual differences in infant attention
skills in the context of early environmental factors.
If you

e are pregnant,

e completed 32nd week of your pregnancy,

¢ will become a mother for the first time,

We invite you to participate in our project to help us in this research.
If you accept to participate in this research,

1. We will kindly request you to fill out a questionnaire that includes questions
about your general health status, mood, social support and family life and to
tell us your expectations about your baby while we record your voice for 5
minutes on a digital voice recorder approximately 1 month before your
estimated date of delivery. This interview will take approximately 20
minutes.

2. We will visit you 4 months after delivery at a convenient time for you and

- we will play 2 different games with your baby for 10 minutes and
videotape his/her reactions while we smile at him/her and show
him/her puppets.

- we will kindly request you to spend free time with your baby for 5
minutes and to interact with him/her with different facial expressions
for 5 minutes subsequently. For example, you play with him/her as
you would normally do for 2 minutes, look at him/her with a still face
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for 1 minute, and to play with him/her as you would normally do for 2
minutes. The interaction between you and your baby will be
videotaped.

- We will kindly request you to tell us your emotions, thoughts and
expectations about your baby while we record your voice on a digital
voice recorder for 5 minutes.

- We will kindly request you to fill out the questionnaire that takes
approximately 15 minutes via computer during or after our visit. Qur
visit will take approximately 45 minutes.

We will have small gifts for your baby in each of our interviews to thank you for
your participation.

Your participation in this study is completely voluntary. You may withdraw from the
study in any time without stating a reason. In the case of withdrawal of consent, your
samples will be destroyed, and your personal data will be deleted.

This research is conducted for scientific purposes in consideration of preserving
confidentiality of personal information. An identification number is used instead of
names of the participants in surveys, videos and voice records. Hard disks in which
records are protected will be kept in a locked file cabinet and will be wiped when the
research is completed. In case you give written permission, these records may be
used for education of our students or in scientific presentations without stating
personal information of you or your baby.

If you agree to participate in this research, please sign this form, place it into the
envelope and return it to us.

If you have any questions, please ask them before signing.

The nature and purpose of this research have been sufficiently explained to me
and I agree to participate in this study with my baby/babies.

NaAmME-SUMAME: ...ttt e eiaaeeas

Date (dd/mm/yyyy): ......... /S [ivoraeanne
SINATUTE: .eettt
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APPENDIX B
INFORMED CONSENT FORM

(TURKISH)

KATILIMCI BiLGi ve ONAM FORMU

Arastirmay1 destekleyen kurum: Bogazici Universitesi Egitim Fakiiltesi Egitim
Bilimleri Boliimii Rehberlik ve Psikolojik Danismanlik Anabilim Dali

Arastirmanin adi: Erken DonemDikkat Becerisindeki Bireysel Farkliliklarin
Arastirilmas:: Tek ve ikiz Bebekli Ailelerle Coklu Yontemli bir Calisma

Proje yiiriitiiciisii: Dr. Ogretim Uyesi Nihal Yeniad
Yiiksek lisans 6grencileri: Melike Hacioglu, Sedanur Sorgun, Biisra Unverdi

E-posta adresi: nihal.yeniad@boun.edu.tr Telefonu: 0212 359 6574

Arastirmamizin amaci, bireylerin kendi diisiince ve davraniglarini diizenleyebilmeleri
icin gerekli olan dikkat becerisinin erken donemde c¢evresel faktorler baglaminda
incelenmesidir.

e Bebek bekliyorsaniz,
e Hamileliginizde 32 haftay1 tamamladiysaniz,
e [lk defa anne olacaksaniz,

Bu arastirmada bize yardimci olmaniz icin sizi projemize katilmaya davet
ediyoruz.

Katilmay1 kabul ettiginiz takdirde,

1) Beklenen dogum tarihinden yaklasik bir ay 6nce sizden genel saglik ve duygu
durumunuz, sosyal desteginiz ile aile yasaminiz hakkinda sorular iceren bir
anketi doldurmaniz1 ve bebeginiz hakkindaki beklentilerinizi bir ses kayit
cihaziyla kaydederken 5 dakika boyunca anlatmanizi rica edecegiz. Bu
gorismemiz yaklasik 20 dakika siirecektir.

2) Dogumdan 4 ay sonra sizin i¢in uygun bir zamanda ziyarete gelerek
- Once bebeginizle toplam 10 dakika siiren iki ayr1 oyun oynayacagiz.
Biz giilimserken ve kuklalar gosterirken ne tiir tepkiler verdigini
kamerayla kaydedecegiz.
- Daha sonra sizden bebeginizle dnce 5 dakika serbest vakit
gecirmenizi; sonrasinda ise bir 5 dakika da farkl yiiz ifadeleri ile
onunla iletisime gegmenizi isteyecegiz. Ornegin 2 dakika onunla her
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zaman oynadiginiz gibi oynamanizi, bunun ardindan 1 dakika ona
ifadesiz bir yiizle bakmanizi ve sonra 2 dakika tekrar normal sekilde
oynamanizi isteyecegiz. Yani toplam 10 dakika boyunca bebeginizin
ve sizin etkilesiminizi kameraya alacagiz.

- 5 dakika boyunca bebeginiz hakkinda duygu, diislince ve
beklentilerinizi ses kayit cihazi kaydederken anlatmanizi rica
edecegiz.

- Yaklasik 15 dakikalik anketi ziyaret sirasinda veya sonrasinda
bilgisayar tistiinden doldurmanizi isteyecegiz. Bu goriismemiz
yaklasik 45 dakika siirecektir.

Katilimmiz i¢in tesekkiir etmek amaciyla her gériismemizde ufak hediyelerimiz
olacak.

Bu arastirmaya katilmak tamamen istege baglidir.Katildiginiz takdirde ¢alismanin
herhangi bir asamasinda herhangi bir sebep gostermeden onayinizi ¢gekme hakkina
sahipsiniz. Bu durumda sizden toplanan verilerin hepsi hi¢bir sekilde kullanilmadan
imha edilecektir.

