
The impact of parental attitudes on alexithymia in children 
with chronic diseases

According to the World Health Organization, chronic dis-
eases kill 41 million people every year, equivalent to 71% of 

all deaths globally.[1] Chronic diseases are becoming as common 
in children as in adults.[2] Advances in medicine and technology 
have reduced mortality rates and prolonged life expectancy in 
children with chronic diseases. Although this is a positive de-
velopment, it also means that those children and their parents 
have to deal with psychosocial problems for longer periods 
of time.[3,4] Children with chronic diseases are at much higher 
risk for emotional and behavioral problems than their healthy 
peers.[5] Nap-van der Vlist et al.[4] (2021) also found that chronic 

disease in children was associated with fatigue, poorer physi-
cal functioning, more depressive symptoms, and poorer social 
functioning. Although children with chronic diseases seem to 
be better adapted to adverse conditions, they are more likely 
to be diagnosed with mental or behavioral disorders.[3] In a sys-
tematic review by Natalucci et al.[6] (2018), it was reported that 
children and adolescents with chronic headaches had higher 
levels of alexithymia compared to control groups. Prevention 
of physical, psychological, and social problems in children with 
chronic diseases can only be possible through effective man-
agement and adaptation to chronic diseases.[5]

Objectives: This paper investigated the effect of parental attitudes on alexithymia in children with chronic diseases.
Methods: This cross-sectional study was conducted at the pediatric outpatient clinics of a state hospital in the south-
ern and central regions of Turkey. The study population consisted of 256 children with chronic diseases. Data were 
collected using a personal information form, the parental attitudes scale (PAS), and the alexithymia questionnaire for 
children (AQC). The data were analyzed using a t-test, analysis of variance, and logistic regression. All stages of the study 
adhered to ethical principles.
Results: Participants had a mean AQC score of 20.07±5.83. They had a mean PAS “strictness/supervision,” “acceptance/
involvement,” and “psychological autonomy” subscale score of 30.75±2.55, 28.03±3.89, and 21.13±4.09, respectively. 
The PAS “acceptance/involvement” subscale score was negatively correlated with the AQC total score and “difficulty 
identifying feelings” and “difficulty describing feelings” subscale scores (p<0.05). The regression analysis showed that 
the independent variables explained 20.1% of the dependent variable.
Conclusion: In the study, it was determined that the children’s alexithymia level was above the medium level. It was 
determined that the difficulty identifying feelings, difficulty describing feelings, and alexithymia decreased with the 
increase in acceptance/ involvement, which indicates the democratic attitude commonly adopted by parents.
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Parental attitudes and behaviors play a key role in children’s abil-
ity to adhere to chronic disease management and express their 
feelings. Children of caring, sensitive, supportive, and protective 
parents with secure attachments are more likely to adhere to 
chronic disease management and treatment.[7,8] According to 
Darling and Steinberg (1993), parental attitudes are a constel-
lation of parents’ behaviors and verbal–non-verbal expressions 
that determine the quality of parent-child communication.[9] Pos-
itive and constructive parenting encourages children to develop 
healthy personality traits, whereas destructive and harsh parent-
ing leads to personality disorders in children.[10] Polloni et al.[11] 
(2022) reported that mothers of children with food allergies had 
high levels of anxiety and this increased alexithymia in children.

Alexithymia is defined as a personality trait in which one has 
limited imaginative capacity and difficulty identifying and com-
municating one’s feelings and distinguishing them from phys-
iological responses and thoughts.[12,13] There is a correlation 
between parental attitudes and alexithymia in children. Chil-
dren with chronic diseases are a risk group for alexithymia.[6,14] 
However, there is a small body of research investigating alex-
ithymia in children with chronic diseases. Aaron et al.[14] (2019) 
found that adolescents with chronic pain were at a higher risk 
of developing alexithymia and had more difficulty describing 
their feelings even when talking about symptoms of depres-
sion and anxiety than their healthy counterparts. Natalucci et 
al.[15] (2019) also reported a higher prevalence of alexithymia 
in children with migraines with aura than in healthy subjects.

Some studies have addressed the development of alexithymia in 
children with chronic diseases, but there is no research looking 
into the relationship between parental attitudes and alexithymia 
in children with chronic diseases. We think that parental attitudes 
may impact adherence to chronic conditions and the develop-
ment of alexithymia. We also think that our results will help re-
searchers and health-care professionals better understand the 
phenomenon and pave the way for further research. Therefore, 
this study was conducted to investigate the effects of parental 
attitudes on alexithymia in children with chronic diseases.

