Resilience, child emotional and behavioural difficulties and stigma in mothers of

children with IDD.

Abstract

Background

Mothers of children with intellectual and developmental disabilities (IDD) experience
frequent and high levels of stigma from family, friends and members of the public. This
stigma can have a negative impact on mothers’ psychological well-being, their social circle

and their relationship with their child.

Aims

The present study aimed to establish if there was a relationship between emotional and
behavioural difficulties and stigma, and if resilience, social support and parental adjustment

acted as a protective factors in this relationship.

Methods

108 mothers of children aged between four and 16 years old with IDD participated in a cross-
sectional online survey. Mothers were asked about their child’s behavioural difficulties, their
experience of stigma, in addition to completing assessments of resilience, social support and

parental adjustment.

Results

Overall child behavioural and emotional difficulties, and the sub domain emotional problems,
hyperactivity, and low prosocial behaviour were found to be a significant independent
predictors of stigma. Resilience was associated with stigma and moderated the relationship

between low prosocial behaviour and stigma. There was no evidence that social support or



parental attachment acted as protective factors in the relationship between child behavioural

difficulties and stigma.

Conclusions

The results of the present study extend the findings of previous research by providing
evidence that families of children with a range of developmental disabilities experience
stigma, in particular when children show high levels of emotional problems and hyperactivity
and low levels of prosocial behaviour. The present study also provides evidence that
resilience is associated with stigma and resilience-building interventions may be beneficial to

reduce the negative impact of stigma.

What this paper adds?

This paper extends the findings of previous research by establishing a relationship between
child behavioural and emotional difficulties and stigma. Specifically, the presence of low
prosocial behaviour and high hyperactivity and emotional difficulties. Resilience has been
demonstrated to be associated with stigma when behavioural difficulties are present. This
study suggests further interventional consideration for resilience-building to address stigma in

this population may be beneficial.
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Introduction

Stigma can be conceptualised as a mark of disgrace associated with a particular
attribute that does not meet society’s standards of normal (Goffman, 1963). It is well known
that individuals diagnosed with developmental disabilities frequently encounter stigma and
barriers that affect their everyday lives (Ali, Hassiotis, Strydom & King, 2012). However,
stigma and discrimination can also be aimed at the families and relatives of individuals with

IDD (Green, 2003).

Stigma towards parents of children with developmental disabilities manifests itself in
many forms, such as negative labelling, rude comments, being blamed for their child’s
condition and rejection (Ali et al., 2012; Francis, 2012). The experience of stigma is common
amongst parents of children with IDD, however little research has been conducted to explore
the impact of stigma on the family. Two studies conducted by Nurullah (2013) and Koro-
Ljungberg and Bussing (2009) found, through the use of interviews and focus groups, that the
experience of stigma was prevalent for both mothers and fathers of children with IDD. For
instance, parents in the study conducted by Nurullah (2013) stated that members of the public
had blamed them for their child’s behaviour, whilst mothers interviewed by Koro-Ljungberg
and Bussing (2009) explained they had chosen to avoid public places after experiencing
stigma whilst out with their child. Parents in Nurullah’s (2013) study also described that not
only did they experience stigma when out in public with their child, they also felt that
healthcare professionals and family members displayed stigma towards their child, especially
within ethnic minority cultures. The experience of any form of stigma can have a profound
effect on a parent’s quality of life in many domains, in particular literature has suggested that
stigma impacts the wellbeing of parents with a child diagnosed with IDD, as they may
experience feelings of shame, embarrassment and isolation (Duran & Ergiin, 2018; Werner &

Shulman, 2015; Green, 2003), as well as affecting their ability to leave their house (Ali et al.,



2012). However, the experience of stigma is not universal for all parents of children with
IDD (Werner & Shulman, 2015). Mickelson (2001) illustrated that even though every parent
in the study had a child with a developmental disability, only 4.6% of parents reported a high
amount of perceived stigma, whilst 29.4% of parents felt they experienced low levels of

stigma.