Bu arastirma bilimsel bir amagla katilimci bilgilerinin gizliligi esas tutularak
yapilmaktadir. Anketlerde, video ve ses kayitlarinda katilimcilarin ismi/soyismi
yerine bir numara kullanilir. Kayitlarin saklandig1 harddiskler, arastirma projemiz
stiresince kilitli bir dolapta muhafaza edilip arastirma sona erdiginde temizlenecektir.
Yazili izin verdiginiz takdirde bu kayitlar sizin ya da bebeginizin kimligi
belirtilmeden boliim 6grencilerimizin egitiminde veya bilimsel nitelikteki
sunumlarda kullanilabilir.

Katilmak isterseniz liitfen bu formu imzalayip ekteki zarfin icine koyarak bize
ulastirimz.

Imzalamadan 6nce sorulariniz varsa liitfen sorun.

Bana anlatilanlar ve yukarida yazilanlarn anladim. Arastirmaya
bebegim/bebeklerimle birlikte katilmayi kabul ediyorum.

IMZaSt: e
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APPENDIX C

INTAKE QUESTIONS FORM (DEMOGRAPHICS)

Katihmcer numarasi: ........................
(Participant ID)

Anketin dolduruldugu tarih: ..... /O
(Filling date of the form)
Arastirmack:..ccooeeeeeriiiesscenennsecns
(Researcher)

KATILIMCI ONGORUSME SORULARI (Dogum Oncesi)
(PARTICIPANT INTAKE QUESTIONS (PRENATAL))

S1 Projemizden nasil haberdar oldunuz?
(How did you know about our project?)

S2 Hamileliginizin kag¢inci haftasindasiniz?
(Which week of your pregnancy are you at?)

S3 Bebeginizin beklenen dogum tarihi (giin/ay/yil):
(The expected birthdate of your baby (day/month/year))

S4 Sizin dogum tarihiniz:
(Your date of birth)

S5 Esinizin dogum tarihi:
(Your partner’s date of birth)

S6 En son mezun oldugunuz okul:
(Lastly you graduated from)

1 llkokul (Primary School)

2 Ortaokul (Secondary School)

3 Lise (High School)

4 Meslek Yiiksek Okulu (2 yillik) (Vocational school of higher ed. ( 2 years))
5 Universite (4 yillik) (University (4 years))

6 Lisansiistii (Master)

7

Baska (belirtiniz ) ( Other (please specify )

S7 Mesleginiz:
(Your occupation)

S8 Su an calistyor musunuz?
(Do you work currently?)

] Evet (Yes)
"1 Haywr (No)
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S9 Eger evetse, haftada ortalama kag ¢alistyorsunuz ?

(If yes, how many hours a week do you work on average?)

S10Esinizin en son mezun oldugu okul:
(Lastly your partner graduated from)

|

2
3
4
5
6
7

S11 Esinizin meslegi:

IIkokul (Primary School)

Ortaokul (Secondary School)

Lise (High School)

Meslek Yiiksek Okulu (2 yillik) (Vocational school of higher ed. ( 2 years))
Universite (4 yillik) (University (4 years))

Lisansiistii (Master)

Baska (belirtiniz ) ( Other (please specify )

(Your partner’s occupation)

S12 Esiniz su an ¢alistyor mu?
(Does your partner work currently?)

"] Evet (Yes)
"] Hayir (No)

S13Eger evetse, haftada ortalama kag saat calisiyor?
(If ves, how many hours a week does your partner work on average?)
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APPENDIX D

FIVE MINUTE SPEECH SAMPLE (FMSS) PROTOCOL

Record the FSMM on a digital voice recorder. Make sure again that all phones are
turned off. Do not take notes while the parent is speaking; the attention of the mother
should not be distracted during the interview. If the parent has to feed the baby, give
them time and space to do so and do the FMSS afterwards. Make sure that the baby
is not on the parent’s lap.

Instructions:

“I would like to hear your thoughts and feelings about <name baby>, in your own
words and without my interrupting with any questions or comments. When I ask you
to begin I would like you to speak for 5 minutes, telling me what kind of person
<name baby> is and how the two of you get along together. After you begin to
speak, I prefer not to answer any questions until after the 5 minutes are over. Here |
have an instruction card for you, so you can read the instructions again if you'd like.
(Place the instruction card in front of the parent.) Do you have any questions you
would like to ask before we begin? Ok, I'll record some data and then you can
start.”

Start the record by saying the ID, the date, assessment time (prenatal or postnatal).

Do not say anything while the parent is speaking, not even “Mm-hmm.” Do not use
leading prompts, such as “Tell me a little bit more about that.”

Possible questions asked by a parent before and during the speech sample:

e “What exactly do you want me to tell you?”
Response: “Whatever you think is important about <name baby> and how the two of
you get along together.”

e  “AmI doing okay?”
Response: Respond by either nodding your head or by saying “fine.” The preference
is to nod, because this is the least distracting.

e “How much time do I have left?”
Response: “A couple more minutes,” or “About a minute.” Do not tell the parent the
exact time remaining to avoid any potential anxiety.

e “Do you want me to go on and tell you about her illness?”
Response: “Please tell me anything about <name baby> for a few more minutes.”

Possible concerns during the speech sample:

o The parent stops speaking before the 5 minutes have elapsed.
Action: Wait 30 seconds before prompting, if the parent does not continue talking,
say. “Please tell me anything about <name baby> for a few more minutes.” If the
parent still does not speak, allow the full 5 minutes to elapse before stopping the
recorder.

o The parent continues talking after the 5 minutes have elapsed.