Research Questions

•	 Do parental attitudes affect the level of alexithymia in chil-
dren with chronic diseases?

•	 Do sociodemographic characteristics of the child and fam-
ily affect parental attitudes?

•	 Do the sociodemographic characteristics of the child and 
the family affect the level of alexithymia?

Materials and Method
Design, Setting, and Sample

This was a cross-sectional study. The study was conducted at 
the pediatrics polyclinic of a public hospital in the south of 

Turkey. The study population consisted of all children aged 
11–13 years with chronic diseases admitted to the pediatrics 
polyclinic. The sample size was determined using the for-
mula for a known population. The sample size (n=254) was 
calculated by taking into account the number of children 
aged 11–13 years with chronic diseases who applied to the 
pediatric outpatient clinic a year ago (n=745).[16] The sam-
ple consisted of 256 children with chronic diseases (asthma 
[n=74], epilepsy [n=55], congenital heart disease [n=28], di-
abetes [n=22], Mediterranean anemia [n=21], chronic renal 
failure [n=15], muscular dystrophy [n=15], juvenile rheuma-
toid arthritis [n=13], and others [n=13]). Participants were 
recruited using haphazard sampling. The inclusion criteria 
were (1) chronic disease, (2) aged 11–13 years, and (3) no 
physical (hearing, speech impairment, etc.) or mental im-
pairment that would prevent data collection. Children who 
had communication problems and were not willing to coop-
erate were excluded from the study.

Measurements

Data were collected using a personal information form, the 
parental attitudes scale (PAS), and the alexithymia question-
naire for children (AQC).

Personal information form

The personal information form was based on a literature review 
conducted by the researchers.[4,17] The form consisted of items 
on children’s demographic characteristics (age, sex, number 
of siblings, parents’ education and employment status, per-
ceived economic status, family history of chronic diseases, and 
perceived family relations) and their self-assessment on hos-
pitalization for chronic illness and perceived ability to express 
feelings.[4,17] Three academics specialized in pediatric nursing 
were consulted for the intelligibility and relevance of the form, 
which was revised based on their feedback. A pilot study was 
conducted with ten children with chronic diseases. Based on 
the pilot study, no modification was made to the form.

PAS

The PAS was developed by Lamborn, Mounts, Steinberg, and 
Dornbusch (1991) and adapted to Turkish by Yılmaz (2000).
[18,19] The scale is used to assess how children aged 10–18 years 

What is presently known on this subject?
•	 The fact that a child has a chronic disease affects the attitudes of their 

parents.
What does this article add to the existing knowledge? 
•	 The alexithymia levels of the children with chronic diseases participating in 

the study, which are above the average, are affected by parental attitudes.
What are the implications for practice?
•	 Parental attitudes and alexithymia should be assessed in children with 

chronic diseases, and children and parents should be supported.
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perceive their parents’ parenting. It consists of 26 items and 
three subscales: acceptance/involvement (nine items), psy-
chological autonomy (eight items), and strictness/supervision 
(eight items). The subscale “acceptance/involvement” deter-
mines how caring, affectionate, involved, and sensitive par-
ents are in the eyes of their children. The subscale “psycholog-
ical autonomy” assesses how democratic parents are and how 
much they encourage their children to express themselves. 
The subscale “strictness/supervision” determines how con-
trolling children consider their parents. “Acceptance/involve-
ment” and “strictness/supervision” scores higher than average 
indicate democratic parenting, whereas scores lower than the 
average indicate permissive/neglectful parenting. “Accep-
tance/involvement” lower than average and “strictness/super-
vision” higher than average indicate authoritarian parenting. 
“Acceptance/involvement” higher than average and “strict-
ness/supervision” lower than average indicate permissive/in-
dulgent parenting. The subscales “acceptance/involvement,” 
“psychological autonomy,” and “strictness/supervision” have a 
Cronbach’s alpha of 0.72, 0.82, and 0.76, respectively, which 
were 0.67, 0.55, and 0.66 in this study.[18]