It is well established that mothers of children with developmental disabilities have
lower levels of psychological well-being compared to mothers of typically developing
children. In particular, they exhibit greater levels of depression, stress, failure and guilt (Ekas,
Lickenbrock & Whitman, 2010; Dervishaliaj, 2013). Several factors related to developmental
disabilities, such as the initial diagnosis, caring for their child, their child’s behaviour and
financial difficulties, have already been established as having a negative impact on
psychological well-being (Gupta & Singhal, 2004; Dabrowska & Pisula, 2010). In addition,
the stigma and negative reactions that parents receive from other individuals can act as a risk
factor for decreased psychological well-being in parents (Gupta & Singhal, 2004). For
example, Banga and Ghosh (2017) found that mothers of children with developmental
disabilities who experienced high levels of stigma had low levels of psychological well-
being. When parents are constantly exposed to stigma by members of the public or their
family and friends, they may start to internalize that stigma which can cause elevated levels
of stress and depression (Mak & Kwok, 2010). This was demonstrated by Shin et al., (2006)
who found that both mothers and fathers of children with developmental disabilities

displayed increased levels of stress when they experienced high levels of stigma.

The Relationship between Stigma and Behavioural Difficulties

Children diagnosed with any developmental disability can display a range of

behavioural, emotional and communication difficulties (Dabrowska & Pisula, 2010). Parents



may experience staring and negative comments when their child displays behaviour
difficulties in public (Broady, Stoyles & Morse, 2017). Child behavioural difficulties as a risk
factor for stigma was demonstrated in Gray’s (2002) study who illustrated that parents of
aggressive children experienced more stigma than parents of children who did not show these
behavioural difficulties. Studies conducted with parents of children with ADHD and Autism
Spectrum Disorder (ASD) have illustrated that many parents frequently experience negative
comments from members of the public about their parenting and behaviour management

skills, because of their child’s behaviour (Broady et al., 2017; Peters & Jackson, 2009).

The visibility of a child’s diagnosis can also impact the level of stigma parents
experience as a result of their child’s behaviour. For example, Werner and Shulman (2015)
found that parents of children with ASD experienced more stigma than parents of children
with physical or intellectual disabilities. Parents of children diagnosed with ASD are likely to
experience higher levels of stigma when their child has no physically visible disabilities,
because members of the public expect children who do not have any obvious disabilities and
no differences in physical appearance to their typically developing peers, to behave the same
as a typically developing child would (Gill & Liamputtong, 2011; Francis, 2012). In line with
the idea of increased public tolerance for children with easily discernible disabilities, Francis
(2012) demonstrated that parents were blamed less often for their child’s behaviour when the

child had a visible condition, such as cerebral palsy.

The Influence of Stigma on Parental Adjustment

Considering the challenges and demands that come with raising a child with
developmental disabilities, it is not surprising that the relationship between a parent and their
child can come under strain. The previous research illustrates that both the diagnosis of a

developmental disability and the stigma parents are subjected to, can have a detrimental



impact on a parent’s ability to adjust to raising a child with developmental disabilities.
Constant exposure to stigma about one’s parenting can affect how a parent adjusts to having a
child with disabilities as well as having a negative impact on one’s feelings and actions
towards their child (Dabrowska & Pisula, 2010; Broady et al., 2017). For example, Mikami,
Chong, Saporito and Na (2015) demonstrated that parents who reported experiencing more

instances of stigma in turn displayed increased levels of parental negativity.