71



Action: Stop recording when the 5 minutes have elapsed, but let the parent finish
his/her story.

e The parent breaks down during the interview and begins to cry.
Action: If a parent becomes emotional during the home visit (e.g. clams up or starts
crying), and wants to terminate the interview, we will first listen and try to comfort
her. If the parent calms down, we can discuss with her/him if s/he is still willing to
continue. We will leave the choice up to her/his if s/he wants to continue with the
session or stop. If the parent is not able to calm down or needs more structural help,
report this situation to the project coordinator after the interview and if required
inform the mother about the centers where psychological support can be received.
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APPENDIX E
FIVE MINUTE SPEECH SAMPLE PROTOCOL-ADAPTED

(TURKISH)

Bes Dakika Konusma Ornegi Protokolii (Dogum Oncesi Tek Bebek)

YOnerge:

“Dogacak bebeginiz hakkindaki diisiince ve duygulariizi kendi ciimlelerinizle,
benim herhangi bir soru veya yorumla bolmedigim bir sekilde duymak istiyorum.
Baslamanizi istedigimde 5 dakika boyunca dogacak bebeginizin nasil bir kisi
olacagini ve ikinizin nasil anlasacagini anlatarak konusmanizi rica ediyorum. Siz
konugmaya basladiktan sonra 5 dakika dolana kadar sorulara cevap vermemeyi tercih
ediyorum. Iste burada sizin i¢in bir yonerge kart1 var (Yonerge kartini ebeveynin
Oniine yerlestirin), isterseniz yonergeleri tekrar okuyabilirsiniz. Baglamadan 6nce
sormak istediginiz herhangi bir soru var mi1?

Tamam, bazi bilgiler kaydedecegim, sonrasinda baslayabilirsiniz.”

Kayda Anne ID, Bebek ID, goriisme tarihi, degerlendirme zamanini (dogum
oncesi ya da sonrasi) sdyleyerek baglaym.

Anne konusurken hicbir sey sdylemeyin, ‘Hmm’ bile demeyin. ¢ 'Bu konuyu biraz
daha acgabilir misiniz?’’ gibi yonlendirici ifadeler kullanmayin.

Anne tarafindan sorulabilecek muhtemel sorular:

e “Tam olarak size ne anlatmami istiyorsunuz?”
Cevap: “Dogacak bebeginiz hakkinda onemli gordiiklerinizi ve ikinizin nasil
anlasacagini”

e “lyi gidiyor muyum?”
Cevap: Ya basimzi sallayarak ya da “’iyi’’ diyerek cevap verin. Bas sallamak
daha az dikkat dagitacag icin tercih bu yondedir.

e “Ne kadar zamanim kald1?”
Cevap: “Bir ka¢ dakika daha,” ya da “Yaklasik bir dakika.” Olas1 kaygidan
kacinmak i¢in geriye kalan siireyi tam olarak sdylemeyin

e “Devam etmemi ve size onun hastaligindan bahsetmemi ister misiniz?”
Cevap: “Liitfen dogacak bebeginiz hakkinda birka¢ dakika daha herhangi bir
seyden bahsedin.”

Konusma 6rnegi siiresince vasanabilecek olasi sorunlar:

e Ebeveyn 5 dakika dolmadan konusmay1 birakirsa:
Eylem: Konusmaya tesvik etmeden 6nce 30 saniye bekleyin, eger konusmaya devam
etmezse, “Liitfen dogacak bebeginiz hakkinda birka¢ dakika daha herhangi bir
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seyden bahsedin.”” deyin.Eger ebeveyn hala konusmazsa kayit cihazini
durdurmadan 6nce 5 dakikanin dolmasmi bekleyiniz.

e 5 dakika dolduktan sonra ebeveyn konugsmaya devam ederse
Eylem: Kayd1 5 dakika doldugunda durdurunuz ama ebeveynin hikayesini
bitirmesine izin veriniz.

e Anne goriisme sirasinda kendini kaybeder ve aglamaya baglarsa;
Eylem: Anne duygusallasirsa (6rn., sessizlige biiriiniirse ya da aglamaya baslarsa) ve
goriismeyi sonlandirmak isterse, ilk 6nce onu dinleyin ve konusmaya devam etme
ya da sonlandirma se¢imini ona birakin. Eger anne sakinlesemiyorsa ya da daha
profesyonel yardima ihtiya¢ duyuyorsa, bu durumu goriismeden hemen sonra proje
yiiriitiiciistine bildirin ve gerekli gérdiigiiniiz takdirde anneyi psikolojik yardim
alabilecegi merkezler hakkinda bilgilendirin.
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APPENDIX F

DEMOGRAPHICS

S1 Hane halkinin aylik toplam geliri
(Total monthly income of household)

1.000-3.000 TL
3.001-5.000 TL
5.001-7.000 TL
7.001-9.000 TL
9.001- 11.000 TL
11.000-13.000 TL
13.001- 15.000 TL

15.001 TL ve tizeri
(15.001 TL and above)

ooO0O0O0oOoOoOonOnd

S2 Su anda ailenizin ekonomik durumuyla ilgili ne kadar endiselisiniz?
(How much worried are you about the economic situation of your family?)

L] Endiseli degilim.
(I am not worried.)

] Cok az endiseliyim.
(I am a little worried.)

[J Bazen endigeliyim.
(I am sometimes worried.)

L] Orta derecede endiseliyim.
(I am worried frequently.)

L Cok endiseliyim.

(I am worried a lot.)

S3 Herhangi bir saglik probleminiz bulunuyor mu?
(Do you have any health problems?)

L1 Evet (Yes) L1 Hay1r (No)

S4 Cevabiniz evet ise problemin ismini yaziniz:
(If ves, please write down the name of the problem)
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S5 Diizenli bir sekilde herhangi bir ilag¢ ya da takviye (demir, vitanmin gibi)
kullantyor musunuz?
(Do you use any medication or supplement (iron, vitamin etc.) on a regular basis?)

O Evet (Yes) 0 Hayir (No)

S6 Cevabiniz evet ise kullandiginiz ilacin/takviyenin ismini yaziniz:

(If yes, please write down the name of medication/supplement you use)

S7 Ne siklikta bu ilaci/taviyeyi kullaniyorsunuz?