AQC

The AQC was developed by Rieffe et al.[13] (2006) to assess 
the level of alexithymia in children. The questionnaire was 
adapted to Turkish by Koçak et al.[12] (2015) on sixth and sev-
enth graders aged 11–13. The questionnaire consists of 20 
items scored on a scale of 0 to 2 (0=Not true, 1=Sometimes 
True, 2=Often true). It consists of three subscales: Difficulty 
identifying feelings (DIF; Items 1, 3, 6, 7, 9, 13, and 14), diffi-
culty describing feelings (DDF; Items 2, 4, 11, 12, and 17), and 
externally-oriented thinking (EOT; Items 5, 8, 10, 15, 16, 18, 
19, and 20). Five ıtems (4, 5, 10, 18, and 19) are reverse-scored 
(2=Not true, 1=Sometimes True, 0=Often true). Higher scores 
indicate higher levels of alexithymia.[13] Koçak et al.[12] (2015) 
reported the Cronbach’s alpha of the Turkish version of the 
questionnaire as 0.78, which was 0.75 in this study.

Data Collection

The sample consisted of children admitted to the pediatric 
outpatient clinic for general follow-up. The research was con-
ducted between October 2018 and June 2019. The researcher 
collected the data through face-to-face interviews in the 
measurement room where a nurse makes anthropometric 
measurements (body weight and height and blood pressure 
and oxygen saturation) before the examination. The data 
were collected after the anthropometric measurements were 
made, and consent was obtained from parents and children. 
Participants were let into the room one by one to prevent in-
teraction. All distractions were (music, phone, etc.) eliminated. 
Some participants requested that their parents accompany 

them during data collection. Therefore, they were allowed to 
have their parents in the room during the interviews. The data 
were collected using the personal information form, followed 
by the PAS and AQC. Each interview took 15–20 min.

Data Analysis

The data were analyzed using the Statistical Package for the 
Social Sciences (IBM SPSS Statistics, Turkey, version 22.0) at 
a significance level of 0.05. The Kolmogorov–Smirnov test, 
Q-Q graphs, and histograms were used for normality testing. 
The data were analyzed using descriptive statistical methods 
(mean, frequency, percentage, and standard deviation), stu-
dent t-test, and One-way analysis of variance (ANOVA). The 
relationship between quantitative data was determined using 
Pearson’s correlation analysis. Linear regression analysis was 
used to analyze the effect of scale scores on each other.

Compliance with Ethical Standards

The study was approved by the Atatürk University Faculty of 
Nursing Ethics Committee (No: 2018–6/7). Permission was 
obtained from the hospital. Children and their parents were 
briefed about the research purpose, procedure, safety, and 
duration. They were also informed that the data would not be 
shared with third parties, that the participation was voluntary, 
and that they could withdraw at any time. Verbal and written 
consent was obtained from those who agreed to participate. 
All procedures performed in studies involving human partic-
ipants were in accordance with the ethical standards of the 
institutional and/or national research committee and with the 
1964 Helsinki Declaration and its later amendments or com-
parable ethical standards.

Results

Participants had a total AQC score of 20.07±5.83. They had a 
mean EOT, DIF, and DDF score of 7.63±1.95, 6.14±2.88, and 
5.54±2.36, respectively. Participants had a PAS “acceptance/
involvement,” “psychological autonomy,” and “strictness/su-
pervision” subscale score of 28.03±3.89 (min: 15; max: 36), 
21.13±4.09 (min: 12; max: 34), and 30.75±2.55 (min: 18; max: 
32), respectively (Table 1). Parental attitudes were assessed 
based on the mean PAS subscale scores. Ninety participants 
(38.7%) had a mean “acceptance/involvement” subscale score 
below average. One hundred fifty-three participants (59.8%) 
had a mean “psychological autonomy” subscale score below 
average. Sixty-six (25.8%) participants had a mean “strictness/
supervision” subscale score below average.

Acceptance/involvement was negatively correlated with DIF 
(r=-0.195; p<0.01), DDF (r=-0.145; p<0.05), and AQC total 
score (r= -0.182; p<0.01) (Table 2).
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Table 3 shows the distribution of AQC and PAS scores by 
demographic characteristics and some variables. More 
than half the participants (52%) were 11-year-old girls. 
Most participants (91.4%) had two or more siblings. Most 
parents (mothers: 59.4%; fathers: 51.2%) had a primary 
school degree. Most mothers (85.2%) were unemployed, 
while most fathers (88.3%) were employed. Most children 
(63.6%) perceived their economic status as middle. More 
than half the children (69.9%) had been hospitalized due 
to an illness for a while. More than half the children (65.2%) 
had no family history of chronic illness. Most children 
(76.6%) defined their family relations as “good.” More than 
half the children (55.9%) thought that they had difficulty 
expressing their feelings. Most children (80.9%) regarded 
their parents as overprotective (Table 3).