However, there are also many positive outcomes that stem from parenting a child with
developmental disabilities, which help to enhance a parent’s relationship with their child that
can in turn act as a protective factor against stigma (Lalvani, 2015). The challenges that come
with raising a child with disabilities may provide a parent with an opportunity to change their
outlook on life (Myers, Mackintosh & Goin-Kochel, 2009), as well as helping to strengthen
family relationships and increase levels of patience and empathy (Lickenbrock, Ekas &
Whitman, 2011; Halstead, Ekas, Hastings & Griffith, 2018). The benefits of raising a child
with developmental disabilities were illustrated by Hastings, Allen, McDermott and Still
(2002) who indicated that mothers of children with more severe disabilities experienced more
of a sense of personal growth and maturity. How parents adjust to raising a child with
developmental disabilities is also impacted by how much they choose to focus on the
negative opinions of others (Lickenbrock et al., 2011). Myers et al., (2009) illustrated the
beneficial impact of having the ability to ignore other people’s negative opinions, as they
demonstrated that the mothers who had the highest levels of life satisfaction were those who

had learnt to disregard people’s negative comments about their child and their behaviour.

The Relationship between Stigma and Social Support

Social support has many benefits for parents of children with disabilities, not only can

it help to reduce both depression and parenting stress (Ekas et al., 2010), it has also been



found act as a buffer against stigma (Ali et al., 2012). Family members, friends and the
community help parents cope with the stigma they experience by providing support in the
form of empathy and encouragement (Werner & Shulman, 2013). In addition to the support
received from family and friends, one major source of social support for parents of children
with disabilities is other parents of children with the same disabilities. Koro-Ljungberg and
Bussing (2009) found that parents gained social support and acceptance by interacting with
families who also had children with ADHD. With regards to stigma, Broady et al.,. (2017)
found that participating in support groups helped to buffer against the negative impact of

stigma.

However, despite the support that friends and family can provide, raising a child with
developmental disabilities can put a strain on a parent’s social relationships. Parents of
children with disabilities often state that they have very few friendships and limited time to
spend doing social activities (Werner & Shulman, 2013). Parents may also struggle to relate
to their friends who do not have a child with a disability (Green, 2003). For instance, Myers
et al.,. (2009) interviewed families of children with developmental disabilities and the
majority of families stated that their social lives had not increased since having a child with
disabilities. This lack of social relationships deprives parents of the benefits that social
support can bring as low levels of social support has also been found to be related higher

levels of stigma (Werner & Shulman, 2013).

One explanation for this decrease in social support from friends and family is that
parents may in fact experience stigma from their friends and families. Parents of children
with developmental disabilities frequently state that interacting with friends and families
becomes stressful due to their lack of understanding surrounding their child (Jones & Passey,
2004). Broady et al., (2017) found that many parents experienced stigma in the form of

family and friends questioning their parenting abilities. Parents may also experience stigma



from their friends and family in the form of exclusion and rejection. For instance, Gray
(2002) found that parents frequently found that they received less invites from friends and
family to social occasions. As a result of this stigma, parents may prevent themselves from

seeking social support from their family and friends (Cantwell, Muldoon & Gallagher, 2015).

The Association between Stigma and Resilience

Parents of children with developmental disabilities experience many challenges, some
of which may be child-related, such as care giving and schooling, whilst some may be related
to the opinions held by society (Breitkreuz, Wunderli, Savage & McConnell, 2014).
However, not all families become overwhelmed in the face of these difficulties. Some
families develop ways to cope with the stresses and difficulties in order to maximise their
well-being (Grant, Ramcharan & Flynn, 2007). Resilience has been defined by Rutter (1987)
as being “concerned with individual variations in response to risk. Some people succumb to
stress and adversity whereas others overcome life hazards”. One of the many triggers that
many parents of children with developmental disabilities demonstrate resilience to is stigma.
Past studies have found that parents show resilience in the face of stigma by trying to keep
their lives as normal as possible working hard to integrate their child into the community
(Breitkreuz et al., 2014). Furthermore, Grant et al., (2007) found that even though parents are
aware of the stigma towards themselves and their child, they prevent it affecting them by
maintaining a sense of integrity. It is important that parents of children with developmental
disabilities display resilience and maximise its protective ability, as it has been shown that
low levels of resilience can lead to poorer outcomes for the parents and the family as a whole.
This was illustrated by Choi and Yoo (2015) who demonstrated that parents with lower levels

of resilience reported higher levels of depression and stress.