(How often do you use this medication/supplement?)

S8 Ne zamandir bu ilacv/takviyeyi kullaniyorsunuz?

(How long have you been using this medication/supplement?)
S9 Saglik kontrollerinde bebeginizin gelisimi ile ilgili herhangi bir sorun belirtildi

mi?
(Were any problems with your baby’s development stated during health checks?)

O Evet (Yes) U] Hayir (No)

S10 Cevabmiz evet ise, problemin ismini yaziniz.

(If ves, please write down the name of the problem)
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APPENDIX G

CENTER FOR EPIDEMIOLOGIC STUDIES DEPRESSION SCALE (CES-D)

Center for Epidemiclogic $tudies Depression Scale (CES-D), NIMH
Bealow iz a list of the ways you might have falt or behaved. Pleaze tell ms how often yon have felt this way during the past week.

During the Past

Week
Some or a
Rarely or none of  jittle of the Oecasionally or a Mast or all of
the time {less than  time (1-2 moderate amount of time  the time (5-7
1 day) days) (3-4 days) days)

1. |'was bothered by things that usually
don't bother me. |_| |_| |_| |_|
2. | did not feel like eating; my appetite
Was poor. D D D D
3. | felt that | could not shake off the
blues even with helg from my family or D D D D
frizmds.
4. | felt | was just as good as other
peopl. L L L L
5. | had trouble keeping my mind on
what | was doing. |:| |:| |:| |:|
. | felt depressed. I:l I:l I:l I:l
7. | felt that everything | did was an
sy ] ] ] ]
B. | felt hopeful about the futura. |_| |_| |_| |_|
8. | thought my life had been a failure. |:| I:l |:| |:|
10. | felt fearful. |:| |:| |:| |:|
11. My sleep was restless. I:l I:l I:l I:l
12. | was happy. |:| |:| |:| |:|
13. | talked less than usual. |_| |_| |_| |_|
14. | felt lonely. |:| I:l |:| |:|
15. People were unfriendly. |:| I:l |:| |:|
16. | enjoyed life. |:| |:| |:| |:|
17. | had crying spells. |:| |:| |:| |:|
18. | felt sad. I:l I:l I:l I:l

18. | felt that people dislike me.

20. | could not get “going.”

L]
L]
L]
L]

SCORING: zero for answers in the fSrst column, 1 for answers in the second cohmmn, 2 for answers in the third column, 3 for
answers in the fourth column. The scoring of positive items is reversed. Possible range of scores is zero to 60, with the higher
srores indicating the presence of more symptomatology.
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APPENDIX H
CENTER FOR EPIDEMIOLOGIC STUDIES DEPRESSION SCALE (CES-D)

(TURKISH)

Duygulariniz

S13 Asagida duygu ve davranislarimizla ilgili ifadeler yer almaktadir. Liitfen gecen
hafta boyunca asagidakileri ne siklikla hissettiginizi veya yasadiginizi uygun rakami
yuvarlak i¢ine alarak belirtin.

Higbir zaman/Nadiren (1

—

1. Genellikle canimi1 sikmayan seyler canimi sikt1.

2. Aclik hissetmedim, istahim yerinde degildi.

2| 8| ™ Biraz-Birkac kez (1-2
w| w|“| Arada Sirada-Bazen (3-4

ks Cokc¢a-Cogu Zaman (5-7

[UNN RN

3. Arkadaslarim veya ailemin yardimina ragmen kot
ruh halinden kurtulamadim.

\S]
[98)
AN

4. Ruh halimin diger insanlar kadar iyi oldugunu 1
hissettim.

5.Yaptigim ise odaklanmakta zorlandim.

6. Kendimi depresyonda hissettim.

7. Her seye caba harcamam gerektigini hissettim.

8. Gelecek i¢cin umutlu hissettim.

9. Hayatimin bir basarisizlik oldugunu diisiindiim.

10. Korktugumu hissettim.

11. Huzursuz uyudum.

12. Mutluydum.

13. Her zamankinden az konustum.

14. Kendimi yalniz hissettim.

b [t | e [ | e | et [ | | |

15. Insanlar arkadas canlisi degildi.

16.Yasamdan zevk aldim. 1

17. Aglama ndbetleri gecirdim. 1

18. Kendimi iizgiin hissettim. 1

19. Insanlarin benden hoslanmadigimni hissettim. 1

NI G o o[ N|N|D
wwwwwwwwwwwwwwww
-B-thhhh######-b-b-b

20. Isler yolunda gitmedi. 1
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APPENDIX I
PRENATAL DISTRESS INVENTORY

Q11 Are you feeling bothered, upset, or worried at this point in your pregnancy about?
Please indicate how much you agree with each statement, circling the appropriate number.

Not at Some | Very
all what Much

() 0)) ()

1. Taking care of a newborn baby.

2. Effect of ongoing health problems such as high
blood pleasure or diabetes on your pregnancy.

3. Feeling tired and having low energy during
pregnancy.

4. Pain during labor and delivery.

5. Paying for your medical care during pregnancy.

6. Changes in your weight and body shape during
pregnancy.

7. About whether the baby might come too early.

8. Physical symptoms of pregnancy such as
vomiting, swollen feet, or backaches. (If yes, which

9. Quality of your medical care during pregnancy.

10. Changes in your relationships with other people
due to having a baby. (If yes, especially

11. Whether you might have an unhealthy baby.

12. What will happen during labor or delivery.

13. Working or caring for your family during
pregnancy.

14. Paying for baby’s clothes, food, or medical care.

15. Working at a job after baby comes.

16. Getting daycare, babysitters, or other help to
watch the baby after it comes.

17. Whether the baby might be affected by alcohol,
cigarettes, or drugs that you have taken.

79



APPENDIX J
PRENATAL DISTRESS INVENTORY

(TURKISH)

Dogum Oncesi Duygu ve Diisiinceleriniz

S11 Gebeliginizin bu doneminde agagida belirtilen konularda kendinizi rahatsiz, {izgiin ya da

endigeli hissediyor musunuz? Liitfen her bir ifadeye ne kadar katildiginizi, uygun rakam

yuvarlak igine alarak belirtiniz.