Comparison of AQC Scores by Demographic 
Characteristics

There was no difference in terms of age, sex, number of sib-
lings, parents’ education and employment status, and family 
history of chronic diseases AQC scores (p>0.05). Participants 
who perceived their economic status as “low” had a significant-
ly higher mean DIF score than those who perceived their eco-
nomic status as “middle” (p<0.05). Participants who had been 
hospitalized before had a significantly higher mean DDF score 
than those who had not been hospitalized before (p<0.05). 
Participants who defined family relations as “neither good 
nor bad” or “bad” had a significantly higher mean DIF score 
than those who defined family relations as “good” (p<0.01). 
Participants who thought they had difficulty expressing their 

Table 1. Distribution of AQC and PAS scores

Scale	 Min-Max	 Mean±SD	 Cronbach’s alpha

AQC
	 Difficulty identifying feelings	 0–14	 6.14±2.88	 0.663
	 Difficulty describing feelings	 0–10	 5.54±2.36	 0.665
	 Externally-oriented thinking	 3–12	 7.63±1.95	 0.463
	 AQC total	 5–37	 20.07±5.83	 0.747
PAS
	 Acceptance/involvement	 15–36	 28.03±3.89	 0.657
	 Psychological autonomy	 12–34	 21.13±4.09	 0.545
	 Strictness/supervision	 18–32	 30.75±2.55	 0.776
	 PAS total*	 –	 –	 0.656

		  Below mean		  Above mean

		  n	 %	 n	 %

PAS
Acceptance/involvement	 99	 38.7	 157	 61.3
Psychological autonomy	 153	 59.8	 103	 40.2
Strictness/supervision	 66	 25.8	 190	 74.2

*: PAS total score not calculated based on the validity and reliability results. AQC: Alexithymia questionnaire for children; PAS: Parental attitudes scale; Min-Max: Minimum-
maximum; Mean±SD: Mean±standard deviation.

Table 2. Correlation between AQC and PAS scores

AQC			   PAS

		  Acceptance/		  Psychological		  Strictness/ 
		  involvement		  autonomy		  supervision

		  r	 p	 r	 p	 r	 p

Difficulty identifying feelings	 -0.195	 0.002**	 -0.078	 0.211	 0.036	 0.568
Difficulty describing feelings	 -0.145	 0.020*	 -0.104	 0.097	 0.030	 0.635
Externally-oriented thinking	 -0.043	 0.496	 -0.077	 0.219	 0.026	 0.677
AQC total	 -0.182	 0.003**	 -0.117	 0.062	 0.047	 0.453

*: p<0.05; **: p<0.01. AQC: Alexithymia questionnaire for children; PAS: Parental attitudes scale; r: Pearson’s correlation coefficient.
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feelings had a significantly higher mean DDF score than those 
who thought they could express their feelings easily (p<0.01, 
Table 3).

Comparison of PAS Scores by Demographic 
Characteristics

There was no difference in terms of sex, father’s education lev-
el, mother’s employment status, and socioeconomic status PAS 
subscale scores (p>0.05). The “strictness/supervision” scores 
differed by age. The “psychological autonomy” scores differed 
by the number of siblings. The “acceptance/involvement” and 
“strictness/supervision” scores differed by mothers’ education. 
The “strictness/supervision” scores differed by fathers’ employ-
ment status. The “strictness/supervision” scores differed by fam-
ily history of chronic diseases. The “acceptance/involvement” 
and “strictness/supervision” scores differed by perceived family 
relations (p<0.05). Participants 11 years of age had a signifi-
cantly higher “strictness/supervision” score than those 13 years 
of age. Participants with one sibling had a significantly higher 
“psychological autonomy” score than those with two or more 
siblings. Participants whose mothers had a high school degree 
had a significantly higher “acceptance/involvement” score than 
participants with illiterate mothers and those whose moth-
ers had a primary school degree (p<0.05). Participants with 
illiterate mothers had a significantly lower “strictness/supervi-
sion” score than those whose mothers had a high school and 
bachelor’s degree (p<0.05). Participants whose fathers were 
employed had a significantly higher “strictness/supervision” 
score than those whose fathers were unemployed or retired. 
Participants with no family history of chronic diseases had a sig-
nificantly higher “strictness/supervision” score than those with 
a family history of chronic diseases (p<0.01). Participants who 
perceived family relations as “good” had significantly higher 
“acceptance/involvement” and “strictness/supervision” scores 
than those who perceived family relations as “neither good nor 
bad” or “bad.” Participants who defined their parents’ attitudes 
as “overprotective” had a significantly higher “acceptance/in-
volvement” score than those who defined their parents’ atti-
tudes as “neglectful” and “authoritarian” (p<0.05) (Table 3).

