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Aniamma Mathew Puthupakambil “Stress and coping among the parents of
mentally handicapped” Thesis. Department of Psychology, University of
Calicut, 1999



Chapter 1

INTRODUCTION




One primary function of the family is providing a socially acceptable
vehicle fér producing and raising children. Most society share the view that
parenthood is an expected and enviable state. While awaiting the birth of a child
prospective parents experience a wide range of emotions. Often they feel
fulfilment and usually some anxiety regarding the birth process and potential
problems.' They always have various expectations about the kind of persons the
child will become (Susan and Rizzo, 1983).

The‘ parents attitudés and resources determine to a great extent the kind
and level of ﬁnpact they feel at the birth of a child. Another important
determinant is the child, especially the degree to which that child fulfils the
expectatioﬁs of the parents. (Shea and Bauer, 1985)

Although, birth of a baby may be a welcome one, the baby does
constitute an intrusion to the life of the family unit. The centre of family’s
attention shifts. The.addition of ;'11 child. requires an adjustment in the family
system. Stress may be placed on the marital relationship and on the family’s
- economic and social status.

The birth of a child may draw a couple closer together as they share
concerns, fesponsibilities, goals and pleaﬁmes. On the other hand the addition of
a baby méy cause discord and conflict. In many cases the birth of a baby means
the loss of an income. Hospital costs, continued medical care, food and clothing
for the baEy create a financial structure that is staggering. The birth of a baby

also brings about an immediate and dramatic change in the couple’s life style.



The freedom to travel and to engage in an active social life will undoubtedly be
curtailed.

Although the negative aspects of parenthood are numerous, they are
usually overshadowed by the excitement of the baby’s first smile, first words,
and step. Mdst couple find that once the impact of birth is over the joys are well
worth the changes. |

In sharp contrast to the fulfilment experienced by most parents, couples
who have abnormal babies may find few of the typical joys that compensate for
the frustrations and inconveniences imposed by a child (Chin, Drew & Logan,
1979). The impact of the birth may be devastating and will recjuire a life time
adjustment.i
Exceptionél Child

The birth of an exceptional child places the family in a cultural dilemma.
Society views parenthood positively, but it views parenthood of a handicapped
child negaﬁvely (Zuk, 1959). Awareness of society’s ambivalence adds to the
stress the family feels within itself.

Thé stress factors accompanying the birth of a normal child are
intensified when the child is not normal. The marital relationship may suffer
unduly from the added stresses of blame, quilt and anxiety.

A child’s handicap attacks the faﬁric of marriage in four ways. It excites
powerful emotions in both parents. It acts as a desperating symbol of shared
failure. If £eshapes the organization of the family. It creates fertile ground for

conflict (Featherstone 1980).




The economic stress may be multiplied by additional hospital and
medical costs. The parents’ social life may become non-existent. They may be
fearful of rejection by their friends.

Additional stress 1s likely to occur in families of handicapped infants
considering each family’s uniqueness like number of members in the family,
other chrénic illness handicaps etc. However, the psychological impact
experienced by these families are common-shock, denial and gnef

Mc Dowell (1976) suggested that parents progress through six emotional
stages upon discovering their child’s handicap: disbelief,] guilt, rejection, shame,
denial and a feeling of helplessness.

The following descriptions of a parent’s reactions upon ’discovering her
sons’ handicaps, typically gives light to initial crisis reaction.

“I héd_spent many hours ﬁghtmg panic-swinging upward when I got the
details of a test result, and then down again when I made myself face the facts I
had begun to face them the day I first called the pagdiatrician... But T will
always rerfxember my feelings of numb despair. I dicin’t cry or give much
external sign of my inner hysteria but I felt that I would never be able to adjust
to this situétion. 7 |

The shock of the birth of a child like this doesn’t come all at once. It is
worse in some ways than the death of a child because you gradually realise that
this child is never going to live in the fullest sense of the world... .

It was difficult for us to absorb the first shock, which is truly physical as
well as mlental. We were numb, we cf)uld scarcely walk about and do our

normal days work, or talk to other people.




The shock consisted of knowing that we have a child who would never
grow up”... (Hosey, 1073).

Though reactions to the birth or diagnosis of an exceptional child vary
from parent to parent or family to family, people seem to share common
elements. Frequently, parent’s initial feelings are shock and numbness; parents
may experience periods of panic, anxiety and helplessness, as well as periods of
indifference and anger, at which time parents face nearly overwhelming
depression, apathy and bitterness (Shea & Baver, 1985, p.30).

Farber (1960) identified two types of crises that parents of mentally
retarded children experienced. Grief is an initial crisis precipitated at the time,
the child is diagnosed as handicapped. The second type of crisis is regarded as a
crisis of role organization. This type of crisis suggests an inability to cope with
the child over a long period of time. The reaction of parents to the diagnosis of
mentally retarded has been compared to the trauma of a death in the family and
have been called the “grief cycle” by Tumnbull & Turﬁbull (1985).

As normal children progress from one developmental stage to the next;
their parents observe them with pride, anxiety and alarm. Parents have
expectations of them based on social, family and experiential standards. When
children’s behaviour deviate from the established standards, family crisis may
develop.

Every child affect their family in the process of growing up based on the
characteristic of the child and characterisﬁcs of family. Transitions from infancy
to early childhood to late childhood and to adolescence affect the family and the

child. Crises and triumphs present in evbry child’s life affect the family too. In




addition to the pressures and demands all parents experience, parents of
exceptional children must learn to deal with the exceptionality of various
natures, someﬁmes for a lifetime.

Parents become aware of their child’s exceptionality at birth or shortly
thereafter during the pre-school years or afier the child enters school. If they
recognise the child’s exceptionality before school entry they have time to adjust
to the child’s conditions and can accept the need for special education and
related services. If they become aware upon or after school entry they may need
time to adjust to the diagnosis, thereby delaying implementation of the needed
services (Bérsch, 1969). |

Some éyidence indicates that the child with' a mild handicap has more
severe adjustment problems arising from disturbed parent-child relationships
than does tﬁe child with a severe handicap (Ross 1964). Parents may be tempted
to overlook a mild handicap. The impact felt by the family of a mildly
handicapped child and adolescent revolves around the discovery of the
problems, nature of tﬁe problem, 'the caﬁse of the problem and the treatment of
the problem. One advantage inherent in later discovery of a problems is that
families have in most instances formed a close tie with the child. |

Parents of a severely handicapped child will have many adjustments to
make as ﬂ{e baby grows into childhood, e‘idolescence and adulthood. Because of
their sevefe physical or mental handicap these children are not expected to
become iﬁdependent and to leave home. Parents experience stresses related to
expectations of the child, family re-organization, prolonged and intensive care,

provision of services and fear of the future.



Some handicapping conditions or illness may be more difficult for
famailies thén are others. Barsch (1964) asked professionals non-professionals
and parents with and without handicapped child to rate the perceived severity of
coping with 10 handicapping conditions of childhood. The 4 rated as most
severe were cerebral palsy, brain injury, mental illness and mental retardation.
Mental Handicap
Definition : Mental handicap, meptal retgrdation, mental deficiency, and mental
subnormality are the terms used to describe the same condition. The term
Mental Retardation and Mental Handicap are used interéhangeably here. There
are many definitions of Mental Handicép. American Association on Mental
Retardatior_i (1983) gave a comprehensive definition as follows.

“Méntal Retardation refers tc} significantly subaverage general
inteHectuéi functioning resulting in or associated with concurrent impairments
in adaptive behaviour, and manifested during the developmental period.”

‘General Intellectual functioning is defined as the results obtained by the
administration of standardised general intelligence tests developed for the
purpose and adapted to the conditions of the. region/country. “Significant
Subaverége” is defined as IQ of 70 or below on standardised measures of
intelligeﬂée. The upper limit 1s intended as a guideline. It could be extended up
to 75 or mbre, depending on the reliability of intelligence test used.

A'déptive Behaviour is defined as the degree with which the individual
meets the standards of personal independence and social responsibility expected
of his agé and cultural group. The expectation of adaptive behaviour may be

reflected in sensory and motor skill development, communication skills, self



help skills and socialisation duﬁng infancy and early childhood. In the
childhood and adolescence the deficits may be in application of basic, academic
skills, n daily life activities, application of appropriate reasoning and judgement
in the mastery of the environment or on‘ social skills. In late adolescence and
adulthood ;;he vocational and soéial res;‘)onsibilities and performance may be
deficient.

Dévelopmental period‘ is defined as the period of time between
conception'and the 18" birthday.

In 1992 AAMR published its 9" version of tﬁe definition of mental
retardatiori,(Reiss, 1995). This definition is intended to support a paradigm shift
from a deficiency to a support model of mental retardation. Under the old
deficiency model, the locus of the mental retardation was seen as residing in the
person or resulting from severe deficiencies in personal capabilities. Whenever a
person with mental retardation did not learn in school, the deficiency model
gives thg teacher a quick excuse for-not trying harder to educate the child,
leading td education in a special environment. This type of segregation is known
to have social and emotional effects on the child.

The new support model of méntal retardation recognises that mental
retardation is indicated by significant limitations, in personal capabilities. But
diagnosticians are asked to assess more than just limitations in IQ and personal
capabilities but to assess and identify the adequacy of supports in a given
environment such as a school.

Under the new support model the process of diagnosing a person with

mental retardation consists of three steps and a holistic evaluation of the person.



In the first step the individual must be formally evaluated within his cultural and
educational context and found to function at approximately the 1Q level of below
70 to 75. If this criteria is met, the individual’s functioning in ten basic area is
analysed for strength and need areas to improve the level of independence. A
significant limitation must be present in two or more of these areas. Further the
onset of the limits in adaptive functioning‘must have occurred before age 18.

In step two, the psychological and emotional state of the individual at the
present time is considered, as well as the health status and present environment.
The strength of these aspects as well as needed changes or supports 1is identified
by a team of support persons. Next in step three, the needed supports in these
dﬁnensiqn§ is prescribed in level of intensity in order to develop an approprate
individualised service plan.

The new support model of Mental Retardation is given in table I and
table II.

Table I

Support Model of Mental Retardation

Step I: Diagnosis of Mental Retardation.
> Intellectual functioning is approximately 70 to 75 (IQ) or below.
> There are significant related limitations in 2 or more adaptive skill areas.
> The age of onset is 18 or below.
Step II: | Classification and Descriptions
> Descri.be strength/ need areas m relation to psychological/ emotional
considerations.

> Describe physical health considerations
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> Describe current environment and the optional environment to foster
maximum growth and independence.
Step III: Profile and intensities of needed supports

> Identify needed supports for each of the 4 dimensions

Table IT

Dimensions for clinical assessment of Mental Retardation.
Dimension I: Intellectual functioning ar:d adaptive skills.
Communication
Self care
Social skills
Home Living
Coinmunity Use
Self Direction
Health and Safety
Functional Academics
Leisure
Work
Dimension II:
Psyéhological/Emotional consideration
Dimension III: Physical/ Health considerations

Dimension IV:  Environmental considerations

There are medical, psychological and educational methods of
classification of mental handicap. The medical classification is based on the

cause, the psychological . classification on the level of intelligence and the
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educational classification on the current level of functioning of the mentally
retarded pefson.

The characteristics of the mentally retarded persons vary depending upon
the level of retardation. The terms used to describe the various degrees of
retardation are given in Table III.

Table 111

Degrees of Mental Retardation

Level of Retardation ' 10

1. Mild 50-70
2. Moderate 35-49
3.Severe 20-34

4 Profound Below -20

Characteristics of persons with various degrees of mental handicap by
educational expectation are given in table IV.
Table IV

Classification of Mental Retardation by Educational Expectation

Terminoiogy Approximate 1Q Educational expectation

range*

Dull normal IQ 750r80t0 90 | Capable of competing in school in
most areas, except in the strictly
academic areas in which performance
is below average.

Social adjustment that is ,riot noticeably
different from the larger population,

although in the lower segment of
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adequate adjustment.

Occupational performance satisfactory
in non-techmcal areas, with total self-
support highly probable.

Educable IQ50to750r 80 | Second to fifth-grade achievement in
school academic areas.

Social adjustment that will permit
some degree of independence in the
community.

Occupational sufficiency that will

p(;.rmit partial or total self-support.

Trainable 1Q 20 to 49 Leamning primarily in the areas of self-
" help skills, very limited achievement in
areas considered academic.

Social adjustment usually limited to
home and closely surrounding area.
Occupational performance primarily in
sheltered workshop or an institutional

setting,.

Custodial. IQ below 20 Usually unable to achieve even
sufficient skills to care for basic needs.
Will usually require nearly total care
and supervision for duration of

lifetime.

*IQ ranges represent approximate ranges, which vary to some degree,

dependiﬁg on the source of data. |

Source: Drew C.J., Logan D.R., Hardman M.L., Mental Retardation a life
Cycle approach, 1984 Times Mirror/Mosby college publishing, 3ed,
p.26.
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When a mentally handicapped child is born all the hopes of the parents
are shattered at the realisation of the handicap. This calls for a life long
adjustment. The mentally retarded person will be seen as an internal source of
stress until parents and the family as a wholé can reach a measure of acceptance
of the disabled individual. The discovery of mental retardation in one of the
members in the family is mitially a devastating blow for all parents. It produce
an intense emotional shock wave in the family with a gamut of feelings ranging
from disbeiief to despairing anguish.

The responses of a family toa mentally retarded member will depend to a
great extent on the severity of the conciition. The presence of other physical
disabilitieé and behavioural problems will place an additional stress on parents.
While everyone’s attention is focused on the infant the parents will have their
own difficulties. The extra care demands, financial difficulties and health
problems place additional stresses for them.

The presence of the retarded child will produce considerable changes in
the family system. The perception of handicap changes the emotional tone, the
attitudes and self images of parents and other members. Changes in the family
relationship with relatives, friends and neighbours and the community at large
are noticed. The family’s social life become restricted and feelings of social
rejection :and 1solation may follow.