Hayrr, Evet, Evet, ¢ok
hi¢ biraz fazla
1. Yeni dogan bebegin bakimi 1 2 3
2. Yiiksek tansiyon veya seker hastaligi gibi 1 2 3
devam eden saglik sorunlarinin gebeliginize etkisi
3. Enerjinizin diisiik olmasi ve kendinizi yorgun 1 2 3
hissetmeniz
4. Dogum sirasinda hissedeceginiz agri/sanci 1 2 3
5. Aldigimiz saglik bakim hizmetleri i¢in 1 2 3
yaptiginiz harcamalar
6. Kilonuzda ve viicudunuzun goriiniimiinde 1 2 3
olusan degisiklikler
7. Bebegin ¢ok erken dogma olasiligi 1 2 3
8. Gebelikte ortaya ¢ikan kusma, ayaklarda sislik | 1 2 3
veya bel agris1 gibi bedensel sikayetler (Evet ise;
hangi sikayetler? ... )
9. Aldiginiz tibbi bakimin kalitesi 1 2 3
10. Bebegin dogumu nedeniyle diger insanlarla 1 3
olan iliskilerinizde yasayacaginiz degisiklikler
(Evet ise; ozellikle kim(ler)? .......ccceevvvieiieecnnnnnns )
11. Sagliksiz bir bebeginizin olabilecegi 1 2 3
12. Dogum sirasinda neler olacagt 1 2 3
13. Calisma yasaminiz veya ailenizin bakimi 1 2 3
14. Bebegin giysileri, beslenmesi ve saglik 1 2 3
bakimi i¢in yapacaginiz harcamalar
15. Bebegin dogumundan sonra bir iste caligmak | 1 2 3
16. Bebegin dogumundan sonra giinliik bakimi 1 2 3
17. Kullandiginiz sigara, alkol ya da ilaclardan 1 2 3

bebegin etkilenmis olup olmadig1
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APPENDIX K

FMSS COHERENCE SCALES — CODING FORM

3. Separateness

ID:

Project: Wave:

Rater:

Coding

date:

‘ Notes Score

1. Focus

2. Elaboration
Boundary
Dissolution:
Caregiving 0 1 2
Peer 012
Partner 012

2

Controlling0 1

Separateness:

4. Concern

5. Acceptance

6. Complexity

COHERENCE

Additional notes:
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APPENDIX L
BOGAZICI UNIVERSITY ETHICS COMMITTEE

APPROVAL FOR SOCIAL SCIENCES

T.C. BOGAZIC OnIvERSiTES]
Sosyal ve Beseri Bilimler |nsan Arsstirmalari Btk Kurulu 1SBINAREK)

30.11.2018
D¢, Ogredim Uyesi Nihal Yaniad Malksmak
Bogazigi Univarsitesl,
Efitim Fakitesi
Egitim Bilirmleri Balami
34342 Babak / latanbul

nihal. yeniad @ boun. edu.ir

Sayin Araghirmaci,

“Erkan Dinam Dikkat Bacansindeki Bireysel Farkiliklann Arastinimass: Tek ve ltiz Bebeki

Ailelerle Coklu Yontemdi bir Caligma® baghkh projeniz ile Bodazigi Universites Sosyal ve
Begeri Biimler Insan Araghrmalan Etik Kurule (SBINAREK)e yaptigniz 21812 layt
nurmaradl bagweru 30.71.2018 taribll ve 2018103 sayl kurul foplantisinda incelenerek el

aney verilmesi uygun bulunmustur.
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APPENDIX M

BOGAZICI UNIVERSITY ETHICS COMMITTEE APPROVAL LETTER
FOR CURRENT STUDY

Evrak Tarih ve Sayvisy 180462020-41

TC.
L BOGAZICT UNIVERSITEST L
SOSYAL VE BESERI BILIMLER YUKSEK LISANS VE DOKTORA TEZLERI ETIE INCELEME
EOMISYONU _
TOPLANTI TUTANAGI

Toplaxt Sayon @ 03

Toplast: Taziki = 150G2010

Toplaxt Sansti - 14:00

Toplant Yari : Zoom samal toplanh

: Prof Dr. Fevza Corapg, Dr. O, Tyesi Vasemin Sobtorik fkmen, Prof Dr. Ozlem Heszpo
Eamaca, Dog. Dr. Ehma B2y, Prof Dr. Faima Mewra Segaie

Bulizmayanlar -

Mabke Hacaogiz
Egition Bilimlari Boltmt Pulkolejik Dansgmaniik ve Rebberik

Savm Araghrmac

" Hamilelik domeminde axnelife ozzi temsiller: [k kez amne olacak kadmlaris bey dakikabk konuyma sreefi
galizman" bashkh projeniz dle ikzili clarak yapafmeze SEB-EAK 102032 sanh basvorunez kemisyonmmnz
iarafimdan 15 Hariran 2020 tarihli ioplannds incelenmis ve nygun bolonmesmr.

Bu karar fim tyeleriz toplantrys gevrimic olarak kanhmy ve eybirlifi ile abzmagter. COVID-19 solemleri
kspzammds kmrul @yelerinden 1slak imza shesmadhdh icis b enam mekmbu iye ve raporibr olarsk Farms
Nevra Seggie tarafindan bivtin yeler adims e-imralammoyhr.

Saygilarmirls, bilgilerinizi rica ederiz.