A univariate linear regression analysis was used to determine 
the effect of parental attitudes on alexithymia in children. The 
analysis involved the variables of PAS subscale scores that 
were, or almost were, statistically significant and “perceived 
ability to express feelings.” PAS “strictness/supervision” sub-
scale scores were excluded from the analysis because it would 
have caused multicollinearity problems.

The regression analysis on the effect of the variables on the 
AQC total score showed that the model was highly significant 
(R2=0.201) (p<0.01). The total mean AQC score was 31.74 with 
a standard error of 3.066 (p<0.01) when all variables were kept 
constant. One unit of decrease in the “acceptance/involvement” 
score led to a 0.2 (0.245) unit of increase in the AQC total score 
when other variables were kept constant (p<0.01). Participants 
who had difficulty expressing their feelings had about two 
points higher AQC total scores than those who could express 
their feelings when other variables were kept constant (p<0.01). 
Although the “psychological autonomy” subscale score did not 
affect the AQC total score, we decided to keep it in the model 
due to the explanatory power of the model (p>0.05, Table 4).

Discussion

Alexithymia is characterized by limited imagination and diffi-
culties in recognizing and distinguishing emotions from phys-
ical responses and thoughts. Children with chronic diseases 
have a higher risk of developing alexithymia.[14] This study ex-
amined the effect of parental attitudes on alexithymia in chil-
dren with chronic diseases. Participants had moderate levels 
of alexithymia. They had the highest and lowest AQC scores 
on the EOT and DDF subscales, respectively. Silvestri et al.[20] 
(2019) also reported that children with tic disorders had the 
highest and lowest AQC scores on the EOT and DDF subscales, 
respectively. Research, in general, shows a high prevalence of 
alexithymia in children with chronic diseases.[6,14,20] Therefore, 
our results are consistent with the literature.

PAS “acceptance/involvement” and “strictness/supervision” 
subscale scores above average indicate democratic parent-
ing, which promotes psychosocial development.[18,19] Our 

Table 4. Linear regression analysis on the relationship between AQC scores and PAS scores and perceived ability to express feelings

Independent variables	 Coefficients	 SE	 t	 p		  %95 CI

						      Upper		  Lower 
						      limit		  limit

Constant	 31.744	 3.066	 10.354	 0.001**	 25.706		  37.782
Acceptance/involvement	 -0.245	 0.085	 -2.866	 0.005**	 -0.413		  -0.077
Psychological autonomy	 -0.134	 0.081	 -1.656	 0.099	 -0.294		  0.025
Perceived ability to express feelings	 0.201	 0.667	 -6.719	 0.001**	 -5.794		  -3.167

**: p<0.01. Dependent variable: AQC total score. AQC: Alexithymia questionnaire for children; PAS: Parental attitudes scale; SE: Standard error; CI: Confidence interval.
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participants had “acceptance/involvement” and “strictness/
supervision” scores significantly higher than average, indi-
cating that they perceived their parents’ attitudes as demo-
cratic. Sicouri et al.[21] (2017) found that parents of children 
with asthma were more overprotective than those of children 
without asthma. Vrijmoet–Wiersma et al.[22] (2009) reported 
that stress, anxiety, overprotective, and indulgent parenting 
were more common in parents of children with congeni-
tal cardiac disease than in their control counterparts. Nixon 
(2012) conducted a cohort study to investigate the effect of 
parenting style on children’s social and emotional outcomes. 
The researchers determined that parents of children with 
chronic diseases were more authoritarian than those of chil-
dren without chronic diseases.[23] The difference between this 
study and the literature may be due to the limited evaluation 
of children’s parental attitudes because the measurement 
tool selected as the most appropriate for the sample group 
in this study did not measure protective parental attitudes.