Aims of the Study



The aim of the present study is to investigate whether child emotional and behavioural
difficulties are associated with stigma. Further to this, the present study aims to investigate
whether resilience, parental adjustment, and social support act as protective factors in the

relationship between child emotional behavioural difficulties and stigma.

Methods

Participants

Participants were 108 mothers (104 biological, 4 adoptive) of children aged between 4
and 16 years old (M = 10.15, SD = 3.31) with IDD. The participants were 103 primary carers
and five secondary carers, with primary caregivers having main caregiving responsibility for
their child. Only 8 fathers fully completed the survey. Previous research has demonstrated
differences in experiences between mothers and fathers (Hartley et al., 2011), as the fathers

sample was deemed too small for separate analysis, fathers were excluded.

The gender of the participants’ children was 80m, 26f, one other, whilst one parent
did not disclose. The children had a variety of primary diagnoses of IDD, 73.1% were
diagnosed with Autism Spectrum Disorders, 10.2% with Down’s syndrome, 4.6% with
Global Developmental Delay, 2.8% with Learning Disability and 9.3% with other diagnoses
such as Cerebral Palsy and Fragile X Syndrome. Mean stigma scores for each diagnosis are

presented in Table 1.

Table 1.

Mean stigma scores for child diagnosis.

Autism Down’s Global Learning Other
Spectrum Syndrome  Developmental Disability
Disorder Delay

Stigma 79.88 e 72.4 77.87 82.48




Procedure

The study was as an online survey using the data collection web application,
REDCAP. The study received approval from an UK institutional research ethics review
board. Participants were recruited using a multi-level approach. The link to the survey was
distributed on flyers via social media and also through support groups for parents of children
with developmental disabilities. To be eligible to participate in the study, participants had to
be the primary or secondary carer of a child, aged between 4 — 16 years old, with a
developmental disability. Participants were required to answer the consent questions before
they could proceed with the survey. Participants were then required to complete seven

demographic questions as well as six questionnaires.

Measures

Participants were required to answer three demographic questions about themselves;
their gender, their relationship to their child, and whether they were their child’s primary or
secondary carer. Participants were then required to answer four demographic questions about
their child; their child’s gender, age and their child’s primary and secondary diagnoses. After
answering the demographic questions participants then completed the six following
measures. The following measures have all demonstrated in previous studies good internal
consistency in parents/carers of children with IDD populations. Specifically, the Family

Stigma Instrument and the Positive Gain Scale were developed for this population.

Stigma: The Family Stigma Instrument (FAMSI: Mitter, Ali & Scior, 2018) is a 26-
item questionnaire assessing the levels of stigma faced by family members of individuals
with intellectual disabilities. Participants answer each item using a five-point likert scale
scoring from 1 (strongly disagree) to 5 (strongly agree). A participants’ total score can range

from 28 to 140, with higher scores indicating that individuals have experienced a higher level



of stigma. Mitter et al., (2018) demonstrated good internal consistency and moderate
reliability in a sample of family carers of individuals with IDD. The internal alpha coefficient

in the present study was .779.

Child emotional and behavioural difficulties: The strengths and difficulties
questionnaire (SDQ: Goodman, 1997) is a 25-item scale that asks parents about their child’s
behaviour over the past six months. Parents are provided with 25 statements about behaviour
and are asked to decide whether the statement is not true, somewhat true, or certainly true
about their child. 20 of the items in the questionnaire are scored from 0 (not true) to 2
(certainly true). The other five items are reversed scored. There are 5 sub domains;
hyperactivity, prosocial behaviour, emotional problems, conduct problems, and peer
problems. A total difficulties score is comprised of the total scores from the emotional,
conduct and peer problems scales as well as the hyperactivity scale. The total score can range
from zero to 40. In these four sub domains, and thus the total score, a higher score indicates
more emotional and behavioural difficulties. With regards to the prosocial scale, a higher
score represents more prosocial behaviour. The SDQ is a well validated instrument and
research with children with IDD and their parents, previous studies have demonstrated good
levels of reliability (Beck et al., 2004; Hastings et al., 2006). The internal alpha coefficient in

the present study for total difficulties was .710.