Prof Dr. Fatma Mewma SEGGIE
OYE

g-imralihr
Prof. Dr Fatma Mema SEGGIE

SOBETIE 05 15/06/2020
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APPENDIX N

APPROVAL OF THE TURKISH MINISTRY OF HEALTH

Bogazigi Universitesi Evrak Tarih ve Sayisy: 23/08/2019-4453
e, B SAdR e O T Sy,
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! 133+ - -
AN
IS TANBUL VALILIGE el
11 Saglk Madirligi

Say ¢ VEEETIX2-604.00.00
Fomu  ; Mihal YENIAD MALKAMAK m
Aragtma Projesi lzin Bagvurusu Hk

BOGAZICT UNIVERSITES] REETORLOGUNE
i 34342 Bebek ¢ Istanbul 3

llgi : ) OB TNG tarihli ve TIZ11200-1765 zawly vazi.
by 11020 G taribli ve T1211200 savil yazi.
o 262009 tarihli ve [6E6TI12-604.00.01-168] say h yaz.

[lgi a} sayill vaziniz ile Tiniversileniz Egitim Fakilliesi Efitim Bilimlen Bilimii Rekberlik
ve Psikolojik Dangmankk Anabilim Dalimda gdrevli Dr, Ogretim Dyesi Nihal YENIAD
MALKAMAK'n viritictliofinde, Yiksek Lisasns Oprenciler: Melike HACIOGLLL
Sedanur SORGUN ve Bigra UNVERD ' min *Erken Dénem [Hkkat Becerisindeki Bireysel
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S
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o g
Eieyritniasem P, Mbevians (1 Fads, 34017 bi: | G He: 100 Zeyiinbucmsast Bilgh i A S ARMUSAK
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Telefor. Faks No FIRMA
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ilgh @) vz b sl wamlanmz ile Oniversiteniz Efittm Fakdties) Egitim Bilimleri Biuma
Fehberlik ve Psikelojik Dargmanhk Ansbilim Dol Dr. Ofretim Ovesi Nibnl Yenind
MALKAMAK 1 yirienlugonde, Yoksek Lisasms Ogrencileri; Melike HACIOGLU,
Sedanur SORGUN ve Bigra UNVERDI nin “Erken Dénem Dikkat Becerisindeltl Blreysel
Farkldklarin Aragurimas: Tek ve ke Bobekli Ailelerle Cokiu Yintemli Bir Cahyma™
bashikl projesi kopsominda, Bafpeliovier D Bagokselir DI Biyilepekmece Mimor Sinan
DN Evemler Kodm Dotim we Cocuk Hasiolblor: Hovianes!, Kafuhane DH, Mormara
Untversites) Pendih EAH, Sisli Hamigive Etfl EAL ve Saryer), Olmepdar E4H, Omraniyve
EAH. Zayrup Kamil Kodin ve Cocuk Haziolikiars EAH, Hoydorpaga Numume FAH, Uskddar
D ve Intewhet EAN (Sileymanive Kadwe Dafum we Coenk Hasrolikiorr Hostonssi) naen
hizmet alan g:h:.hn}:n werl luplim'm.tl calebi M ildOeidgimdze iletibmiglr,

Bayimizem Msi Moy e L. Mol 3, J801 8 K | Uk Be 100 2o tirsbarmid | Ditg: i vres AARMUSAK
i v Cot gt rvezar Flonimsd
Teklnn Faks Mo FIRMA

e Fusta sreo sarsusa koimaglie gor bt Adveal: s Easnbalsaglik o Te ke fisfi B OTLT S3E 33 0 - 3183
Eemulon abdawron i jmasty meriime hitp-yeel e sglii go. i sdnet nden dBel il c-a ORI S oo 1 113189 ke e cripebiliminia.
s boligs 3N ey | el cfessaes imien hamwara phre pireeni: cleicrorh i e lmsanmes.
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Sdz korusu armgtrma. Bahgelievier DH, Bagnksehir DH, Bityikeekmece Mimar Sinnn
[¥H, Esenler Kadin Dofum ve Cocuk Hastahklarr Hastunesi, Marmars Oniversitesi
Pendik EAH, $igli Hamidiye Etfal EAH ve (Sarmver), Okmeydam EAH ve lstanbul EAH
(SUleymaniyc Kadwm Dogum ve Cocuk Hastaldklar: Hastanesiy'sin ilgi c), d), ). ), gl
b i we §) sayuln yacis dle uygun ghrlllmiy ve Medicilfdmis arafindan onaylanmisor,

Zevmep Kamil Kadin ve Cocuk Hastzhklan EAH, Uskldar DH, Umeaniye EAH,
Kagdhane O, Haydarpage Numune EAHmin ilgi k), 1), m), n), o) sali vams ile uygan
girilmemigtie. Calamae ile flgili ekie ver alan protokol Sroeginia, gnin'mi; ile
Miidirlisgimiz arasnds imeslannss) (2 nisha) halinde vopalabilecei ve konunun caligmada
ady gegen Dr. Ofretim Cyesl Mibal Yenlad MALKAMAK s sebligi hususunda;

Gerefini bilglerinize arz ederim.

e=imznlihir.
Op. D, Kemal TEKESIN
hndir a.

Faghan

EKLER:
1- Chrnek Protohel | 3 Sayfa )
2= Hastane Gidriks Yazikar
Sovitnmam Mah hlovase Cd. Mo W3, FA01T Fai: | 003m Fa: 100 Zexiimbumnist g i e At SARMUSAK
Sagligm Ciclgirdnes Brimi
Telelna: Faks b FLRAA
e-lto s aro s sl g 5oy & Int Adeei; www istenbulsaglik govar Tedafon MarDI 1T 638 33 95« 3102

Ewrken ehebwonit mzal) susgime biptebelgesg i ogos @ sdroimdes A58 s 1A [ B d ke 008 | 1 O] s b rrimctyi b
Fim belipe SO0 may1h clokizohit wnms Baruaa gl pieenth slehrronel s i e s
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T.C
ISTANBUL VALILIGT
i SAGLIK MUODDRLIGT

ARASTIRMA iZINLERL iSsBIRLIGT PROTOKOLD

Madde 1. Taraflar

aj I; bu pratokel T.C. Sughb Huhnllgl Istanbul {I Saghk Midiridga ile
ey et rE e srasinda dilzen lenmistic,