This study also looked into the correlation between PAS and 
AQC total and subscale scores. PAS “acceptance/involvement” 
subscale scores were negatively correlated with AQC total 
score and DIF and DDF subscale scores. This result indicates 
that the higher the parental acceptance/involvement, the less 
likely the children are to develop alexithymia and have diffi-
culty identifying and describing their feelings. The extent to 
which children can identify their feelings depends on what 
type and intensity of feelings they share with their parents and 
how much and often they share them.[24] Children of emotion-
ally aloof and strict parents with overprotective, neglecting, or 
rejecting styles of parenting are more likely to develop alex-
ithymia.[24,25] On the other hand, children of warm and demo-
cratic parents are better at developing emotional, social, and 
cognitive competencies and identifying and managing their 
emotions.[7,8,26] Yazar (2018) investigated the relationship be-
tween alexithymia and personality traits and life satisfaction 
and found that children of democratic parents had lower AQC 
scores than those of neglectful, overprotective, or authoritar-
ian parents.[27] Our results also showed that children of demo-
cratic parents had lower levels of alexithymia.

This section compared participants’ AQC and PAS scores based 
on their demographic characteristics and presented the re-
sults under headings.

Discussion of AQC Scores by Demographic 
Characteristics

Participants who perceived their economic status as “low” 
had a significantly higher mean DIF score than those who 
perceived their economic status as “middle.” Bakan and 
Gülpınar (2019) also found that adolescents who per-
ceived their family income as “low” had higher levels of 
alexithymia than those who perceived their family income 

as “high.”[28] Our participants who had been hospitalized 
before had a higher DDF score than those who had not 
been hospitalized before. The hospital is an unfamiliar 
environment with strangers and different furniture and 
equipment. Therefore, it is no surprise that hospitalized 
children experience anxiety, fear, agitation, and irritability.
[29] The adverse impacts of hospitalization can explain why 
hospitalized children have more difficulty expressing their 
feelings than those who are not hospitalized.

Family is the first and most important environment for de-
velopment. Research shows that strong family ties and re-
lationships prevent alexithymia in children.[30,31] Our par-
ticipants who defined their family relationships as “neither 
good nor bad” or “bad” also had higher DIF scores than those 
who defined their family relationships as “good”. Janiec et 
al.[32] (2019) looked into the effect of family and demographic 
characteristics on alexithymia in children and noted a pos-
itive correlation between alexithymia and family problems. 
We also investigated the relationship between “perceived 
ability to express feelings” and AQC scores. The results 
showed that participants who thought they had difficulty 
expressing their feelings had higher AQC total and subscale 
scores than those who did not think they had difficulty ex-
pressing their feelings. Young children and adolescents have 
difficulty expressing their feelings due to inadequate emo-
tional development and immature brain areas. Therefore, it 
is no surprise that children who cannot express their feelings 
are more likely to develop symptoms of alexithymia.[33,34]

Discussion of PAS Scores by Demographic 
Characteristics

Participants 11 years of age had a significantly higher “strict-
ness/supervision” score than those 13 years of age. Ergin 
(2015) reported a negative correlation between age and strict-
ness/supervision scores in adolescents.[35] Wang et al.[36] (2005) 
also found that parents of younger children were stricter and 
more controlling than those of older children. Participants 
with one sibling had a significantly higher “psychological au-
tonomy” score than those with two or more siblings. This may 
be because most of our participants had two or more siblings, 
which means that parents spend less time with each child, re-
sulting in reduced parental investment and low levels of affec-
tion and attention. However, earlier studies have reported no 
relationship between the number of siblings and “psychologi-
cal autonomy” scores.[35,37]

Participants whose mothers had a high school degree had 
a significantly higher “acceptance/involvement” score than 
those with illiterate mothers and those whose mothers had a 
primary school degree. Participants with illiterate mothers had 
a significantly lower “strictness/supervision” score than those 
whose mothers had a high school and bachelor’s degree. Bu-
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lut (2019) also found that children whose mothers had a high 
school degree or higher had a higher “acceptance/involve-
ment” score than those whose mothers were illiterate or had a 
primary school degree and that children whose mothers had 
a primary school degree or higher had a higher “strictness/su-
pervision” score than those of illiterate mothers.[38]

Participants whose fathers were employed had a significantly 
higher “strictness/supervision” score than those whose fa-
thers were unemployed. Gaertner et al.[39] (2007) looked into 
father involvement and parental attitudes and determined 
that fathers were more authoritarian than mothers. The re-
searchers attributed this result to the fact that most fathers 
worked more than 30-h a week, and therefore, had less time 
to fulfill their parenting responsibilities and higher levels of 
stress than mothers. Our result may be because most par-
ents perceived their economic status as “middle” or “low,” and 
most mothers were unemployed, which means that fathers 
felt more financial pressure to provide for their families, re-
sulting in higher levels of stress.