When retardation is mild, the family will face other circumstances. The
majority of mildly retarded children are not diagnosed until they enter school. By
then the family will probably have adjusted to the child being slow or a little

different from other children. However, by the time the retarded child 1s seven
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or eight years old, most parents are forced to acknowledge that the child has an
intellectual deficit. The pain for these parents is associated more to the diagnosis
and labelling of MR than to the child’s condition itself. For parents who value
educational achievement, even mild retardation will be threatening the family’s
integrity. Families who are less oriented to educational high performance may
resent the diagnosis because of embarrassment and loss of self-esteem.

In severe and profound mental retardation parents are promptly alerted to
the evidence that the infants state is not completely normal. The fact that
something ‘is seriously wrong with their baby is presented to the parents
suddenly. The news is received by most p‘arents with total emotional shock. |

Orié of the immediate parental reaction is a feeling of ignorance, about
the condition of mental retardation. The grief reaction associated with the birth
of a handicapped child is often a necessary bend of the road to acceptance. The
tears, diséppointment and sadness clean away the overwhelming feelings of
parents at this stage.

With the child’s diagnosis in hand, parents set out to find the cause of the
intellectual impairments. Medical and Psychological consultations become
frequent to find the cause and possible cure. They want to know how responsible
they are for the child’s condition. They may develop personal guilt or one parent
may blamé the other for the handicap. Moderate feelings of guilt are beneficial
as 1t moﬁvate parents to learn more about retardation and their child’s condition.
Eventually the parents realise that establishing a cause is less important than
learning how to help the child. The phase of acceptance of the child begins and

the parents start to find out practical solutions to every day problems. Parents




15

become aware that there are many other families who share similar

circumstances. The feelings of being singled out gradually diminishes. This is a

stage of problem solving for the parents regarding schooling, work potential and

financial problems. Gradually a more positive parent-child relationship is
evolved though the stresses may continue at each stage of development.

Family Stress

Concept of stress: Terms like stress, distress, crisis, difficulty are often used

interchangeably. It has been used to refer to both a stimulus and a response

(Rao, 199i).

The concept of family stress has been utilised with considerable
frequency 1n litgrature including clinical a:nd research literature. However, it has
continued to remain elusive and is used without explicit definition. In many
investigatidns at least one of three aspects of family stress 1s identified: (1)
stressors (2) stress and (3) crisis.

(1) Stressors:- are defined as those life events or occurrences of sufficient
magnitude to bring about change in the family system. (Hill, 1949)

(2) Stress:- is not seen as inherent in the event itself, but rather is
conceptualised as a function of the response of the distressed family to the
stressor and refers to the residue of tensions generated by the stressor which
remajn unmanaged (Hill, 1949,; Burr, 1973).

3) CrisiS:- refers to the amount of uncapacitatedness or disorganisation in the
family where resources are inadequate (Hill, 1949; Burr, 1973)

In investigating social stress in families Hill (1958) presents a formula

for crisis. A (the event) — interacting with B (the family crisis meeting
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resources) —> interacting with C (the definition of the family makes of the event)
— produces x (the crisis) (Hill, 1958).

Definitions of the terms used in the above model will clarify this ABCX
formula.

Stressor events (A) differ in their sources; some originate within the
family, others from outside. Problems arising out of interpersonal relations
within the family, birth of a handicapped child are stressor events, originating
within the family. Economic depression or war are events originating from
outside. In analysing stressful events Holmes and Rahe (1967) found one
common theme, the occurrence of each ‘event evolved or was associated with
some adaptive ar coping behaviour on the part of the individual involved.

Family resource (B) may inclufde adaptability, coherence, financial
stability, ﬁiends, religion, education and health. Persons with more skills, assets
and resources, more versatile defences and broader experiences deal better with
stress. The extent to which families define the event as a crisis (c )reflects the
value system of the family and previous experience with crisis. A critical factor
in evaluaﬁng impact of stressful events is the individuals perception of them
(Rabkin & Struening, 1976). Perception, depends on the appraisal of potentially
harmful, challenging, or threatening events.

Cﬁsis proneness (X) 1s fhe phenomenon of experiencing stressor events
(A) with greater frequency and greater severity and defining these (¢ ) more
frequently .as CIISIS.

Hill (1949) outlined a second part, a set of statements relating to:
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The course of family adjustment which is said to involve (1) a period of

disorganisation (2) an angle of recovery and (3) a new level of organisation.

Burr (1973) in particular has been involved in reworking the ABCX

formulation into a bonafide pan of deductive theory. From this work his central

concepts of vulnerability and regenerative power emerged as major new addition

to the Hill framwork (Fig.I) (Mc Cubbin et al 1980).

Figure I

The amount of change
Stressor Amount of crisis
event in the family
system
Family vulnerability to Stress

r S l -~

'| Family’s definition of ‘
the seriousness of ¢ Farml.y'
éhange adaptability

Regenerative power

Mc' Cubbin and Patterson (1983) have added a new dimension to the

ABCX model. Their “Double ABCX model” focuses on the family efforts over

time to recover from a crisis situation. Using Hills original ABCX model as its

foundation it adds post crisis variables in an effort to describe.

1. The additional life stresses and life strains that shape the course of family

adaptation.
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2. The critical psychological interfamilial and social resources, that families
acquire and employ over time in managing crisis situation.

3. The chat;ges in definition and meaning assigned by families to the process of
adjustmént as families de\}elop a description of their efforts to overcome their
predicameﬁt.

4. The coping strategies families employ and

5. The ranée of outcomes of these families efforts.

This elaboration of the ABCX model is an effort to describe additional
concurrent stresses effecting recovery from the original crisis, both the new and
previously éxisting résources, usea by thé falnilies in the recovery process, their
perceptionS and evaluations of their post crisis situation and the family outcome
or degree qf adaptation.

The ABCX models may take on a greater potential utility in examining
the procesé of stress in families of a (%hild with mental retardation because
mental ref_ardation is such an extremely stigmatising feature of a person in this
society. The family of the retarded person feels the brunt of their prejudices and
it also may> share them.

Family investigators have tried to study the patterns of normative stresses
like transitions to child launching, post parenthood, retirement, widowhood,
relocatio'nvand institutionalisation. Non-normative stresses like tornadoes, wars,
loss of fé;mily members, occupational stress associated with changing roles of

—

women also have been investigated.

A penetrating set of investigations on families of children with chronic

and fatal illness also have been carried out. The greatest concentration of these
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studies have focused on the emotional and psychological hardships of both the

child and parents. The emphasis on the trying and often crippling impact of child

related stressors has been helpful in sensitising the researcher and clinician to

the traurna$ of chronic and demanding human experience. Four themes have

emerged frém this studies |

(1) The importance of the decision making process in the management of stress
(Summins et al; 1973),

(2) Systeﬁlatic assessment of family hardships (Holroyd, 1974)and family
resources (Mc Cubbin et al, 1979), '

3) Parental coping strategies and their impact on child Vhealth and family
functioning (Mc Cubbin et al, 1979) -

4) Careﬁﬂ documentation of the course of adjustment overtime (Kubler- Ross,
1975). .

The notion of clustering ynormati‘ve and non-normative life-events has
also beeﬁ oﬁered by and Hill and Joy (19;79) and Mc Cubbin et al (1980) as one
possible c*plmation for why some families may be more vulnerable to stressor
event or appear to lack regenerative power to recover from a crisis. The family
which is already struggling with other life changes such as developmental
transition and related role changes may lack the resources to cope with other
changes. The concept of the pile up of family 1ife events and stress has been
studies b'y‘v Vaughn et al (1979) and Pallerson and Mc Cubbin (1980).

Family ﬁesources & Perception
The families crisis meeting resources (Hill’s B factor) has received

considerable attention as it has a central role in family stress framework. Four
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factors that affect a family’s adjustment to stressors were identified (1) Family
members personal resources (2) The family systems internal resources (3) Social
support and (4) Coping (Mc Cubbin et al, 1980).
Personal | fesources.' It refers to the brcad range of reserves and aids
characteristic of individual family members which are available ét times of need.
These are financial (economic) well being, education (contributing to cognitive
ability that facilitates realistic stress perception and problem solving skills),
health (physical well being) and psychologica]l resources or personality
characteristics (George, 1980). Pearlin and Schooler (1978) have identified
three personal psychological resources residing with self which can reduce the
stressful ccnsequence. (1) Self esteem (2) Self denigration and (3) Mastery - the
extent to which one perceives control over one’s life changes in contrast to fate.
Perception has been a central variable in both normative and non-
normative stress investigations. The mediating role of perception in reducing the
impact of stressful life events has been studied (Howard, 1974, Boss, et al,
1977). HoWever in the study of family stress with the family system as the unit
of analysis the variable of perception I;emains somewhat of an enigma (Mc
Cubbin et al, 1980). Family system resources has gained prominence in stress
research. Family adaptability and cohesiveness have received reasonable degree
of attentioﬁ. Families ﬁmcticning moderately along the dimensions of cohesion
and adaptability are likely to make a more successful adjustment to stress (Olson

et al, 1979).
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Family re.;ources in the management of stress:

Pratt (1976) has described the “energised family” as being endowed with
a fluid internal organisation characterised by flexible role relations and shared
power which promote personal growth and member autonomy. The problem
solving ability of the family is one of its fundamental resources in managing
stress. |

Families that are more economically advantaged are better able to
handle the stress of retarded child than those who are less well off. (Farber,
1970). Two parent families cope better than one 'parent families (Beekman,
1983) . Mothers in successful marriages seem to cope better with caring for the
retarded child (Friedrich, 1979).

"[hé‘ role of social network and the potential support it offers to reduce
the immediate effect of stress have emerged as a major domain of family stress.
Cobb (1976) has defined social support as information exchanged at the
interpersonal level which provides (1) emotional support, leading the individual
to believe that he or she is cared for and loved (2) esteem support, leading the
individual :to believe that he or she is esteemed and valued and (3) network
support le;ading an individual to believe &hat he or she belongs to a network of
communication involving mutual obligation and mutual understanding. The
major social support networks studies were neighbourhoods, (Litwak, 1969)
family and kinship (Caplan 1976; Sussman, 1976;Lopata, 1978) and mutual self
help group (Mc Cubbin, 1979). The mediating influence of social support for
specific stfessor events has emphasised the role of social support in protecting

against the effect of stressors and thereby contributing to a family’s
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invulnerability (Nuckorls, 1972; Kaplan et al, 1973; Gore, 1978). It has also
emphasised the importance of social support in promoting recovery from stress
experienced in the family thereby contributing to the families regenerative
power. (Caplan, 1974; Colletta, 1979)

Coping: A dimension of family resources

The traditional approach to the study of the family stress has been to
document the numerous psychological, interpersonal and social aberrations in
the fmnily’é response to stressors and related hardships. This was a pathology-
based model which does not allow for the possibility of positive outcome. It
ignores the investigation of its mediators. A ‘shifting away from this
dysfunctional emphasis to competence or coping based frame work has been
considered;as an alternative to the pathology concept (Drotar, 1981). Coping i1s
defined as the things people do both cognitive and behavioural to reduce or
avoid the impact of stress (Rao, 1997). It has been referred to as (a) Coping
style which is a stable predisposition to respond to stress in particular ways (b)
Coping strategy: coping in relation to the special demands of specific situation.
Coping behaviours are commonly categorised as (a) problem focused
(b)emotio@ focused and (c¢) support seeking.

Central to the definition of coping is the assumption that stressful events
have a diﬁerenﬁd impact as a result of their interaction with moderator
variables. The concept of coping resources presented by Lazurus and Folkman
(1984) prdvides a useful basis for understanding the coping process and

subsequent familial out come. They delineated six types of coping resource, each
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of which is assumed to moderate the adverse effects of stress as appraised within

the individuals cognitive phenomenological framework.

They are:

1. Parental'health and energy

2. Problem solving skills which involve both global and concrete abilities to
search’ for and analyse information and generate various courses of action

3. Social support, involving potentially supporti\{e relationships that may
facilitate positive adaptations.

4. Material resources-including socio-economic status and income.

5. Positive. beliefs-including feeling of self efficacy, greater internal level of
control and belief in some higher purpose.

6. Social skills which refer to the ability to communicate with others in socially
appropriate and effective ways. This variable facilitates in obtaining social
suppon_énd 1s related to problem solving or coping strategies.

Thus the coping behaviours will 1) decrease the presence of vulnerability
factors (Boss et al, 1979) 2) Strengthen or maintain those family resources
(Adams, 1975) 3) reduce or eliminate stressor events and their specific
hardships and 4) involve the process of actively influencing the environment by
doing sométhing to change the social circﬁmstances (Mc Cubbin et al 1976)

The investigators have revealed that the family strategy of coping is not
created in a single instant but is progress‘ively modified over time. Because the
family 1s a system coping behaviour involves the management of various

dimensions of family life simultaneously;
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1. Majntéining satisfactory internal conditions for communication and family
organization

2. Promoting member independence and self esteem

3. Maintenance of family bonds of coherence and unity

4. Maintenance and development of social support in transactions with the
community

5) Maintenance of some efforts to control the impact of the stresses and the
amount of change in the family unit. Coping then becomes a process of
achieving a balance in the family system which facilitates organization and
unity and promotes individuals growth and development (Mc Cubbin et al
1980). Folkman and Lazarus (1984) classified coping into two broad types ;
emotional and problem focused. Emotion focuse;d coping involves efforts
that regulate the emotional state associated with or resulting from the
stressors. It includes efforts to avoid the situation, cognitively reframing the
stressor_é, and selectively attending to positive aspects of the self or situation.
On the other hand, problem focused coping includes direct coping. and
planned strategies for problem solving. Results of studies on coping in
general, have supported the argument that a low level of distress is related to
the use of problem focused type of coping. ( Folkman et al 1986, Amirkham,
1990, Kvam & Lyons, 1991). Conversely emotion focused type of coping
(Wishful thinking, avoidance, and self blame) is related to a high level of

depressive symptoms (Amirkhan, 199(5).
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Marital S#tisfaction

Research has indicated that the high level of marital satisfaction or
support from husband expressed by mothers as an important facilitator n
helping the_ family having a child with mental retardation to adjust better to life.
(Belsky, 1984, Bristol, 1984; Gallagher, 1986). The elements of such support
include enéowagement, assistance and feedback (Gallagher et. al., 1981).
Family stress & coping in families of children with mental retardation

Interest in stress and coping in families of children with mental
retardation has increased in recent years. This is a consequence of the
normalisation movement. Normalisation begins with withdrawal from
Institutioﬁalisation. The best alternative to institution 1s the family. Yet the
family environment will not serve as a reliable milieu for mentally retarded
children if their presence is perceived as overly burdensome and stressful that
adequate family functioning becomes impossible.