Resilience: The brief resilient coping scale (Sinclair & Wallston, 2004) is a four-item
questionnaire assessing an individual’s levels of resilience. Each item is answered on a five
point likert scale ranging from 1 (does not describe me at all) to 5 (describes me very well).
Once a total score is obtained, individuals with scores in the range of 4-13 points are
described as low resilient copers, those with 14-16 points are described as medium resilient

copers and those with a score in the range of 17-20 are described as high resilient copers.



Previously, this measure has demonstrated good reliability in parents/carers of children with

IDD (Halstead et al., 2018). The internal alpha coefficient in the present study was .690.

Social Support: The multidimensional scale of perceived social support (Zimet et al.,
1988) contains twelve items assessing the levels of support an individual receives from their
family, friends and significant other. The questions are answered on a seven-point likert scale
from 1 (very strongly disagree) to 7 (very strongly agree). Higher total scores are indicative
of higher levels of social support. Previous studies have demonstrated good reliability for
parents/carers of children with IDD (e.g. Heiman & Berger, 2007). The internal alpha

coefficient in the present study was .941.

Parental adjustment: The positive gain scale (PGS: Pit-ten Cate, 2003) is a seven-
item questionnaire assessing parents’ attachment and adjustment to their children with
disabilities. All seven questions are answered on a five-point likert scale with answers from 1
(strongly agree) to 5 (strongly disagree). The total score can range from seven to 35 with
lower scores indicating higher levels of adjustment. High internal consistency has previously
been demonstrated with parents of children with IDD (Jones et al., 2014). The internal alpha

coefficient for the positive gain scale in the present study was .797.

Missing Data

Where there was missing data, an average score for that question was calculated based
on the mean of the total score for that particular subscale or measure (Kang, 2013). During
this process, one participant was removed from the analysis because two of their subscales on
the strengths and difficulties questionnaire (Goodman, 1997) were too incomplete for
averaging. Once all missing data was accounted for, then the data was analysed using IBM

SPSS Statistics (IBM Corp., 2017).

Results



To assess social support, resilience, and parental attachment as potential protective factors in
the relationship between child behavioural and emotional difficulties and stigma 6 multiple
regression analyses were conducted for each protective factor. Demographic variables were
selected to be included in each analysis from bivariate analysis (correlations or t-tests).
Spearman’s correlations found mothers who reported higher levels of stigma also reported
higher overall child behavioural and emotional difficulties (p < .01), emotional problems (p <
.05), hyperactivity (p <.05), and peer problems (p < .05), along with lower prosocial
behaviour (p < .05). There was no significant correlation between conduct problems and
stigma (p = .06). Further correlations and t-tests found no significant results between stigma
and diagnosis (Autism (p =.223), Down’s Syndrome (p = .089)), child age (p = .186) or

child’s gender (p = .967).

Six predictor variables were entered separately for each analysis for the 3 protective
factors (social support, resilience, and parental attachment). These included; overall
behavioural and emotional problems and the 5 sub domains; emotional problems,
hyperactivity, prosocial behavioural, conduct problems and peer problems). Resilience, social
support, and parental adjustment were entered as a main effect variable, and as an interaction
variable with child behavioural and emotional problems. The ‘PROCESS’ custom dialog box
(Hayes 2012) installed into SPSS analytics software for the moderated multiple regression
analysis. Multicollinearity issues between variables were checked using the Variance
Inflation Factor (VIF) and the variables showed no multicollinearity problems (all values <
10, average > 1, tolerance > 0.1; Bowerman & O’Connell, 1990; Myers, 1990). Both the
predictor and moderator variables were mean-centered (the variable mean is subtracted from

very value of the variable). Mean and range values for each measure are presented in Table 2.

Table 2.



Maternal mean and range values for each measure.