Madde 2, ilu.nﬂl-ﬁh Adresleri ve Bildiri mler

1) Bu protokole konu olan yazigma ve tebligatlarda Saglk Bakanbiy lstenbul [l Saghk
MudidGginin (bundan bayle 1l Saghk Midirligt olarak ansbacakier) ikameigah
adresi olarak Binbirdirek Mahallesi Peykhane Caddesi Mook q,gmhgrlLli_-rFal_.h

Eﬂaﬂ‘l% S e “mim ikametgah adresi olarak Hekodord
LA 'E-z.‘:aekﬁﬁhn - gegerdi olacabr,

) Taraflar sdres defigikliklerinin en geg bir hafla iginde vamh olarak bildirmek
rorundadir olup, hildiemediklen whkdirde protokolde yazd olan adrese yapilan tebliga
gegerl olacakir

Madde 3. Konusu:

Bu protokol T.C. Saghk Bakanlif Istanbul 1l Saghk Midirligi'ne bagh
verilen hizmetler, saflik hizmet gabigmalann va da yapilan kawitlar sonues elde
edilen istatistik wverilerini igeren we kurum personeli veiveya kuruma basvuran
kigilerle yapilacak anket ¢ahigmalarmn kurala baglamak amacryla diizenlenmigtir,

Madde 4. Aragtirmanin Yirtitidlmesi:

a} Kurumlar arasi ¥apilan protekol neticesinde galisma yapacak kigiler bagh
alduklan Universite araciligiyla st yaziyla Istanbul [ Saghk Midirligi ne
bagvuracakiir,

by Yamlacak bilimsel galigma proje ajamasinda iken sranbul [ Saghk Modirligt
tarafindan deferlendirilecekiir,

¢} Calizma uygulanitken talep edilen arastiomanin kapsanu disinda highir veri
teplanmayacakiir.

d)y Veri toplame sirasinda Saghk Bzkanligl personelinden de vararlanilacaksa
avrica [stambul T1 Saghk MiddrlGgi'ndea oney alinacakir,

e} Calgmada verd toplanacak kurumlardan 11 Saghk  Midiarligl ve bagh
kurumlarin rizas: Istanbul 11 Sagle Midirliga tarafindan ozel kurumlar ve
kigilerin roras galigmacs tarafindan alinacaktir.

i Calvsma siiresi Universite tarafindan teklif edilecektir. Calisma sGresinin
uzatilmast aragurmacinm  veya Universitenin resmi talebi ile mimkin
olacaktir.

21 Universitenin onay verdigi kigiler ile sahada caligmave virltecek Kigiler ayim
kigiler olocakur. Calismaya veni kigilerin dahil edilmesi ancak Istanbul i1
Saglik Midirligd cnavi ile mibmkin olacakur. Aksi 1akdirde ¢aligma onay
iptal edilecektir.

FILSH-5RA0 Jj}/
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g T.C
Sgags ISTANBUL VALILIGI
P BACLN A AN iL SAGLIK MODORLOGT

h) Cahsmayr gergeklestiren  kisi‘kigiler kurumda  goreviendirilecekse  avrica
Istanbul i1 Saghk Madarlagi’nden onay alinacakir.

i) Calisma, Universite tarafndan kabul edildikien sonra bir niishas) elektromik
ortamda ve dokiiman halinde Istanbul 01 Saghk Mddérligia'ne teslim
edilecekie. {:.a.h.:g.m.a-:mm |;a.||$m.a.\|n||1 bir  addhazine eshim :lmﬂligi
durumlarda {1 Saghk Midirligo vapilan bu gahsmamin  bir Gencgini
Universiteden talep edebilecektir.

iy Sartlarda olugabilecck degisikliklers bagly olarek hekli sebep hallerinde
Istanbul 11 Saghk Midirltgt ve Universite protokolll sore gie Gninde
bulundurulmaksizin dahs Gnce de sonlandirabilecektir.

k} Aragtirma verilen, sBzel wya da vazmhi olarak  kullamildiganda  ilgili
kurum&urumlarin (Hastane, Subs, Birim vs.) ismi rikredilmeyecekiir.

[} 01.08,2014 tarihli Hasta Haklar ¥anetmelifinin Birinci Bilim 5 madde d ve e
fikras:, Dédrdilned  Bildem  20.maddesine  kesinlikle ravel  edilmesi
gerekmekiedir. By durum protokoliin sonlanmas: sonrasinda da gegerlidir.

Madde 5. Protokoliin Stiresi:

ah Bu protokol taraflarin imzaladig waribiten itibaren gegerli olup, gegerlilik stiresi
2 (ki) yoldwr. Sire bitiminde taraflarin onayi ile slire uzatlabilir. Uzatilmas:
ancak yenmi bir protokole baghdr.

b) Baslangs ... 2208 2249, ....... / Bitig ﬂﬂﬂﬁ,ﬂﬂu .......
Madde 6. [htilaflarin Clzlmi:

Protokolin  wygulanmasi ile ilgili  qikabilecek  anlagmazhklar  éncelikie
taraflarin vedkili temsilcileri tarafindan ghrilsidlersk gozilecektir. Bunun mimkin
olmamass halinde ise ihtilaflarin ¢ozdmiinde idari mahkemelerin hakem sifatiyla yer
ivibariyle yetkili oldugu |dari Mahkemelerce ghzimlenecektir,

Madde 7. Yirdrlidk:

Is o protokol 7 {yedi) madde ve 2 {iki} sayfadan ibaret olup, hilkimleri
taraflarca okunmug ve uygulanmak Gzere 2 {1ki} niisha olarak tanzim ve imza cdilmiz

olup tarafla i1 tarihte viirliclife girer.
Turafar J
i LA S 2OFY - Ll foies £ 2009
............. oo Bt s Prof. Dr. Kemal MEMISOGLU
ddddddddddd ::-.&.ﬁ(ﬁﬁﬂﬂ:&i Rektiiri Vali a.
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ARASTIRMA 1ZINLERI ISBIRLIGL PROTOKOLD

Madde 1. Taraflar

a) Iy bu protkel T.C. Saglk Bakanlij Istanbul 11 Saghk Madarlogn ile
— Eﬂaﬂiﬂl ..... bl rfiat®bi.. ... arusinda diizenlenmistir.