It is a saying that one of the institution’s original function was to relieve
the family éf the perceived burden of caring for a child with mental retardation.
The institutions may disappear but the families, needs dQ not. Yet the de-
institutionalisation movement little did study about the families capacities,
resources and limits in providing care. As a result the researchers are now trying
to study the individual with mental retardation not in a social vacuum but in the
immediate psycho-social context, the family.

Oléhansky (1962) has speculated that almost all parents who have a
mentally | retarded child suffer from chronic sorrow throughout their lives.

Parents having a child with mental retardation experience a variety of stressors
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and stress reactions related to the child’s disability (Orr et. al, 1993). However,
the quality and quantity of the impact experienced, may be quite individualised
for each pf the parents depending upon the nature of the support available to
them, their coping skills, child characteristics such as age, level of retardation
and associated handicaps (Peshwaria et. al 1995). Although the passage of time
will mitigate the effects of some stressors on parents and make their response to
stressful situation more routine it is also possible that with the changing nature
of child and increased expectations associated with growing oldér the magnitude
of stress that parents experience may increase (Orr et al, 1993) .

The significance of the normative and non-normative distinction in
mental retardati:on seems to be mediated by social classes. For middle class
families mental handicap is a non-normative or unanticipated stressor regardless
of the levél of retardation. For the lower class family, the child’s mental
retardationv 1s always a non-normativevstressor if it is moderate or severe and
mild retardation may be seen as normative (Farber, 1975).

The Present Study

In India it is estimated that 24 million people are mentally retarded
(Mental Retardation : A manual for guidance counsellors). Majority of them
reside in the rural areas with m1mma1 facilities for their education and vocational
rehabilitation. With the increasing emphasis on education, even the mildly
mentally retarded are also identified causing stress to the family, in recent times.
Earlier, the mildly mentally retarded were not identified in the rural areas at

least, and they were well integrated in the agrarian society of our country.

I
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With the advent of many awareness programmes at the state and national
levels for mentally retarded, most of the parents are now sensitised regarding the
condition. With the de-emphasise on institutionalisation thése_ individuals
continue to stay with family causing a lot of burden, and stress for parents and
other memi)ers of family.‘ It is important that strengthening these families would
help them cope more effectively with the stressful situation of living with a
mentally handicapped. To fulfil that aim the stress and coping pattern of parents
of mentall}f' retarded children in India 1s attempted to study in this research.
Statement :of the Problem |

This study is designed to explore the relative impact on family
functioning on‘,havin'g a child with mental retardation. Previous researches and
clinical information have highlighted that mental retardation in any member in
the family is a chronic stress for other members and especially for parents. The
mentally retarded child’s age, sex degree of retardation and many other
characteriéﬁcs may have an impéct on parent’s and experience of stress and
coping paﬁems. Hence the problem for‘ the present investigation is stated as
study of sffess and coping , among the parents of the mentally handicapped .
Operation'al definitions of the concepts
Parental Stress: 1t is the parents response to the presence of a handicapped
child in the family (stressor) consisting of a pattern of physiqlogical and
psychological reactions. Responses such as pargntal worries, family problems,
pessimism, characteristics of the child, among others, have been considered as

indicators of high levels of stress of the parents and are assessed here.
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Coping: 1t is defined as a personal or collective effort to manage and to reduce
the stress on having a mentally retarded child in the family. In the present study
coping behaviours like maintaining family integration, co-operation, social
support, self esteem, communication with other parents and coﬁsultation with
medical staff etc. are explored.

Marital sa:tisfaction : It is the degree of satisfaction the parents report about
their married life considering all aspects of their marital relationship.

Mental Retardation: Mental retardation is defined as the significantly sub-
average intellectual functioning (IQ<70) resulting in or éssociated with deficits
n adaptive: behaviour and manifested during the dévelopment period.

Parent: The biological parents of the mentally handicapped individuals are

included in the present study.
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Since the dawn of history the stress of illness has been recognised as a

universal experience. There is much overlap in the kinds of problems faced by
individuals and family with so called chronic illness and those with chronic
handicap (Pragh and Thomson, 1990). The individual’s handicap may bring
about a family crisis. Families with generally healthy adaptive patterns usually
though not always respond with temporary restriction in function followed by a
feturn to a pre-illness level of functioning. A few families may stabilise at a
higher level of functioning representing a type of family development (Koos,
1946).  ° | |

Pafents of children with handic‘aps experience both normative and
unusual stlresses‘ They encounter commonplace stressors like any family such as
illness, ﬁnéncial difficulties and daily hassles (Delongis, 1985). In addition, they
may experience sources of stresses that are due to living with a child who 1s
handicappéd such as extra care demands, difficulties in obtaining child care,
child behaviour problems and conflicts with professional service providers
(Gallagher et al, 1983; Quine and Pahl, 1985).

In a growing number of recent studies investigators have advocated a
paradigm ‘shifft from a pathological approach that emphasis the family’s
problems and strains to a family’s competence approach that places an emphasis
on the understanding of the family adjustment (Dyson, 1991).

The concept of coping has been widely accepted as a moderating factor

between stressful events and adaptational outcomes. Folkman, Lazarus, Gruen
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and, Delongis (1986) defined coping as the persons cognitive and behavioural
efforts to ‘manage» (reduce, minimise, master, or tolerate) the internal and
external demands of the person environment transaction that is appraised as
taxing or exceeding the person’s resources. Here coping is not limited to
successful “efforts but includes all purposeful attempts to manage stress
regardless of their effectiveness. Interest in stress in families of children with
mental retardation has increased dramatically in recent years. The best
alternative to institutions for children with mental retardation is the family. But
if their presence is perceived as overly burdensome and stressful for the family
the family environment will not serve as a reliable milieu for the mentally
retarded i::hild_\: and adequate family functioning becomes 1impossible.
Consequently a number of studies, were concentrating on the mentally retarded
child’s imrﬁediate psychological context, g;he family.

Thls section reviews the work done in the area of stress and coping on
families of children with mental retardation.

Gath (1977) studied the impact of an abnormal child upon the parents.
Thirty families with a new born Mongol baby were matched with thirty families
with a normal baby. Both groups were followed for .18 months to two years and
interviewed six times. Few differences could be found in the mental or physical
health of the two groups of parents but' marital break down or severe marital
disharmony was found in nine of the Mongol families and in none of the
controls. However, the parents of almost half the MOngol children in this study
felt drawn .closer together and their marriage rather strengthened than weakened

by their shared tragedy.
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Wilton and Renaut (1980) studied the stress levels in families with
intellectually handicapped pre-school children and farniliés with non-
handicapped pre-school  children. The sample included 42 mothers of
moderately and severely retarded children and 42 mother of non-handicapped
pre-school children. The mothers were further subdivided into two subgroups.
Younger mothers (below 30 yrs) and older mother (above 30 years of age). The
education lévels and socio-economic statﬁs were also taken into consideration.
The questionnaire on resources and stress (Holroyd, 1974) was used to get the
stress score. The results showed that the mothers with handicapped children
experienced significantly higher levels of stress than non-handicapped children,
in relation to parent problems, family problems and child problems. Age of the
mother did not appear to be a pertinent factor.

Chétwynd (1985) examined the factors contributing to stress on mothers
caring for an intellectually handicapped child in the family. 91 mothers took part
in the study. Mean age of mothers was 38.4 years and children was 9.6 years.
The stress in mothers was assessed by maternal malaise inventory. Stress levels
were highér amongst mothers whose children had a management problem,
overactive or underactive and unable to play with others. Stress was more for
mothers whose social life was restricted and had health problems. Stress among
mothers '.of intellectually handicapped children is significantly higher than
amongst“mothers of non-handicappéd children. Marital breakdown was also
more among them.

Wiider, (1986) examined the relationship of transitions and stress in 60

families of older mentally retarded children. Families, whose offsprings were



entering adolescence (11 to 15 years old) and young adulthood (20 to 21 years
old) were identified as being in transition. They were contrasted with families
whose offspring were not of those ages. Families were assessed once and then
again 2 years later. Results at both points in time suggested that the families
experienced increased levels of stress at transitions in developmental stage of the
retarded pefson.

Minnes (1988) investigated family resources and stress associated with
having a mentally retarded child. Subjects were 60 mothers of mentally retarded
children living at home. All levels of retardation were considered and the
children were under the age of 12 years. Parental stress, internal family
resources, external family resources, child and parent characteristics were
assessed. Results indicated that cﬂmacteﬁstics of the child and the families crisis
meeting resources were significant predictors of various forms of stress.

Mother’s perception of family stress and ways of coping with adolescents
who were autistic or had mental retardation were compared by Donovan in
1988. Thefe were 36 children in each group comparable in terms of age, sex,
1Q, maternal age and number of siblings. Questionnaire on resources and stress-
revised; Locke Wallace Marital adjustment scale-Shortform and Coping health
Inventory for parents-form D were used assess the variable. All comparisons of
child related stress revealed that mothers with an adolescent who was autistic
perceived greater level of family stress than did mothers with an adolescent who
had men'taﬂ retardation. Marital adjustment did not differ by group. Further more

matemnal coping styles were consistent across group, indicating that mothers
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with adolescents who had a handicap relied heavily on community resources and
professional help for coping.

Flynt and Wood (1989) assessed perceptions of family stress and coping
behaviour of 90 mothers (aged 22-60 years) with a moderately mentally retarded
child at the age of school entry (6-9 years) early adolescence (12-15 year) and
young adulthood (18-21 year) 60 per cent of subjects were black and 58per cent
were maniéd. Subjects’ socio-economic status was also measured. Measures of
family streés and coping were administrated to subjects with a retarded child in
one of these normative transition periods. There were no significant differences
in family stress scores across the three child age groups. Significant difference
were found: for race and maternal age with regard to perceived stress. Significant
difference in coping behaviours were also found for race, marital status and
socilo-economic status.

Problematic situations exberiencéd by mothers of mentally retarded
children and those charactéristics of retarded children that may influence family
4life problems were examined by Harris and Mettale (1989). They studied
mothers of 30 retarded children and mothers of 30 non-retarded children.
Comparisoﬁs revealed group differences in children’s characteristics and
duration §f maternal involvement in child oriented activities. No overall group
differences in maternal well-being emerged. Child welfare issues and restrictive
time demands were the most intense family problems, reported by mothers with
retarded children. Ratings of more intense family problems were associated with

more time spent with the child and more symptoms of maternal depression.
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Frey et al, (1989) used a multidimensional approach to study the stress
and coping among parents of mentally handicapped children. The relations of
child charécteristics, family social network, parent belief systems and coping
styles to parent outcome variables of parenting stress, family adjustment and
psychological distress of fathers and mothers were examined with parents of 48
young handicapped children. Child characteristics predicted mothers and fathers
parenting stress and fathers’ psychological distress. Parental belief systems
predicted all three parent outcomes for mothers and fathers. Coping styles
predicted p:sychological distress. Psychological distress was low in mothers who
had either é positive belief system or a non-critical family network.

Baxfer (1989) investigated stigma as stress in social interactions of
parents, of mentally retarded children in three age cohorts. Interviews were
conducted l'with 131 mothers and fathers of mentally retarded children. Parent
perceived stress attributed to social attitudes was measured on 5 point Likert-
type scale. Three deviating characteristics of the child were identified as
stressors. “Noticeability” of the childs speech and behaviour and also behaviour
management problems were found to be significantly associated with parental
stress. No association was found between noticeability of child’s appearance and
parental stress. Distressing reactions of others such as staring, displaying
discomfort; inappropriately ignoring and ¢rawing attention to the child were also
1dentified _.as stressors.

Rimmerman (1991)studied 86 parents of adolescents with severe
intellectual disability. The parents responded to a questionnaire on their locus of

control and perceived social support as moderators of stress and the likelihood of
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applying for out of home placemgnt. Findings indicated that applying parents of
whom the higher percentage was single parent families tended to have an
external iocus of control, less social support and high levels of stress. Parental
internal loéus of control and positive appraisal of social support were the only
resources that moderated child related stress and increased the likelihood of
keeping the adolescent child at home.

Dyson (1991) examined the association of the presence of a child with
handicaps and parental stress and family dysfunctioning. Fifty five families with
young children with development handicap (mental retardation, physical and
sensory handicap, speech disorder, learning disabilities and developmental delay
were comp'aredfwith a matched group 6f families of children without handicaps
on the variables of parental stress and family functioning. The result provided
strong evidence that family stress is related to the care of a child with special
needs in nﬁddle class families. However the results further suggested that family
group do not differ on the general family functioning excepting that these
families emphasised_ achievement and moral religious beliefs and valued set
rules and procedures for operating family life.

Flyht et al., (1992) examined the social support of mothers of children
with mental retardation. Subjects wefe 80 mothers of children who were
developméntally delayed or diagnosed with moderate mental retardation. The
age rangé 'of children was from 6 months to 20 years. The age range of the
mothers was 21 to 60 years with a mean of 35.8 year. The questionnaire on
resources and stress-F and the questionnaire on social support were used for the

study. Results indicated that the stress was higher for the subjects with the
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children 1n the pre-school age group. On the social support variable, the intimate
support differed significantly across age group. Mother of pre-schoolers utilised
social support to a greater extent than did other mothers and there mothers relied
more on intimate support (spouse) than other supports.