Mean Range
Resilience 15.38 11
Stigma 79.09 56
Social Support 57.89 72
Parental 28.71 20
Adjustment
Total Emotional 19.84 28.5
and Behavioural
Difficulties
Prosocial behaviour 4.93 10
Emotional Problems  5.33 10
Conduct Problems 3.4 8
Hyperactivity 5.23 9
Peer Problems 5.88 8
28.71 20

The moderated multiple regression analysis showed that overall child behavioural and
emotional difficulties and the sub domain emotional problems each had a significant
association with stigma in all models (ps <.05) (see Tables 3 and 4). In addition,
hyperactivity and prosocial behaviour sub domains were found to be significantly associated
with stigma in some models. Specifically, hyperactivity was associated with stigma in
parental adjustment (p = .003) and social support models (p = .03)and prosocial behaviour
was associated with stigma in the social support and resilience models (ps = .04). Parental
adjustment and social support were not found to be associated with stigma or interact with

child behavioural and emotional difficulties.

Conduct problems (p = .056) and resilience (p = .007) each had significant or close to
significant associations with stigma. Prosocial behaviour and resilience (p = .01) each had a
significant association with stigma. In this model, there was a significant interaction term,
suggesting that these main effects could be interpreted in relation to an interaction effect.

Following the recommendation by Aiken and West (1991), a simple slope analysis was



conducted to aid interpretation of this interaction (see Figure 1). There was a negative
relationship (as prosocial behaviour increased, stigma decreased) between prosocial
behaviour and stigma when resilience was low b =-1.88, 95% CI [-3.01, -.75], t =-3.29, p <
.01 and when resilience was average b = -.81, 95% CI [-1.57, -.05], t =-2.11, p < .05. When
was resilience was high there was a non-significant positive relationship between prosocial
behaviour and stigma, b = .25, 95% CI [-.83, 1.33], t = .46, p = .64. Visual inspection of the
slopes showed that lower or average levels of resilience were associated with lower stigma

when prosocial behaviour were at high levels.
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Figure 1. Simple slope graph for stigma experienced by mothers of having a child with IDD
as the outcome variable. There was a negative relationship between prosocial behaviour and
stigma at low (p <.01) and mean (p < .05) levels of resilience, but not when resilience was
high (p = .64).






Table 3.

Moderated Multiple Regression Analysis Models for child Total Emotional and Behavioural Difficulties as a predictor variable.

R=.324, R?=.105, F=4.99, p<.01

R=.279, R?=.078, F=3.748, p=.01

R=.296, R?=.088, F=3.803, p=.01

b t

Total Emotional and .44 2.65
Behavioural

Difficulties

Resilience .64 1.43
Total Emotional and - -.65
Behavioural .04
Difficulties x

Resilience

.009

15
.52

b
Total Emotional and 51
Behavioural Difficulties
Social Support .05
Total Emotional and -.002

Behavioural Difficulties
x Social Support

T
2.96

.70
-.20

p
.003

49
.84

b t
Total Emotional and 51 33
Behavioural
Difficulties
Parental Adjustment 27 1.04
Total Emotional and - -712

Behavioural .02
Difficulties x Parental
Adjustment

P
.001

3
47




Table 4.

Moderated Multiple Regression Analysis Models for child Emotional and Behavioural Difficulties sub domains as predictor variables.

R=.311,R?=.097, F=3.67,p=.01

R=.243, R? = .059, F = 2.072, p=.109

R =.253, R?=.064, F = 2.157, p =.098

b t
Emotional 73 2.34
Problems
Resilience .58 1.36
Emotional -.16 -1.48
Problems x
Resilience

R =.316, R?°=.1, F=4.94, p =.003
b t

Conduct 1.30 1.93

Problems

Resilience 1.01 2.75

Conduct -.29 -1.00

Problems x
Resilience

R=.259, R?>=.067, F=4.215, p<.01

P
021

18
14

p
.056

.007

32

b T
Emotional .81 2.48
Problems
Social Support .03 52
Emotional -.02 -1.00
Problems x