Mudde 2. ikametgih Adresleri ve Bildirimler

a) Bu protokole kon olan yazigma ve tebligatiarda Saglik Bakanligs Istanbul [ Saglie
Midlzloginan (bundan bbyle || Saghk MOdleigl olarak amiscalr) ikametgah
adresl clarak Binbirdirek Mahaliesi Peykhane Caddesi Mol Cembedipas-Fatih,
. B0l Driveniled . 'nin iemetgah adresi olarsk ) S
e Bebek Listonkd gecesli olacalar.

b Tamaflar adres defisilikleninin en geq bir hafla iginde wvazill olzrak bildirmek
zorumdadir ofup, bildimmediklen akdirde protokolde iz olan sdrese yapilan tebligat
geperti alacakor.

Madde 3. Konuau:

Bu protokel T.C. Sagbk Bakanbf) Istanbul i Safhk Madirldgi'ne bagl
verilen hizmetleri, saghk hizmeti cahizmalanne v da yapilan kayitlar sonuen eide
edilen istatistik wverllerini igeren ve kurum persomeli we/veys kuruma bagvaran
kigilerle vapilscak enket caligmalanin kurzla baflamak smacivie dizenlenmigtir.

Madde 4, Aragtirmanin Yordtdlmesi:

&} Kuremlar aras vapilan protekol neticesinds galisma yepacek kigiler badls
olduklar Universite arsciliiyla U5t yezrvle Istanbal H Saghik Madtdagi'ne
bajvuracakiir.

b) Yamlacak bilimsel caliging proje agamesinda iken Lstanbul 1 Saghk Miduriego
tarafindan degerlendiril ecektic,

e} Caliyma uygulamirken talep edilen aragtirmanin kapsam diginds highir veri
toplanmayacaktir.

di Veri toplama $irasinde Safbk Bakanh@y personelinden de varsrlaniscakss
ayrica [stanbul 11 Saglik MEd0rl&Ed nden onny alinscaktir.

e} Cabgmada veri toplanacak kurumlardan 1l Saghk MudGelogd ve bafle
kurumlarn rrzest lstanbul Tl Saghik Madarldgo wrafindan Gzel kurumlar ve
kigilerin mzess galigmacs taralfindan alindcakur.

T Calisma stresi Universitg iarafindan teklif edilecektir. Caliyma allresiala
uzetilmas sraghrmacinin veva  Universitenin resmi talebi ile miimkin
elacakhr.

g) Oniversitenin onay verdifi kigiler ile sehads galigmay: yOrliecek kigiler ayni
kigiler olacaknr. Caligmaya venl kigilerin dahil edilmes] ancak Isrsabul 0
Baghk Modirldagd onayr ile mOmkin olacakur. Aksi takdicde galisma onayi
iptal edilecekrir.

S—, W W
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@ ISTANBUL VALILIGE
T ERELIC B L SAGLIK MUDORLOGD

L i s

h) Caligmayr pgergeklestiren kigi/kisiler kurumda glreviendirilecekse ayrica
Istanbul 11 Saghk Mid@rldgi' nden onay alinacakur,

i} Celigma, Universite tarafindan kabul edildikten sonra bir nilshasi elektronik
ortamda ve doktiman halinde Istanbol |l Saghk Midarlgi'ne teslim
cdilecektir. Caligmacimin  ¢aligmasimn  bir  nGshasim  teslim  etmedigi
durumlarda 1 Saghk Mudurligt yapilan bu ¢aligmanin  bir Srnegini
Universiteden talep edebilecektir,

i} Sartlerda olusabilecek degisikliklers bagli olarsk hakli sebep hallerinde
Istanbul 11 Saglik Midtrligi ve Universite protokoll sre g8z Snlnde
bulundurulmaksizin daha &nce de sonlandirabilecektir.

k) Aragtirma  verileri, s8zel ya ds  yazmli olarak kullanildsginda  ilgili
kurum/kurumlarin (Hastane, Sube, Birim vs.) ismi zikredilm eyecektir.

1y 01.08.2014 tarihli Hasta Haklan Ytnetnelifinin Birinci BSlim S.madde d ve e
fikras:, Dérdlinel Bélim 21 .maddesine kesinlikle riayet edilmesi
gerekmektedir, Bu durum protokoltin sonlanmas: sonrasinda da gegerlidir.

Madde 5. Frotokollin Stiresi:

a) Bu protokol taraflarin imzaladifi tarihten itiberen gegerli olup, gegerlilik sliresi
2 (iki) yuldir. Slire bitiminde taraflarm onay: ile sire uzatilabilir, Uzatilmas:

ancak yeni bir protokole bagldir,
b} Baglangig w208 2044. ! Bitig v xn.g.m. nasenn

Madde 6. fhtilaflarm Coz@mil:

Protokolin uygulanmas: ile ilgili qikabilecek anlagmazliklar Bncelikle
taraflarin yetkili temsileileri tarafindan gbritslilerek ¢fzlleccktir, Bunun mimkiin
cimamas: halinde ise ihtilaflann ¢&zlimUnde idari mahkemelerin hakem sifatiyla yer
itibariyle yetkili oldugu ldari Mahkemelerce gbizlimlenccektir,

Madde 7. Ylrdridk:

s bu protokel 7 (vedi) madde ve 2 {iki) sayfadan ibaret olup, hikiimleri
taraflarca ukunmus Ve u:rgulanrnuk Uzere 2 {tkl‘.l nilsha olarak tanzim ve imza edilmiy

[TIL LY ;“l. ‘! :ulg
Prof. Dr. Kemal MEMISOGLU

FOISH-8GBAOD
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