Rousey, et al., (1992) studied mothers and fathers perceptions of stress
and coping with children who have severe disabilities. 147 parents participated
in the study. Parents independently completed the questionnaire on resources
and stress. The results indicated that mother reported more pessimism regarding
their child’s future than did fathers. There was no significant difference on total
QRS-F Score. Greater perceived parent and family problems felated to lower
marital adjustment for fathers and depression for both father and mothers
reported.

Floyd and Saitzyk (1992) evaluated the imf)ortance of socio-economic
status as a determinant of parenting attitudes and behaviours and as a moderator
of problerﬁs associated with raising children with handicaps, in 171 families
raising a child with mild or moderate mental retardation. Self report measures
assessed parents attitude regarding control, independence, and closeness within
the family and parental and family problems. Supportive, aversive, and
controlling, parent child interactions were observed in the home. Higher socio-
economic status was associated with parental attitudes and behaviours related to
fostering_ihdependent initiative in the family and lower socio-economic status
with more controlling and negative behaviour, However, regardless of socio-
economic status, controlling parental behaviours, were responsive to the level of

functioning of the child. Negative and controlling interactions with the child
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were more highly correlated with the parents reports of parental and family
problems of upper socto-economic status parents.

Séhultz et al., (1992) evaluated a study that was undertaken to obtain
information pertinent to the formative stages of psycho-educational programme,
“caring for parent caregivers” for 24 fathers and 33 mothers of children with
disabilities. Perception of family functioning and subjective distress were
assessed using a pre-test post-test control group design. Results suggested that
mothers are more likely to acknowledge realistic concems. All 39 subjects
indicated a positive experience with 34 subjects noting positive changes in
attitude and behaviour.

Taang and Tsang (1992) compared the level of stress experienced by 205
parents with pre-school special children and 51 parents of normal children using
the Parentihg Stress Index and the General Health Questionnaire. The groups
were grossly comparable in age, sex and socio-economic status. The pre-school
special parents scored significantly higher in the sub-scales of parent domain,
child domain and total scores of PSI and GHQ. Results confirm the hypothesis
that these parents experience more parenting stress and are mentally more
vulnerable.

Baxter (1992) studied the appraised significance of intellectual disability
for parents of children in three age cohort. An interview schedule was
administered to 61 mother-father dyads and 9 mothers of 3-19 years old
moderately- severely intellectually disabled children. Results indicated that
appraised significance pefceptions of parents were potentially exacerbating

i « ..
mediators of parental stress. Findings are consistent with the proposition that the



39

parent appraised significance of the child’s disability for their parental role
becomés increasingly salient as an exacerbating mediator of parental stress
during thé later childhood to early adolescent years.

Chpmicki and Wilgosh (1992) compared the concerns of parents of 27
children with Moderate Mental Retardation (MMR) and those of the parents of
25 children with Severe Mental Retardation (SMR). Parents of children with
SMR and those with school age children had significantly more concerns about
hospitalization of their children than did parents to children with MMR or those
with pre-school children. Similarly parents of SMR children have more concemns
on the parent-professional relationship variable than did parents of children with
MMR. A high Jevel of concemn on the professional competence variable was
expressed by all parents. Results suggest that severity of impairment is an
important factor of the number and nature of concern that are experienced by
parents when seeking héalth care services for their children with mental
retardation. |

Koller et al., (1992) reported the datae covering a 15 year period on the
health, beHaviom and functioning of a representative population of 157 Families
of Children with Mental Retardation (FCMR) and 165 families of comparison
children were used in Cluster Analysis to obtain selectively homogenous
grouping of familiesb. Only a sméll minoﬁty of FCMR did not cluster together
with comparison families. More than a third functioned poorly. A few clusters
had ambiguous conﬁguratipn, but most were easily understood and conformed

generally to expectation in validation analysis. The highest rates of behaviour

i
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disturban'cé in children with mental retardation occurred in clusters where rates
of psychiatric disturbance were high for mother or for both parents.

Patferns of stress in families of children with paediatric conditions that
varied on two dimension - fatal Vs non-fatal outcome and presence Vs absence
of cognitive impairment were studied by Walter Van-Slyke and Newbrough in
1992. Families of 23 children with cystic fibrosis, 24 with diabetes and 24 with
moderate mental retardation were compared to families of 24 healthy children.
Subjects were aged 11-19 years. Maternal responses of Questionnaire on
Resource and stress-short form indicated that families of children with chronic
conditions did not differ from families of healthy children on scales assessing
general aspects of family stress such as family conflict. However the diagnostic
~ groups differed on QRS-Scales assessing stressors specific to the child’s
disability.

Dossetor et al., (1994) examined the value of Expressed Emotions
(EE) as a measure of the relationship between adolescents with intellectual
impairment and their Parental Primary Carers (PPC). PPC’s of 92 intellectual
impaired adolescentsv(ages 14-19 years) completed an interview that included
the Handicap Behaviour Skills Schedule the Social Support Questionnaire and
the General Health Questionnaire. 32 PPCs showed high EE. High EE was
significantly related to PPC’s psychological ill health, poor practical social
support, poor quality of marriage, greater professional support and an insecure
style of respire care usage. High EE criticism was associated with PPC’s having

' i

an adolescent of less severe intellectual impairment, more behavioural

disturbance, but less professional support.
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Dy;bn’s investigation on parental stress and family functioning over time
in 38 families of children with disabilities was reported in 1993, Comparisons
were made between 2 time periods and with 36 families of children who did not
have disabilities. Predictors of parental stress were identified. Results showed a
high lgvel .of stability in parental stress and a modest degree of consistency
overtime m family functioning in both groups. There was also stability in the
best predictors of parental stress. (Presence or absence of disabilities and the
quality of famuly relationships) Families of children with disabilities were
distinguished by the exceedingly greater amount of stress at both periods of
study.

Floyd and Philippe (1993) compared the in time interactions of parents
with their school age children in 53 families of children with mild or moderate
mental retardation and wifh 51 families of children without mental retardation.
The children were 6-16 years of age. The parents of children with mental
retardation were relatively more controlling and less playful with their children.
However tl_iey also employed effective behaviour management practices without
resorting to coercive control strategies. Further 24-51% of the variance in
interaction processes were predicted by a set of risk factors common to both
groups with the status of the child as héving or not having mental retardation
accounting for relatively little unique variance.

Kraus’s (1993) investigation on child related and parenting stress
showed thé similarities and differences between mothers and fathers of children
with disabilities. The sample consisfed Oif married mothers and fathers of 121

toddlers; 39 with Down Syndrome, 44 with motor impairment and 38 with
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developmental delay of uncertain aetiology. No significant differences were
found by the diagilostic group with respect to child’s gender, family income,
parental age, parental education or parental employment status. The Parenting
Stress Inci_ex, Child Improvement, Locus of Control Scales, Parent Support
Scale and Family Adaptability and Cohesion Evaluation Scales were used as
parent méasures. The results indicated that fathers had more stress related to
their child’§ temperament and their relationship to their child. Mothers reported
more stress from the personal consequences of parenting. Fathers were more
sensitive to the effects of the family environment whereas mothers were more

affected by their personal support network.

Shek and Tsang (1993) studied the coping response of Chinese parents
with pre-school mentally handicapped children. Chinese Coping Scale along
with other. instruments assessing the parents stress, mental health, marital
satisfaction and care giving patterns were given to 381 parents of pre-school
mentally handicapped children. The analysis revealed that a significant
proportion of the parents seldom sought help from others when dealing with the
stress arising from taking care of their handicapped children.

Kravetz and Nitivitz (1993) examined how mothers and fathers cope
with the tensions involved in the day to day struggle of raising a child with
mental retardation. It was investigated whether the ways in which mothers and
fathers cope with these tensions are related to the school adjustment of the child.
57 parent paus with a child with mental retardation participated in thé study.

The Ways of Coping Scale and AAMD. Adaptive Behaviour Scales were used.
i
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The prob,lem focused coping Scale and emotion focused coping styles were
investigaféd. The results indicated that mothers use emotion focused coping
more than_ do fathers. Father’s emotion focused coping was found to be
positively and significantly related to their children’s school adjustment.
Mother’s broblem focused coping correlated positively with their children’s
constructive behaviour and negatively with their children’s  behaviour
disturbance. Emotion focused coping was associated with school achievement
for fathers regardless of the extent to which they used problem focused coping.

Bruce and Schultz (1994) examined the developmental component of
parenting children with intellectual disability using 51 mother father dyads. The
perception$ that.the parents held of their children, their parenting experience and
their level bf physical anci emotional Well—being were compared among 3 age
cohorts of children. Cohort I consisted of 12 children (Ages 1-4 years) Cohort 2
consisted of 22 children (aged 5-10 years) and Cohort 3 consisted of 17 children
(aged 11-2:'1 years). There was a lack of significant difference among cohorts
and among fathers and mothers in terms of parental perception and well being,
indicating similar perceptions of the impact of child’s condition on the parents.
Signiﬁcantvdiﬂ'erences were founa amoné cohorts in child-related handicapped
and acknoWledgement of special progress of the child. An inverse relationship
- between age of cohort and level of happinéss 1n parenting was apparent.

Bruce et al., (1994) employed a development framework to compare
3 age Cohérts comprised of 58 mother-father dyads of children or young adults
with intellectual disabilities. Cohort I comprised parents with children aged 1-4

years. Cohort 2 comprised parents with children aged 5-10 year and Cohort 3
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comprised parents with children aged 11-21 year. Measures of intusive
thoughts, avoidance behaviour current emotional distress over reminders of time
of diagnosis of disability and intensity of wishing for what might have been,
were used to reflect the parents grief reaction. Result indicated no significant
age related differences in parents responses but significant gender related
diﬁ’erence§ in parent response. Mothers scored higher than father on all
measures. However on the wishing Scale there were no significant differences
between fathers and mothers. It 1s concluded that grieving 1s an ongoing feature
of rearing a child with intellectual disability and 1s more intense for mothers than
fathers.

Al et al, (1994) assessed the personality characteristics and
psychologiéal problems of parents of mentally retarded children. Subjects were
76 parents (mean age 42.12 years) of 38 mentally retarded and 38 normal
children. A Bengali version of the Eysenck Personality Questionnaire was used
to measur_"e the pscychoticism neuroticism and extraversion introversion
responses 6f the parents. Parents of mentally retarded children had significantly
higher score on neuroticism scale, indicating that they were more emotionally
unstéble than the parents of normal children. Fathers and mothers in each group
did not differ significantly except for parents of normal children in the
Extraversion- Intro-version Scale where fathers were more extraverted than
mothers. ‘-

Rogner and Wesels (1994) compared mothers and fathers strategies for
coping with a Ist born or 2nd born child ‘with mental retardation. Subjects were

25 mentaHy retarded children (mean age 10 years) and their mothers (mean age
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39 years) and fathers (mean age 41 years). The parents completed interviews
and questionnaires assessing their levels of emotional stress and their strategies
for coping with their MR child. The responses of mothers and fathers were
compared and the effects of child’s birth order (1* or 2nd ) were analyzed.
Mothers reported more stress than fathers in both group.

Cheng and Tang (1995), studied coping with psychological distress of
Chinese parents of children with Down Syndrome and compared it with parents
of children with language delays or no disabilities. The Chinese Parental
Coping Style, the Chinese version of the General Health Questionnaire, Life
Orientation Test, Self Mastery Scale and Demographic data were used to assess
stress and coping compared to parents of no disabilities groups. The parents of
disabled children reported a higher level of psychological distress, were less
optimustic, felt less self-efficacious and engaged in more frequent use of self-
reliance coping style. Mam effects for parent gender revealed that mothers
engaged in more frequent use of self-reliance avoidance and seeking social
support coping styles. Mothers also reported a higher level of distress but lower
levels of optimism and self mastery. Inter correlations among variables showed
that avoidance coping style and-self mastery emerged as the two importance
correlates of parental distress.

Trute (1995) investigating the gender differences in the psychological
adjustmeni of parents of young developmentally disabled children. Psychological
distress, as expressed through symptoms of depression was studied in a cross
sectional sample of parents providing hdme care to develop mentally disabled

children. Mothers and fathers were interviewed separately in 73 house holds.
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The interi_t of the study was to explore predictors of Symptoms of depression to
better understand what child family and life circumstances might be
differentially related to psychological stress in the cohorts of men and women.
The resul'ts‘ indicated that the degree to which child disability was appraised as a
family strgssor with negative consequence on family functioning was found to be
significantly related to age of the disabled child, level of child disability, family
income the types of diagnosis and child’s temperament, sex of the child, family
size and age and education of the mother or father. Mothers reported
significantly higher levels of depression than did fathers. Mothers with younger
children and fathers with male children appeared to be at higher nisk for
depression. Personal or intrapsychic coping resources (Self esteem) and strongtie
social resources (Spousal brelationship)' were found to significant predictors of
depression in both mothers and fathers. Informal respite resources were related
to mothers well being.

Ainge (1995) compared the impact of having a child with an
intellectual disability on parenting views of both fathers and mothers. Fathers
and mothers(ages 27-70 years) of 19 children (aged 4-31 years) with intellectual
disabilities rated their feelings about each issue. On over 75 per cent of items
couples either rated identically or disagreed only marginally, supporting the view
that children with intellectual disability have a deterministic influence on both
their pareﬂts.

"Carpiniello et al., (1995) inve?tigated levels of psychiatric symptoms
and of subjective and objective, burden associated with care for their disabled

child with 20 parents of mentally retarded children. 20 parents of children with

#
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neurological impairments and 20 parents of children without disabilities.
Subjects completed State-trait Anxiety Inventory, Beck Depression Inventory
and the .Self-Reporting Questionnaire Subjects with disabled children had
sigm'ﬁcanﬂy higher levels of psychiatric symptoms and depressive symptoms
compared with controls.. The two groups of subjects with disabled children
reported considerable subjective and objective Burden although there were no
difference between those groups in the level of burden.