Social Support

R=.184,R>=.034,F=1.2,p=.314

b T
Conduct 1.18 1.57
Problems
Social Support .03 .38
Conduct .002 .05
Problems x

Social Support

R=.219, R?=.048, F=2.73, p=.048

p
.015

.61
34

12

71

.96

Emotional
Problems
Resilience

Emotional
Problems x
Parental
Attachment

b
79

.26
-.05

t p
2.52 .013
1.01 .32
- 78 44

R=.211,R?=.045,F=1.209,p = .31

Conduct
Problems
Parental
Attachment
Conduct
Problems x
Parental
Attachment

b
1.20

27

-.06

t P

1.59 12
94 35
-.30 76

R=.243, R?=.059, F=3.257, p=.025



b t
Hyperactivity 1.01 1.82

Resilience .60 1.40
Hyperactivity -.09 -.55
X Resilience

R=.26, R?=.068, F=2.491, p=.064

b t
Peer Problems .96 1.27
Resilience 73 1.42
Peer Problems .16 49

X Resilience

R=.38, R?=.144, F=4.848, p<.01

b t
Prosocial -.81 -2.11
Behaviour
Resilience .94 2.59
Prosocial 37 2.63
Behaviour x
Resilience

P
.07
A7

.58

21
.16

.62

.04

01

01

b T
Hyperactivity  1.47 2.16
Social Support .05 .69
Hyperactivity -.01 -.10
x Social
Support
R=.183, R?=.034, F=1.582, p=.198
b T
Peer Problems 1.03 1.29
Social Support .02 19
Peer Problems .02 .38
x Social
Support
R=.233, R?=.054, F=2.021, p=.116
b T
Prosocial -.88 -2.11

Behaviour
Social Support .0002 .003

Prosocial .03 1.25
Behaviour x
Social Support

.03
49

.92

.20
.85

71

10

21

b t
Hyperactivity — 1.52 2.99
Parental 31 1.20
Attachment
Hyperactivity -.08 - 12
X Parental
Attachment

R=.182, R?=.033, F=1.273, p=.288

b t
Peer Problems .99 1.39
Parental 19 57
Attachment
Peer Problems .02 .09
X Parental
Attachment

R=.234, R?=.055, F=1.204, p=.312
b t

Prosocial -.89 1.90

Behaviour

Parental .25 .85

Attachment

Prosocial .05 40

Behaviour x

Parental

Attachment

.003
.23

47

A7
57

.92

40

.69




Discussion

The results of the moderated multiple regression analysis illustrate that child
behavioural and emotional difficulties are associated with stigma, specifically, emotional
problems, hyperactivity, and prosocial behaviour. Our results found that when child
emotional problems and hyperactivity are high, their mothers experienced higher levels of
stigma. In addition, when prosocial behaviour is low, this was related to higher stigma
experienced by mothers. Previous findings have also shown an overall association between
child behavioural difficulties and stigma. For example Mitter et al., (2018) found challenging
behaviour to predict stigma using the family stigma instrument in parents/carers of children
with IDD. Furthermore, many studies, such as those conducted by Broady et al., (2017) and
Peters and Jackson (2009), had established a relationship between stigma in behaviour
difficulties in parents of children with ASD and ADHD. However, our findings provide
further clarity in the types of child emotional and behavioural difficulties (e.g. hyperactivity,
low prosocial behaviour, emotional problems) that may contribute to higher stigma for
families in comparison to other types of behavioural difficulties (e.g. peer problems). These
findings add support to previous research, in particular that of Gray (2002) who found that
parents of children with IDD who demonstrated aggressive behaviour experienced more

stigma than parents of children who did not show such extreme behaviour difficulties.

In our study, social support and parental adjustment were not significantly associated
with stigma, and did not act as protective factors between child behavioural and emotional
difficulties and stigma. Similarly, Mitter, Ali and Scior (2018), did not find social support to
be a significant predictor of stigma when using both the MSSS to measure social support and
the FAMSI to measure stigma, both measures were also used in this study. Previou