Participants with no family history of chronic diseases had a 
significantly higher “strictness/supervision” score than those 
with a family history of chronic diseases. Parents are devas-
tated and succumb to grief when their child is diagnosed with 
a chronic disease. Some parents can get out of that grief and 
develop positive parental attitudes by adopting effective cop-
ing strategies. However, some parents fail to develop the nec-
essary coping strategies and instead adopt strict, overprotec-
tive, or rejecting styles of parenting.[40] Our participants with 
no family history of chronic diseases had a higher “strictness/
supervision” score, probably because it was the 1st time they 
had a family member diagnosed with a chronic illness, and 
therefore, they had not yet developed the necessary coping 
strategies, resulting in them becoming more oriented toward 
“strictness/supervision” style of parenting.

Participants who perceived family relations as “good” had 
significantly higher “acceptance/involvement” and “strict-
ness/supervision” scores than those who perceived family 
relations as “neither good nor bad” or “bad”. This result in-
dicates that parents have a highly democratic style of par-
enting, resulting in a healthy parent-child relationship. Most 
participants perceived their parents’ attitudes as “overpro-
tective.” Participants who defined their parents’ attitudes 
as “overprotective” had a higher “acceptance/involvement” 
score than those who defined their parents’ attitudes as 
“neglectful” and “authoritarian”. Overprotective parents are 
more likely to be overcontrolling, overattentive, and over-
involved. Therefore, it is no surprise that children who per-
ceive their parents’ attitudes as “overprotective” have higher 
“acceptance/involvement” scores.[41] However, participants 
had a higher PAS “democratic” score than “authoritarian” and 
“overprotective” scores. This difference may be because we 

did not use a comprehensive instrument to measure the 
overprotective style of parenting, and therefore, partici-
pants failed to distinguish it from the democratic one. 

We performed a regression analysis to determine the effect of 
parental attitudes on alexithymia. The results showed that one 
unit of decrease in the “acceptance/involvement” subscale 
score led to a 0.245 unit increase in the AQC total score. Re-
search also shows that low “acceptance/involvement” scores 
indicate negative parental attitudes, resulting in a higher 
prevalence of alexithymia in children.[24,25] The regression anal-
ysis on “perceived ability to express feelings” and AQC total 
score showed that participants who had difficulty expressing 
their feelings had about two points higher AQC total score 
than those who could express their feelings. One should be 
able to generate feelings and recognize them to be able to 
express them.[42] People with alexithymia cannot express their 
feelings easily because they have difficulty recognizing and 
identifying them and differentiating them from bodily sen-
sations and thoughts.[12,13] Therefore, our results indicate that 
children who have difficulty expressing their feelings are likely 
to have higher levels of alexithymia.

Limitations

The study had four limitations: First, the research was con-
ducted only in one center. Second, the data were based on self-
report. Third, the results were sample-specific. Fourth, children 
completed the scales based on their experience and knowl-
edge because we did not inform them of parental attitudes.

Conclusion 

Our participants had a moderate level of alexithymia. They had 
“acceptance/involvement and “strictness/supervision” scores 
above average, indicating that their parents were mostly demo-
cratic. An increase in PAS “acceptance/involvement” scores led 
to a decrease in AQC total and DIF and DDF subscale scores. 
There was a negative correlation between “acceptance/involve-
ment” and AQC total scores. Participants who had difficulty ex-
pressing their feelings had a higher AQC total score than those 
who did not have difficulty expressing their feelings. Health-
care professionals should be provided with training on the ef-
fect of parental attitudes on alexithymia in children with chronic 
diseases. Nurses should use appropriate instruments to assess 
parental attitudes and brief parents on the impact of parent-
ing on children’s well-being. Parents should be informed that 
democratic parenting promotes emotional development and 
reduces the level of alexithymia. We think that these measures 
can help reduce the risk of alexithymia development in children 
with chronic diseases. Moreover, parents and health-care pro-
fessionals should collaborate to make sure that children with 
chronic diseases continue to receive appropriate care at home.
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