Cohil & Gliddin (1996) studied the influence of child diagnosis on family
and parehtal functioning. They compared families of children with Downs
Syndrome ‘.with families raising children with other types of developmental
disabilities.‘ They employed three rhethodological strategies, (1) between
families of children with Downs Syndrome to other disabilities (2) case by case
matching and (3) regression techniques were performed to predict family
ﬁmctioniné outcomes for entire sample. Results showed no difference between
matched groups on various measures of functioning, which was replicated with
multiple regression techniques. However in unmatched samples, families of

children with Down Syndrome showed better functioning.

Research in India

In Indian context research on mental retardation has laid much emphasis
on epidefm'ological work, biopsychological factor, cognitive functioning and

personality, ecological factors in causation and malnutrition in the past (Sen,




48

1988). Studies on stress and coping in the field of handicaps in general and
mental handicap specifically are very scarce in our country.

Na.rayan (1979) studied the impact of mentally retarded children on their
families aﬁd reported that parents of mentally retarded children lacked
opportunity for social contacts, had sense of rejection and social isolation and
had marital disharmony.

Rastogi (1981) studied the attitude of parents towards their mentally
retarded children. Parents of 50 mentally retarded children were investigated
using an attitude questionnaire prepared for this purpose. Results indicated that
majority of the fathers héve a favourable attitude on the scale of acceptance
irrespective of the degree of retardation of their child. However the fathers
reported a greater degree of hostility in the severe group. The mothers of the
severely retarded reported an unfavourable attitude towards their children. The
parents attitude was accompanied by feelings of guilt, pessimism and sometimes
even hostility and aggression.

Sheshadn et al., (1983) ekamined the impact of mentally handicapped
child on the family. The sample consisted of 30 mothers of mentally
handicapped children of all age and all degrees of retardation. Social Burden
Scale (Pai-and Kapur, 1981) and Marital Adjustment Questionnaire (Bhat and
Gauba, 1978) were used. The fesults ?howed that there was no significant
marital disharmony in the sample. Most mothers reported a favourable attitude
towards tﬁe child. It was also noted that the greater the degree of retardation in
the child the greater was the felt burden. Child’s degree of retardation was not

seen to be correlated to the attitude or marital adjustment.
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Chaturvedi and Malhotra (1984) conducted a follow up study of the
parental attitudes and perception towards their retarded children. 30 families
were included in the study. Parents-of higher education had a more scientific
perception: Rejecting attitude was the commonest.

Moudgil et al:;” (1985) investigated the buffering effect of social
emotiohal “support on the stress experienced by parents of mentally retarded
children A semi-structﬁred Interview Schedule and the measure of emotional
support were administered to the 18 pairs of parents of mentally retarded
children. Results showed that the parents, are depressed, they worry about the
children’s schooling and giving more attention to children. They reported
marital disharmony and disturbed relationships and social image. The parents
who got maximum social emotional support from spouses, family, members,
friends, relatives etc. experienced less stress and problems. Also the female child
created more social emotional problems for parents.

Veena (1985) conducted a study to find out' the management problems
and practices of home makers with a disabled member in the family. The sample
consisted 80 families. The results indicated that the nature and extent of the
disabled mémber affected the problems faced by the family and the family had to
make more efforts to solve the problems as the extend of handicap increased.
The home makers had a positive attitudes towards the disabled.

Peshawaria et al., (1990) conducted the study to find out the parents
needs regérding behaviour problems in mentally handicapped persons. The
results indicated that parents predominately seeks help for managing problems

of ‘disobedience’ in their retarded childrén.
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Thr,essiakutty and Narayan (1990) studied the parental perceptions of
problems. and expectations regarding their adolescent and adult mentally
retarded children. The data revealed’ﬂ:at inappropriate social behaviours rank
highest with regard to complaints followed by poor communication abilities and
dependeﬁce in self-care. Parental expectations with regard to their mentally
retarded wards showed that majority of the parents expected vocational training
and personal independence than any other types of help. Their study also
revealed that only a very low number asked for residential facility and they
wanted to keep the child with them whatever might be their deficiency.

Srivastava (1990) in his study on frustration aggression patterns of
mothers of retarded children and normal children found that mothers differed
signiﬁcanﬂy in two groups in their frustration reactions. 50 mothers each were
examined m two groups. Indian adapté.tion of Resenzwing, Picture-Frustration
(PF) study (Adult form) as adapted by P;lreek (1968) was used for the study.
The results indiéated that the mothers of mentally retarded children scored
signiﬁcantl.:y higher on extrapunitive (E) factors and inpunitve factors (M). They
were found to be more ego extrapunitive, less inpunitive, had more obstacles
dominance, more ego-defensive, and more aggressively dénied any offence
levied upon them. |

Peéhawan'a et al.)(1990) conducted a survey on teachers perception of
problem behaviours among mentally héndicapped persons in special school
settings. The survey covered 288 institutions. Th¢ results indicated that

teachers reported problem behaﬁow$ predominantly in the  form of

‘restlessness’ ‘physically overactive’ and inattentive behaviours.
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Sc,cjueria, Madhu Rao, Subbakrishna and Prabhu (1990) investigated
the percex%zed burden and coping status of 55 mothers (aged 21-55 years) of 30
male and 25 female mentally handicapped children (age 5-12 years) in relation
to gender. and degree of retardation. There were no differences in the perceived
burden w1th regard to the sex of the child. Subjects, reports more extensive
disruption of routine family activities when the children had a large number of
associated problems. Mothers of severely retarded children had a greater
perceived burden than did mothers of moderately retarded children. 70.9
percent of the subjects showed severe strain on their psychological health.
Denial, rehearsal of alternative outcomes finding a purpose and seeking support
were the mpst common coping styles used by the subjects.

Taﬁgri and Verma’ (1992) carried out a study of social burden felt by
mothers of handicapped children. The impact of handicapped child on the
family was assessed. Two groups of mothers, ie. those of (1) SO physically
handicappéd children and (2) 50 mentally handicapped children participated in
the study. - Mothers were interviewed on the social burden scale. Results
revealed that the mothers of mentally retarded children reported higher social
burden than those of the physicall'y handfcapped children. \Also, the mothers of
handicappéd girls reported more burden than those of handicapped boys.

Ramagopal and Rao (1994) attempted to assess the behaviour disorders _
in moderately mentally retarded and their relation to parental attitude. The
sample édnsisted of 60 parents of moder?tely mentally retarded children of both
sexes in Jthe age range of 8 to 12 years. Parents reported negative attitude

towards their moderately retarded children. There was a non significant
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negative “_correlation ‘between behaviour disorder and parental attitude of the
moderately_mentally retarded children.

Aﬁnapurna (1997) conducted a study on 60 families having mentally
handicappéd children belonging to 3 age groups of childhood, late childhood
and adolescence. The tools used for the study were socio econdrnic status scale,
family resource scale, family coping scale, family functioning scale, family
integration scale, family burden scale family satisfaction s'ca]e and problem
behaviour checklist. The study involved fathers, mothers and significant other
persons as family members. Results indicated significant difference between
three groups of family members on marital issues, extended family support.
Mothers séored high on both. Fatllérs perceived more financial burden.
Significant other persons scored high on coping skills than fathers and mothers.
Positive correlation was reported between socio-economic status, family
satisfaction}, behaviour problems and stress for fathers. Negative correlation
was reported between social resources and stress for fathers. Socio conomic
status and family satisfaction positively correlated with mothers stress, whereas
social resoﬁrces and family resources ha& negative correlation for mothers.

Thé above review of literature shows the paucity of research work done
in the area of stress and coping in the aréa of mental handicap in India. In the
field of mental retardation there are hardly any systematic comprehensive
studies, rééorted from India in the past., For any programme to be successful for
the mentéily handicapped involving family members, the understanding of the
family 1s a‘basic necessity. The stress experienced by them due to the presence

of handicapped child, the coping patterns they use to successfully adjust with
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that home atmosphere and various socio-economic, and other familial
parameter§ which have an influence on family-all have to be systematically
investigated before planning out the programme for mentally handicapped.
Hence thlS is an effort to study those factors in Indian set up so that the

individual handicapped and his family are better understood.
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Chapter III

METHODOLOGY




Interest in stress in families of children with mental retardation has

increased dramatically in recent years. The birth of an impaired child is an
unexpected event that occurs at a time of already heightened physical and
emotional awareness on the part of parents. At this vulnerable time parents are
faced with the loss of a normal child in addition to the overwhelming demands
of coping with the presence of a handicapped child. Such an event 1s a crisis for
the family, precipitating stress and forcing parents to adapt and cope. Research
into stress and its effects on having a handicapped can make a strong
contribution to lc;ur undersfanding of the process of adaptation and coping in the
famuly.

Lazarus and Folkman (1984) have argued that the stress, an individual
experience is not a simple function of the number of demands placed on that
individual.‘: If personal resources are adequate to meet those demands, the
individual can successfully adapt, even if environmental demands are
considerable. Lazurus and Folkman coneeptualised individuals as having five
categories of coping resources; social networks, problem solving skills, general
and speciﬁe skills, utilitarian resources, and health/energy/morale.

The present work is undertaken to study the stress and coping among
parents of fnentally retarded individuals. ”‘l’his is a multidimensional approach to
the study o_f stress and coping in the specific cultural context of Indian set up and

especially in the State of Kerala. Such a study is greatly relevant when majority

of the handicapped individuals live with parents causing added stresses and
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concerns regarding their education, vocation and future life to the family. This
study is expected to throw light on the parent’s nature of stress and their coping
patterns in relation to various psycho-social variables so that the parents can be

better understood and helped in living with a handicapped person.
Objectives of the Present Study:

Primary Objectives :-
I To exémine the patterns of stress experienced by the ,parénts of mentally
retarded individuals in the following four categories.
1. Parents of children wifh IQ Below 50 and age between 12-18 yr
2. Parents of children with IQ above 50 and age between 12-18 yr
3. Parents of children with IQ below 50 and age between 5-11 yr
4. i’arents of children with IQ above 50 and age between 5-11 yr
II. To study the coping patterns used by the parents when a mentally retarded
child is present in the family in the following four categories:
1. Parents of children with IQ below 50 and age between 12-18 yr
2. Parents of children with IQ above 50 and age between 12-18 yr
3. Parents of children with IQ beiow 50 and age between 5-11 yr
4. :Parents of children with IQ abbve 50 and age between 5-11 yr
III. To uﬁderstand the marital satisfactidn experienced by parents of mentally
retarded individuals in the following four groups:
1. Parents of children with IQ below 50 and age between 12-18 yr

2. Parents of children with IQ above50 and age between 12-18 yr
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3. Parents of children with IQ below 50 and age between 5-11 yr

4. Parents of children with IQ above 50 and age between 5-11 yr

Secondatj Objectives:

To understand the major objectives in a better way, the following

secondary objectives are also included in the present study.

I. The inter-relationship between stress, coping patterns and marntal
satisfaction.

II. The effect of the mentally retarded child’s (1) sex (2) other handicaps and
(3) behaviour problefns on parental stress, coping pattern and martal
satisfaction.v.;

Sample:

1. Both parents (father and mother) of mentally retarded individuals of
age group between 5 to 18 yrs. Further classification is made as
follows:

a. Parents of children between 5 to 11 yrs of age

b. Parents of children between 12 to 18 yrs of age

In ’;he above two age groups further grouping is done, based on two

levels of fetardaﬁon ie. IQ above 50 and IQ below 50. So the total sample

categorizafion is as follows:




Mentally
handicapped
individuals between
12-18 yrs of age

7AN

IQ below 50 1Q above 50

Both parents of

Mentally
handicapped
Individuals between
5-11yrs of age

/N
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IQ below 50 IQ above 50

Only Biological parents are considered for-this study .The sample is

collected form paediatric and psychiatric departments of government and private

hospitals, épecial schools for mentally handicapped, community clinics and .

vocational rehabilitation centres. The parents of children, who are permanently

residing in mental hospitals or homes for retarded individuals are not considered

for the study. The IQ of the children are assessed individually using standardised

tests of intelligence whenever it is not available from the concerned institutions

case records.

Tools used for the Study

1. Socio Demographic Data Sheet: Thisiis used to obtain the basic background

inforrriation about the handicapped individual and their parents which serve

as the independent variables for the present study. The information included

are
I The Parent’s

1. Age



5.

6.

- Education

Occupation
Family income
Family’s social supports and

Total number of children in the family

II The mentally handicapped individual’s

1.
2.
3.
4,
5.
Socio-demographic data sheet is given in appendix 1.

2. The shoﬁ form of the Questionpaire on‘Resources and Stresﬁ- (QRS-F)

Friedrich Edition (Friedrich, Greenberg and Crnic, 1983).

Age

so

IQ

Behavioural problems and

che_r handicaps in the individual
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This is a 52 item questionnaire, developed from the Questionnaire on

Resources -and Stress originally developed by Holroyd in 1974. It measures the

impact of a developmentally delayed, h:;mdicapped or chronically ill child on

other family members. The QRS-F is factor analysed and four independent

factors have emerged. The tool thus measures the four broad categories of (1)

parent and family problems, (2) pessimism (3) Child characteristics and (4)

Physical iricapacitation. The instrument requires respondents to provide ‘true’ or

‘false’ answers concerning their children and family. QRS-F gives a total stress

score and separate scores on four, independent factors of stress.
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Description of Factors :

Factor I: Parent and family problems, consists of 20 items that assess the
respondents perception of problems for themselves, other family member or the
family as a whole.

Factor II: Pessimism, consists of 11 items. The central characteristic of this
factor is an immediate and future pessimism about the child’s prospects of
achieving self sufficiency. .

Factor III : Child characteristics, consists of 15 items. This factor involves the
respondent’s perception of the specific behavioura;l or attitudinal difficulties
presented by the index child.

Factor IV: Physical incapacitation, consists of 6 items. This factor involve the
respondenf;s perceptions of limitations in the child’s physical abilities and self
help skalls.

This particular factor structure suggests that the problems facing the
families of handicapped are clearly multidimensional and that the score on a
given dimension can not predict or be prédicted from knowledge of the scores of
the remaiﬂing dimensional factors. The KR-20 reliability co-efficient for this
short form is determined to be 0.95. Validation study of QRS -F is determined to
be 0.93 by its authors. Also the correlations between four QRS-F factors and
other independent measures of depression, problem checklist and social

desirability are indicative of the concurrent validity of the QRS-F.
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Vernacular translation

Since this tool was originally developed in English a vernacular
translation of it was carried out for the purpose of present investigation. The
following pfocedure was adopted for this purpose.

The tool was first translated from English to Malayalam ‘by an expert in
both languéges. The translated Malayalam version was retranslated to English
by another person equally proﬁcient in‘ both languages. The equivalence of the
original and the retranslated version was checked. Items on which difference
appeared were reworded in the vernacular version until the original and the
retranslations attained acceptable uniformity. The vernacular version was tried
out on a small -sample of five normal people in order to check any possible
difficulty in comprehending items and was found to be comprehensible.
Reliability

Reiiability of the vernacular translation of QRS-F was found by test retest
reliability method. The questionnaire was given to 30 parents of mentally
retardea individuals between the ages of 30-45 yrs. A retest was conducted after
two weeks. The test retest reliability was 0.92 (Spearman- Brown Prophecy
Formula).llv
Validity

The scores obtained from the above sample was correlated with those
obtained from them using the English version. The correlation obtained was
0.78.

The reliability and validity coefficients indicate that the vemacular

version of QRS-F used in this study is reasonably dependable and can be used
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to assess the ‘stress’ of parents of mentally retarded children. The original QRS-
F and the translated version are given in Appendix IL.
3. Coping Health Inventory for Parents- CHIP (Mc Cubbin et al., 1983).

This was used as an assessment schedule to assess parental coping
patterns in the care of the chronically ill children initially. Later, many
investigatofs have reponeci its efficacy in studying the coping patterns of parents
of handicappéd individuals (Dimovan, 1988; Flynt and Wood, 1989). The CHIP
was developed to record what parents find helpful or not helpful to them in the
;nanagemeflt of family life when one or more of its members is ill for a brief
period or has a medical condition which calls for continued medical care.
Coping 1s deﬁqed as personal or collective (with other individuals, programs)
efforts to manage thev hardships aésociated with health problems or handicaps in
the farnily; This 1s a Likert type questionnaire consisting of 45 items. Coping
scale scores were computed for each of the three patterns by means of an
unweighted summing of a parent’s “helpfulness” ratings ( 0 = not helpful,
1= minirhélly helpful, 2 = moderately l}elpful, 3 = extremely helpful) across
behaviourv.__items within each pattern. The items were factor analysed and three
coping pa&gms emerged.

Descriptiol'n of Factors

Coping . Pattern I:  Maintaining family integration, co-operation and an
optimisticideﬁnition of the situation, is composed of 19 behaviours that centre
around farhily life and relationships and the parents outlook of life and the
ithandiéapped child. The first coping pattern is labelled maintaining family

integration, co-operation and optimistic definition of the situation.
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Coping Pattern Il : Maintaining social support self esteem and psychological
stability, consists of 18 behaviour items that focus upon the parents efforts to
maintain ‘a sense of their own “Well-being” through social relationships,
involvement in activities that have the potential of enhancing ones self-esteem,
and doing :things to manage psychological tensions and strains. This coping
pattern therefore, is labelled maintaining social .support, self esteem and
psychological stability.
Coping Pattern III: Understanding the medical situation through
communication with other parents and consultation with medical staff, involves
eight coping behaviours that focus on the relationships between other parents
with an ill child.and the medical staff and its programme. It includes behaviours
directed at understanding and mastering the medical information needed to care
for the ill child. This coping pattern 1s labelled understanding the medical
situation through communication with ofher parents and consultation with the
medical sté;ﬁ‘.

Co’ping scale scores were compulted for each of the three patterns by
means of an unweighted summing of a parents “helpfulness”.
Reliability and Validity (CHIP) |

The instrument has a reliability of 0.71. Cronbach’s alphas, computed for
the items "Qn each coping pattern, indicate respectable reliabilities of 0.79, 0.79
and 0.71 for the respective coping patterns to be described.

The three parental coping scores for each parent were correlated with the

validation measures of family environment and changes in child’s health and
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reported to be of good validity ratings across behaviour items within each pattern
by the authors.

CHIP was also originally developed in English and so a vernacular
translation was prepared in Malayalam for the present study. The procedure for
this was exactly the same reported for QRS-F earlier..

Reliability: Reliability of CHIP is ascertained on the basis of response of 30
parents befween the age of 30-45 yrs. The test-retest reliability coefficient
obtained for CHIP is 0.95 indicating high reliability for CHIP- vernacular
version.

Validity: Validity is estimated by.correlaﬁng the scores obtained on vernacular
translation from 30 parents and their scores on English version of CHIP. The
validity cqefﬁcient is 0.86. The high reliability and validity coefficients
authenticates the tests suitability for measuring coping patterns of parents in this
cultural Sét-up. CHIP- original, and \‘fernacular translation are given iIn
Appendix '_III.

Marital S.:;ltisfaction Scale

To assess the marital satisfaction of parents one single summary question
regarding their married life was asked. They were requested to rate their marital
satisfaction considering all aspects of their married life on a Visual Analogue
Scale. This type of a Visual Analogue Scale Was originally devised by Atiken
(1955) to assess the depressed mood. Later it was found to be useful in assessing
the subjective report of pain or any other feelings and hence was used to assess
the marital satisfaction. It is a straight line either horizontal or vertical, the ends

of which are fixed by a statement of the extreme limit of the variable to be
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measured; eg: extremely unsatisfactory married life and extremely satisfactory
married life.

In the present study the Marital Satisfaction Scale is a horizontal graphic
rating scale in which in addition to the defined fixed end points there are
descriptive terms placed at specified intervals along its length.

The subject 1s asked to mark where he would like to place himself along
the line as far as their married life is concerned. The scale is said to be highly
sensitive tobthe subjective reports of the specified variable and hence 1s known to
give reliable results. The present scale has 7 ratings from 0 to 6 indicating the
marital satisfaction experienced by both parents. The Marital Satisfaction Scale
is given in Appendix IV.

Pilot Study

First trials were conducted with 10 parent pairs to experiment the
interview schedule to collect the sociojdemographic data and other tools for
study. Based on this study necessary modifications were made in the schedule
and the tools were finalised for collection of data.

After interviewing both parents together to collect all information on
demographic data sheet, they were asked to fill in the questionnaire
independehtly and return it within 2-3 days. Parents were explained about the
purpose df study and doubts were clarified regarding the questionnaires. The
parents who reported difficulty in reading and wrltmg due to low educational
status, the researcher read out the inventories and the responses of the parents

were marked.
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Statistical Analysis

The computer facility was utilised for the analysis of data which was
systematically processed. The major statistical tests used are Analysis of
Variance, t-tests and correlations. Simple percentages are calculated for other
socio-demographical variables related to parents and children and on dependent

variables.
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Chapter IV

'RESULTS AND DISCUSSION




The present study is discussed under the folldwing headings:

1. An overview of the characteristics of the respondents
2. Pattern of stress experienced by the respondents
3. Nature of coping patterns employed by the respondents
4. Nature of marital satisfaction experienced by the respondents
5. Inter relationship between the above three major variables among the
respondents
6 Nature of relationship between Dependent variables and some of the child
characté.ristigs
1. An Overview of the characteristiés of respondents:
1.1 Samplé of the study: Parents characteristics
The biological parents of mentally handicapped individuals constitute the
sample for the present study.
The parents belong to the following four groups

Group I Parents of Mentally Handicapped individuals of 12-18 yrs.
) of age and IQ below 50

Group I Parents of Mentally Handicapped Individuals of 12-18 yrs.
of age and IQ above 50

Group Il Parents of Mentally Handicapped Children of 5-11 yrs. of
age and IQ below 50

Group IV Parents of Mentally Handicapped Children of 5-11 yrs. of
age and 1Q above 50



The description of the Sample is given in Table 1.11

Table 1.11
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Frequency distribution of Sample of the Study: Parents

Group | Frequency/ Percentage Frequency/ Percentage
Father Mother

| 32 23.5 32 23.5

II 33 243 33 243

I 38 279 38 279

v 33 243 33 243

Total 136 100 136 100

Table 1.11 shows the number of respondents taken up for the study. It

can be noted that both parents are almost equally represented in all groups.

1.12 Age

Since the age of the mentally handicapped children are controlled the age

of the parents in general comes within a particular range. The details of which

are given in Table 1.12.

Table 1. 12
Age Description of Parents
. Age range Mean age in years
Group 1 Father 38yrs — 52 yrs 45.2
. Mother 35yrs — 50yrs 42 .4
Group 11 Father 38yrs — 54 yrs 46.1
, Mother 32yrs — 48yrs 43.2
Group III Father 28yrs — 40 yrs 35.0
| Mother 24yrs — 38yrs 32.2
Group IV Father 30yrs — 45yrs 34.0
Mother 28yrs — 40 yrs 31.0

In Group I father’s mean age is 45.2 yrs and mother’s mean age is 42.4

yrs. In Group II father’s mean age is 46.1 yrs and mother’s mean age 1s 43.2
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yrS. Gfoup III father’s mean age is 35 yrs and mother’s mean age is 32. 2
yrs. Group IV fathers have a mean age of 34 yrs and mothers have a mean
age of 31 yrs.
1.13 Education
Parental education is divided into four categories. The frequency and
percentage in each educational category for the entire group is given in table

1.13.

Table 1. 13
Description of Educational background of parents
Educational Frequency & Percentage
Category
? Father Mother
Frequency | Percentage | Frequency | Percentage
Below 7 yrs of Edn. 27 19.9 36 26.5
8-10 yr 53 39.0 68 50.0
11-15 yr 43 31.6 29 213
Above 15yr 7 5.1 3 22
Total 130* 100 136 100

e Education 1is not mentioned by 6 fathers.
It can be seen from Table 1.13 that 70.6 percent fathers and 71.3 percent
mothers have more than 8 years of education.
1.14 Occupation
Father’s occupation is classified into 4 categories, the details of

which are given in Table 1.14. i
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Table 1.14
Occupation of Father

Category Frequency Percentage
Unskilled 46 33.8
Semiskilled 33 243
Skilled 49 36.0
Others 2 4.4
Total 130 * 100

*Qccupation is not mentioned by 6 fathers

While conducting the study it was found that majority of the mothers

were housewives and not having any other specific occupation. So the mother’s

" occupation is classified into two categories only. The details are given in table

1.15.

Table 1.15

Occupation - Mother
Category Frequency Percentage
Working 21 15.4
House wife 115 84.6
Total I 136 100

Table 1.15 shows that only 15.4 percent mothers are working and 84.6

percent house wives.
1.16 Family Income

The income is taken for family as a unit and not for father and mother
separately.vv This is mainly due to the fact that father continued to be the

breadwinner for most of the families taken up for the present study.
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Table 1. 16

Family Income per Month

Income Frequency Percentage
Upto Rs. 1500/- 34 25.0
Rs. 1501- Rs. 3500 38 279
Above Rs. 3500/- 64 47.1
Total 136 - 100

Table 1.16 shows that 47.1percent of the sample has a family income of
more than Rs.3500/- per months.
1.17 Family Social Support

Four types of social supports are identified for the present investigation.
The naturé of family social support is assessed by interviewing the parents.

Table 1.17 shows the types of family support available to the parents in the

present study.
Table 1. 17

Family Social Support
Type of Social Support Frequency Percentage
Other members in the family 48 353
Relatives - ‘ 62 45.6
Friends ! 5 3.7
Community 7 5.1
No Support 14 10.3
Total 136 100

45.6 percent and 35.3 percent of parents in the present group receive

support from relatives and other members respectively in the care of their
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mentally handicapped child. 10.3 percent reports that they have no social
supports available in the care of the child. Friends and community serve as
supports for 3.7 percent and 5.1 percent of the total sample only.
1.18 Total Number of Children in the Family

The details of number of children in the family are given in Table 1.18.

Table 1.18
Total number of Children in the family

No. of Children Frequency Percentage
One child 5 3.7
Two children 85 62.5
Three Children 40 A 294
Four or more Children 6 4.4
Total . 136 100

It can be seen that 62.5 percent of the families have only 2 children. 3.7
percent of families have only one child who is mentally handicapped. 29.4
percent have three children and 4.4 percent have four or more children.

1.2 Sample of the Study: Child Characteristics

Various characteristics of handicapped children are taken into
consideration for the purpose of studying parent’s stress, coping and marital
satisfaction. The details are discussed in the following tables.

1.21 Age_.,and 1Q of the children

Age and IQ of the handicapped children are the major controlled

variables in the present investigation. The frequency distribution of children

based on age and IQ is given in table 1. 21.




Table 1. 21

Age & 1Q of the Child
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Group Frequency Percentage

I 12-18yr 32 235
1Q <50

II 12- 18yr 33 243
1Q >50

III 5-11yr 38 279
1IQ <50

v 5-11yr 33 243
IQ > 50

Total 136 100

Table 2.21 indicates that almost an equal representation 1s ensured in all

four groups (23. 5 % 24.3 %, 24.3 % & 24.3 %)).

1.22 Sex of the Child

Table 1.22 shows the frequency distribution with regards to sex for the

total sample in this investigation.

Table 1. 22
Sex of the Child
Sex Frequency Percentage
Male 71 522
Female 65 47.8
Total 136 100

Tables 1.22 shows that 52.2 percent of children are males and 47.8

percent are females in the present study.



1. 23 Behavioural Problems of Child
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Behavioural problems in the mentally handicapped tend to increase the

stress of parents. The coping behaviours, may differ accordingly and the marital

satisfaction may vary.

Table 1.23 shows the frequency of presence or absence of behavioural

problems in the total sample.

Table 1. 23

Behavioural Problems

Behavioural Problems Frequency Percentage
Present 52 382
Absent 84 61.8
Total 136 100

It can be seen that 61.8 percent of the present sample of children has no

behavioural problems and 31.2 percent has behavioural problems.

1.24 Presence of other handicaps in the mentally handicapped

Multiple handicaps cause more care giving problems for parents usually.

If the mentally handicapped individual has some other handicaps along with 1t,

the stress experienced by the parents may differ. Table 1. 24 shows the

frequency of other handicaps present in the sample.

Table 1.24
Other Handicaps
Other handicaps Frequency Percentage
Present 26 19.1
Absent 110 80.9
Total 136 100
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Table 1.24 indicates that 80.9percent of children have no other handicaps
along with mental retardation. The other handicaps include, auditory-visual-
physical problems, seizure disorders etc.

2. Pattern of Stress experienced by the Respondents

One of the major objectives of the present investigation is to find out the
pattern of stress experienced by the parents in the four major groups and the
difference in that pattern across the groups. Questionnaire on Resources and
Stress is used for this purpose. Total stress score and four separate factor scores
are computed and percentage, ‘t’ values and ANOVA are calculated.

2.1 Total stress

Table 2.ﬂll shows the frequency and percentage of fathers who report
low stress, ﬁoderate stress or extreme stress on having a mentally handicapped
individual in the family.

In table 2.11 it can be seen that moderate stress is reported by
63.3percenf fathers in the total sample. It is interesting to note that 40percent
fathers of Group III (5-11 yr. & IQ <50) report severe stress and 54.3 percent
moderate stress. This may be due to the fact that these children demand more
physical care from parents. This observation supports the finding of Barsch
(1969) that 1if the parents become aware of their child’s exceptionality upon or
after school entry they may need time to adjust to the diagnosis. There is
evidence that the early years in the life of a disabled child are a profound
parenting 'time that can be stressful for poth parents (Bryne and Cunningham,

1985).
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Table 2.11
The total stress of fathers

Count

Row pct. Low Moderate Extreme Row
Col pet. stress stress stress Total
Total pct. ‘
6 20 6 32
Group [ 18.8 62.5 18.8 25
353 247 20.0
4.7 15.6 4.7
7 20 3 30
Group 11 233 66.7 10.0 23.4
41.2 247 10.0
5.5 15.6 23
2 19 14 35
Group III 5.7 543 40.0 273
11.8 235 46.7
1.6 14.8 10.9
: 2 22 7 31
Group IV 6.5 71.0 22.6 242
11.8 272 233
1.6 172 . 5.5
Column 17 81 30 128
Total 13.3 63.3 23.4 100.0

Tabie 2.12 shows the frequency in each group against total stress of
mother.

Table 2.12 shows that mothers also experience moderate stress when

they have a mentally handicapped child (62.2 %). Like fathers, they too

experience extreme stress (56.7 %) in case of children in the category of 5-11 yr.

and IQ <50 supporting Barsch’s (1969) view points.




Table 2.12 .

Total Stress of Mothers
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Count

Row Pct Low Moderate Extreme Row
Col. Pct stress stress stress Total
Total Pct
v 4 23 5 32
Group [ 12.5 71.9 15.6 25.2
22.2 29.1 16.7
3.1 18.1 39
9 18 2 29
Group I 31.0 62.1 6.9 22.8
50.0 22.8 6.7
7.1 14.2 1.6
16 17 33
Group 111 - 48.5 51.5 26.0
203 56.7
12.6 13.4
5 22 6 33
Group IV 152 66.7 18.2 26.0
, 27.8 27.8 20.0
39 17.3 4.7
Column 18 79 30 127
Total 14.2 62.2 23.6 100.0

Flynt et al., (1992) reports that stress is higher for the mothers with

mentally retarded children in the pre-school age and with moderate retardation.

In this investigation too mothers report more stress when their children belong to

younger age group with IQ below 50. Similar finding is reported by Minnes

(1988) that stress associated with mental retardation diminish with age. As

retarded child grows older parents may come to terms with their child’s

cognitive impairment. Cameron and Orr (1987) support this finding that half of

the families of children with delayed development has moderate level of stress




2.2 Stress Factor I : Parent and Family Problems

79

Stress Factor I is analysed separately in all four groups for fathers and

mothers. Table 2.21 shows the frequency and percentage of fathers who report

Stress Factor I as mildly, moderately or extremely stressful.

Stress Factor I for Fathers

Table 2. 21

Count
Row pct. Low Moderate Extreme Row
Col. pct. stress stress stress Total
Total pct.
10 14 6 30
Group I 333 46.7 20.0 23.8
: 323 24.6 15.8
7.9 11.1 4.8
9 14 7 30
Group II 30.0 46.7 233 238
29.0 24.6 184
7.1 11.1 5.6
: 4 16 15 35
Group 111 114 45.7 429 278
12.9 28.1 39.5
3.2 12.7 11.9
8 13 10 31
Group IV 25.8 41.9 323 24.6
25.8 22.8 26.3
6.3 10.3 7.9
Column 31 57 38 126
Total 24.6 452 30.2 100

Table 2.21 shows that parent and family problems are moderate to

extremely stressful for 45.2 and 30.2 percent fathers in the total sample. Again

in Group III 35.7 percent father’s report Stress Factor I as moderately stressful

and 42.9 percent as extremely stressful.
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Table 2.22 shows mothers perception of stress on Stress Factor 1.
Table 2.22

Stress Factor I for Mothers

Count
Row pct. Low Moderate Extreme Row
Col. pct. stress stress stress Total
Total pct.
7 19 3 29
Group I 24.1 65.9 10.3 23.6
259 29.2 9.7
5.7 15.4 2.4
11 15 3 29
Group IT 379 51.7 103 23.6
40.7 23.1 9.7
8.9 12.2 2.4
: ' 2 13 17 32
Group III 6.3 40.6 53.1 26.0
7.4 200 54.8
1.6 10.6 13.8
7 18 8 33
Group IV 21.2 54.5 24.2 26.8
259 27.7 25.8
5.7 14.6 6.5
Column 27 65 31 123
Total 22.0 52.8 25.2 100

Table 2.22 shows that Stress Factor I is moderately stressful for 65
percent mothers of the total sample. It is extreme for 53.1 percent mothers in
Group III. This may be due to the reason that mothers continue to be the primary
care giver$ of children in the younger age groups and the parent and family
problems may be affecting the mothers rhore than fathers. It is reported that the
major burden for daily domestic care of young disabled is largely carried out by
mothers. (Carey, 1982). It seems that in situations involving the home care of

young developmentally disabled children, the child’s primary care taker will
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experience more emotional d-istress if they carry the bulk of parenting duties in
family (Romans- Clarkson, etal., 1986).
2.3 Stress factor II: Pessimism

Pessimism as a factor of total stress is analysed for both parents. Table

2.31 shows the frequency and percentage of fathers in each group on stress

factor 11
Table.2.31
Stress Factor II of Father
Count
Row pct. Low Moderate Extreme Row
Col pct. stress stress stress Total
Total pct.
2 2 26 30
GroupI 6.7 6.7 86.7 238
' 222 7.7 28.6
1.6 1.6 20.6
' 5 8 17 30
Group II 16.7 26.7 ‘ 56.7 23.8
55.6 30.8 18.7
4.0 6.3 13.5
2 10 23 35
Group 111 5.7 28.6 65.7 27.8
22.2 38.5 253
1.6 7.9 18.3
. 6 25 31
Group 1V N ' 19.4 8.6 24.6
23.1 27.5
4.8 19.8
Column 9 26 91 126
Total 7.1 20.6 72.2 100

Table 2.31 shows that 72.2 percent of fathers report extreme pessimism

i
with regard to their children with mental retardation as a group. Group wise
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analysis also shows a high percentage of fathers in all groups reporting extreme
pessimismv.
Table 2.32 shows the frequency distribution and percentage of mothers
on Stress Factor II.
Table 2.32

Stress Factor I of Mothers

Count
Row pct. Low Moderate Extreme Row
Col pct. stress stress stress Total
Total pct.
8 22 30
Group I 26.7 73.3 242
222 25.6
6.5 17.7
1 13 - 15 29
Group II 34 448 51.7 234
' 50.0 36.1 17.4
0.8 10.5 12.1
: 1 10 22 33
Group III 3.4 30.3 ‘ 66.7 26.6
50.0 27.8 25.6
0.8 8.1 17.7
' 5 27 32
Group IV 15.6 84.4 25.8
13.9 314
4.0 21.8
Column 2 36 86 124
Total 16 ' 29.0 69.4 100

Table.2.32 shows that 69.4 percent of mothers have extreme pessimism
on having a retarded child. Group wise analysis shows that 84.4 percent mothers
of young ﬁmentally retarded children with IQ above 50 report extreme
pessimism. This may be due to fhe reason that the identification of

handicapped in this group may be of recent origin and mothers may be going
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through the initial phase of adjustment. Only 51.7 per cent mothers of older
mentally retarded children with IQ above 50 report extreme pessimism may be
because their mothers are aware of their potentials and have adjusted to it.

The findings suggest that a high percentage of parents of mentally
handicapped individuals experience extreme pessimism regarding their
children. This has great clinical significance, as the pessimism in parents may
influence the implementation of needed services for their children. It is
suggested that parents as a group require professional help in dealing with their
pessimistic outlook so that better care may be provided for their children.
Moudgil et al (1985) in their study on parents report that parents of mentally
handicapped are depressed and they worry about the handicapped children’s
schooling and ﬁiture supporting the present findings.

2.4 Stress Factor 111 : Child Characteristics

The characteristics of the retarded child influence the parental stress,
coping behaviours and marital satisfaction. Stress Factor III 1s separately
analysed for father and mother. Table 2.41 shows the frequency distribution and
percentage of fathers on Factor III of stress.

Table .2.41 shows that 492 percent fathers of total sample report
moderate stress on Factor III. However in Group III 48.6 percent has reported
extreme stress on Factor III and in Group II 53.3 percent fathers report only
mild stress with regard to child characteristics. In Group III the characteristics of
the handicapped child are more prominent in terms of their physical appearance
and dependency needs as they belong to the group with IQ below 50. On the

other hand Group II children have much lesser dependency on parents usually as
i
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they have only mild retardation. This may be the reason for experiencing varied
stress in these two groups on factor Il stress, child characteristics.
Table.2.41

Stress Factor III of Father

Count
Row pct. Low Moderate Extreme Row
Col pct. Stress Stress Stress Total
Total pct.
5 19 6 30
Group 1 16.7 63.3 20.0 23.8
15.6 30.6 18.8
4.6 5.1 48
: 16 12 2 30
Group 11 533 40.0 6.7 23.8
' 50.0 19.4 6.3
<127 9.5 1.6
5 13 17 35
Group 111 143 37.1 48.6 278
15.6 21.0 53.1
4.0 10.3 13.5
6 18 7 31
Group IV 19.4 58.1 22.6 24.6
18.8 29.0 21.9
4.8 143 5.6
Column 32 ' 62 32 126
Total 25.4 492 25.4 100

Table 2.42 indicates mothers reports on Stress Factor 11
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Table 2.42

Stress Factor III of Mother

Count
Row pct. Low Moderate Extreme Row
Col. pct. Stress Stress Stress Total
Total pet.
5 16 9 30
Group I 16.7 53.3 30.0 24.0
17.2 254 273
4.0 12.8 7.2
10 18 1 29
Group 11 345 62.1 34 232
345 28.6 3.0
8.0 14.4 0.8
5 12 16 33
Group 111 15.2 36.4 48.5 26.4
: 17.2 19.0 48.5
4.0 9.6 12.8
9 17 7 33
Group IV 273 51.5 21.2 26.4
31.0 27.0 21.2
7.2 13.6 5.6
Column 29 63 33 125
Total 23.2 50.4 26.4 100

Stress Factor III is reported to be a moderate stressor for mothers in the
total sample (50.4%)-. 48.5percenf mothefs in Group 1l report it as an extreme
stressor. Here again the mothers have to give more attention to this group on self
care skills as most of these children are more incapacitated due to low IQ and in
the younger age group. This may be the reason for mothers experiencing more

stress in this group.
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2.5 Stress Factor 1V : Physical Incapacitation

Physical incapacitation of the children is reported to be a significant
stress factor in handicaps for the care givers. Stress Factor IV is analysed
separately for fathers and mothers.

Table 2.51 shows the frequency distribution and percentage for father on

Stress Factor IV.
Table 2.51
: Stress Factor IV of Father
Count } ‘
Row pct. Low Moderate Extreme Row
Col pct. Stress Stress Stress Total
Total pct. .
' 2.2 7 1 30
Group 1 73.3 233 33 23.8
22.4 43.8 83
17.5 56 0.8
25 . 3 2 31
Group 11 83.3 10.0 6.7 23.8
25.5 18.8 16.7
19.8 2.4 1.6
. - 23 3 9 35
Group 111 65.7 8.6 25.7 27.8
23.5 18.8 75.0
18.3 24 7.1
v 28 3 31
Group IV 90.3 9. 24.6
28.6 18.8 -
222 2.4
Column 98 16 12 126
Total 77.8 12.7 9.5 100
T It can be seen in table 2.51 that physical incapacitation of the child is

only a low stress in 77.8 percent of fathers. This can be expected as physical

incapacitation is not very common with mentally retarded children excepting in
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very severe or profound cases. Group wise analysis also shows similar findings

on Factor 111 of Stress.

Table2.52 indicates frequency and percentage for Stress Factor IV of

mothers.
Table 2.52
Stress Factor IV of Mother
Count
. Row pct. Low Moderate Extreme Row
Col pct. Stress Stress Stress Total
Total pct.
‘ 24 6 30
Group I 80.0 20.6 24.0
258 20.0 -
19.2 438
23 5 1 29
Group 11 793 17.2 34 23.2
24.7 16.7 50.0
18.4 4.0 0.8
18 14 1 33
Group III 54.5 424 3.0 26.4
194 : 46.7 50.0
14.4 11.2 0.8
bt 28 5 33
Group IV 84.8 152 26.4
30.1 16.7 -
: 22.4 4.0
Column 93 30.0 2 125
Total 74.4 24.0 1.6 100.0

l

On Stress Factor IV mothers (74.4%) report only low stress. However,
42 4percent mothers in Group III report moderate stress on Factor IV. This may
~

be due to the reason that mothers are more involved in the caring of children in

this age group and the children are more dependent on mothers for their self care
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needs due to low IQ and younger age. This supports the findings of Carry (1982)
and Romans and Clarksons et al. (1985).
2.6 Group Differences on Stress
To find out whether there is any significant group difference between
four group on stress, ‘t’ values are computed.
Table 2.61 shows the ‘t” values for fathers on total stress score.
Table 2.61

Total Stress - ‘t’ values for Father

Between Frequency Mean SD ‘t’ value
Groups N M

[&II 1 30 30 29.1 242 90.06 8.56 2.50%

I &I 30 35 291 32,5 9.06 9.68 2.24%
&1V 30 31 29.1 294 906 7.10 0.15
D&l 30 35 242 32,5 856 9.68 3.63%*
N&Iv 30 31 242 29.4 856 7.10 2.60*
m&Iv 35 31 325 294 968 7.10 1.45

(*P<0.05; ** P<0.01)

Table 2.61 shows that Groups II & III differ significantly on total stress
(t=3.63; P< 0.01). Fathers of Group III report more stress than fathers of Group
II (M= 32.5 & 24.2 respectively). Low IQ and younger age of mentally
handicappéd children turn out to be significant stress factor for fathers. This can
be expected as the Group II handicappedi individuals are older & have IQ above
50 and they are usually independent on all their skills causing less stress to their
parents. Significant difference in stress is observed for fathers in Groups I & 1I

(t= 2.15; P<0.05) where Group I parents report more stress (M= 29.1 & 24.2
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respectiveiy) indicating that low IQ 1s a significant factor in predicting stress.
Significant difference is noticed between Groups I & III (t= 2.24 P<0.05) where
Group IIIF fathers experience more stress than Group I (M=325 & 29.1
respectively). This indicates that low IQ in younger age group is more stressful
for parents than low IQ in older age group. Groups II & IV fathers also differ
significantly on total stress (t=2.60; P<0.05). This indicates that handicapped
children in lower age group is more stressful for fathers than older age groups
even when they are of mild mental retardation. This may be due to the increased
care giving demands the younger age group places on fathers.
Table 2.62 indicates the ‘t” values on total stress score for mothers.
Table 2.62

Total stress - ‘t’ values for mother

Between Frequency Mean : SD ‘t’ value
Groups N M
&I 30 29 28.3 242 8.09 827 -
[ &I 30 33 9.5 13.0 | 429 437 | 3.17**
[& 1V 30 33 283 28.5 8.09 8.16 0.09
&I 29 33 242 333 827 861 | 422%*
n&Iv 29 33 242 28.5 827 816 205*
I & IV 33 33 33.2 28.5 861 8.16 231

(*P<0.05; ** P<0.01)

Table 2.62 shows that Groups I & III mothers differ significantly (t=
3.17, P<O.bl) on total stress score wherg: Group III mothers report more stress
than Groﬁp I. (M= 13.0 & 9.5 respectively) The younger age group of

handicapped children places more stress on mothers than older children possibly
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due to increased care giving demands. Mothers of Groups II & 1II also differ
significantly (t= 4.22; P<0.01) where Group llI mothers report more stress
(M=24.2 & 33.2 respectively) indicating that younger age group and low IQ
increase the perception of stress of mothers. Groups II and IV differ significantly
(t= 2.05: P<0.05) where Group IV mothers report more stress suggesting that
younger children place more stress for mothers than older children even when
they have only mild mental handicap.

To ascertain the results of t-value and to compare the variation in stress
of parents in four groups One Way Analysis of Variance test is conducted for
both parents. The results are given in table 2.63.

Table 2.63
ANOVA

Total stress of parents

Source DF SS MS F Value
| Bet.  Gr. 3 1121-92 | 373.97
Father | Within Gr. 122 9205.79 75.46 | 4.96%*
Total 125 10327.71
Bet.  Gr. 3 128296 | 427.65
Mother Within Gr. 121 8314.24 68.7 6.22%*
Total 124 9527.20

(**P<0.01)

The results of table 2.63 show that there is a significant varation
between féur groups on the total stress score of both parents (F=4.96 and F=
6.22 for father and mother respectively, P<0.01) From table 2.61and table 2.62

it can be seen that Groups II & III show considerable variation, the mean values
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being M= 24.2 and M= 32.5 for fathers and M= 24.2 and M= 33.2 for mothers.
This suggests that low IQ in younger age group is a significant predicator of
stress for both parents. From table 2.62 it can also be seen that when 1Q 1s kept
constant the younger age group places more stress for mothers as there is a
significant variation between Groups I & III (M= 9.5 & M= 13.0 respectively.)
The results of ‘t” values and ANOVA indicate that both IQ and age are
significant factors in causing stress to the parents. A younger child with severe
retardation causes more stress than an older child with mild or severe
retardation. This may be due to the fact that the younger child has more
personal cére demands and when severity of handicap increases the care
demands too increase. Similar findings are reported by Rogner and Wells
(1994) that fathers experience increased stress on ha{'ing mentally retarded child '
below 12 yrs. Tsang and Tsang (1992) in their study on pre-school normal
comparablé children with special children reported that parents of special
children experience more parenting stress. Trute (1995) report that the degree to
which child’s disability is appraised as a family stressor is related to the age of
the child and level of child’s disability. The younger the child and severe the
retardation, the stress appraised will be more. Similar results are reported by,
Wilton and Renaut (1980) Wickler (1986) Chomicki and Wilgosh (1992) ,
Dyson (1993) and Cheng and Tang (1995). However contradictory findings are
reported by Flint and Wood (1989) that there is no significant difference

between groups in family stress scores across three child age groups.




To find out whether there is any significant difference between groups on
four stress factors taken separately ‘t” values and ANOVA are computed for
both fathers and mothers _separately.

Table 2.64 shows t-values for fathers on Stress Factor 1.

Table 2.64

Stress Factor I 2t 'values for father

Between Frequency Mean SD ‘t’ values
. Groups N M
1&11 30 29 9.4 9.5 514 4383 0.06
I &III 30 35 9.4 120 | 5.14 421 2.24%
1&1V 30 31 9.4 10.5 514 4.60 0.84
ng&m | 29 35 9.5 120 | 483 421 2.23*
N&Iv 29 31 9.5 105 | 483 4.60 0.80
mM&Iv 35 31 120 105 | 421 4.60 1.43
(* P<0.05)

Table 2.64 shows that Groups I & III fathers differ significantly on stress

~ factor I (t= 2.24; P<0.05), the Group III fathers reporting more factor I stress
than Group I (M= 12.0 & 9.4 respectively). Groups II and III also differ

significantly (t= 2.23, P<0.05), where again Group III reporting more stress

related to parent and family problems.

Table 2.65 shows the t-values for mothers of Stress Factor L.
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Table 2.65

Stress Factor I - “t’ values for mother

Between Frequency Mean SD ‘t’ values
Groups N M
I&I1 30 28 9.5 9.1 429 425 0.41

I &I11 30 33 9.5 13.0 429 437 | 3.17%*
&IV 30 33 9.5 10.0 4.29 4.16 0.41
II&IIT 28 33 9.1 13.0 425 430 3.54**
N&Iv 29 31 9.5 10.0 483 460 0.80
m&Iv 33 33 13.0 10.0 ‘4.37 4,10 | 2.90**

(** P<0.01)

It can be seen from table 2.65 that Groups I and III, Groups II and III
and Groups III land IV differ significantly on stress factor I of mothers, (t =
3.17, 3.54 and 2.90 respectively, p<0.01). The Group III mothers report more
stress than all other groups related to parent and family problems the mean
value being 13.0

ANOVA is computed to ascertain the results of ‘t” values for the parents
on stress factor I.

Table 2.66 shows ANOVA for pallents on Stress Factor 1.

Table 2.66 shows that significant variation between group is not evident
for fathers on stress factor I. However for mothers significant variation is
evident. Further looking at Table 2.65 the variation is present mainly for Groups
I and III, the means being 9.5 and 13.0 and Groups II and III, the means being
9.1 and 13.0. Parent and family problems constitute a major stress for mothers

of young mentally handicapped children with severe retardation.
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Table 2.66
ANOVA

Stress Factor I of Parents

Group | Source DF SS MS F Values
Bet.GT. 3 144.07 48.02

Father Within Gr. 121 2654.12 21.93 2.19
Total 124 2798.19
Bet.Gr 3 300.58 100.19

Mother Within Gr. 120 2172.29 5.53%*
Total 123 247297 18.10

(** P<0.01)

Table 2.67 shows ‘t” values on Factor 11 stress for fathers.
Table 2.67

Stress Factor 11 - ‘t’ values for father

Between Frequency Mean SD ‘t> values
Groups- N M
1&II 30 30 91 178 218 266 2.02+
[ &I - 30 35 91.1 8.0 218 253 1.80
1& le_ 30 31 9.1 9.0 218 170 0.07
m&m | 30 35 | 78 80 | 266 253 031
n&l1v 30 31 7.8 9.0 266 1.70 2.16%*
M&Iv 30 31 8.0 9.0 253 1.70 1.92
(* P<0.05)

Table 2.67 shows that Groups I and II differ significantly on Stress
Factor II of fathers (t=2.02; P<0.05). Group I fathers report more stress related

to pessimism than Group II. Groups II and IV also differ significantly ( t=2.16;
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P<0.05), the Group IV reporting more pessimism than Group II. In Group I the
severity of mental handicap may be making fathers to feel more pessimistic,
whereas 1n Group IV it may be that parents are getting adjusted to the presence
of a young handicapped child in the family.
Table 2.68 shows the Stress Factor II of mothers and t values
Table 2.68

Stress Factor I1 - *t’ values for Mothers

Between Frequency Mean SD ‘t’ values
Groups N M
[&I1 30 29 86 7.7 | 224 237 1.40
[ &1 30 33 8.6 83| 224 234 0.46
[&1V 30 32 86 90 224 225 0.81
&I 29 33 7.7 83| 237 234 0.97
& IV 29 32 7.7 90| 237 225 2.21*
ol & 1v 35 31 80 90} 253 1.70 1.90
(*P<0.05)

Table 2.68 shows that only Groups II and IV differ significantly on
Stress Factor II of mothers (t=2,21; P<0.05). Group 1V mothers report more
pessimism than Group II, probably because the children are of younger age
groups and mothers are involved more with their care giving needs and are in
the initial stages of adjusting to the idenﬁﬁcation of a handicapped child in the
family.

To. further ascertain the results ANOVA is computed for both parents.

Table 2.69 shows the ANOVA for Stress Factor II of both parents.



Table 2.69

ANOVA

Stress Factor 11 of both Parents
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DF

Source SS MS F-Value
Bet.Gr. 3 41.67 13.89

Father Within Gr. 122 647.63 5.31 2.62
Total 125 689.30
Bet.Gr. 30 27.10 9.03

Mother | Within Gr. 120 635.10 5.29 1.77
Total 123 662.19

Table 2.69 shows that there is no significant variation between groups on

Stress Factor II for both parents.

Tab;le 2.70 shows ‘t” values on Stress Factor 111 of father

Table 2.70

Stress Factor III - ‘t’ values for Father

Between Frequency Mean SD ‘t’ values
Groups N M
I&I1 30 30 8.7 5.4 3.06 2.84 4.28**
I &II1 30 35 8.7 9.7 3.06 3.66 1.20
I1&1V 30 31 8.7 8.5 3.06 267 0.25
&I 30 35 54 9.7 284 3.66 5.20%*
n&i1v 30 31 54 85 284 2.67 4.37**
I & IV 35 31 9.7 85 3.66 267 1.50

(**P<0.01)
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TaBle 2.70 shows that Groups I & 11 differ significantly (t=4.28, P<0.01)
on Stress Factgr Il of fathers. In Group I, where the handicapped children
belong to severe retardation category, the fathers report more stress associated
with child characteristics. This can be expected as the severely retarded children
usually will have more dependency and more personal care needs from parents.
Groups II and III also differ significantly (t=5.20, P<0.01) where Group IlI has
more stress associated with child characteristics. This also can be expected as
these children are of younger age groups and with severe mental handicap.
Groups II and 1V fathers also differ significantly (t=4.37, P<0.01) where Group
IV fathers, experience more factor 11 stress. This may be due to the fact that the
Group IV fathers have younger mentally retarded children though both groups
have only mild degree of retardation. Younger children always require more
help from parents in taking care of their personal needs.

Table 2.71 shows ‘t’ values for Stress Factor III of mother

Table 2.71

Stress Factor III - ¢t’ values for Mother

Between Frequency Mean SD ‘t’ values
Groups N , M
[&I11 30 29 8.5 5.8 3.03 260 | 3.64%*
[ &IT1 30 33 8.5 9.4 3.03 3.0l 1.26
1&1V 30 33 8.5 8.1 3.03 3.04 0.53
&1l 29 33 5.8 9.4 2.60 3.0l 5.05%*
&IV 29 33 5.8 8.1 260 3.04 | 3.13%*
i
nr&1v 33 33 9.4 8.1 3.03 3.04 1.83

(** P<0.01)
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Table 2.71 shows that Groups I and II mothers differ significantly on
Factor III stress (t=3.64; P<0.01). Group I mothers report high stress related to
child characteristics compared to Group 11 and the reason may be that Group I
children have severe mental retardation and prominent physical features and
incapacitatjon compared to Group II children. Groups II and III mothers also
differ significantly (t=5.05, P<0.01) on Factor IIl stress, the Group III
experiencing more stress than Group I. This can be explained, by the lower age
and severe mental retardation of Group III children. Groups II and IV also differ
signiﬁcaptly (t=3.13, P<0.01) on Factor 111, the Group 1V mothers experiencing
ﬁlore stress. This may be explained in terms of the younger age of the children
and the initial phase of adjustment of parents to the presence of handicap.
To further ensure the results obtained on t-test;, ANOVA 1is calculated.
Table 2.72 shows the F-values for both parents on Stress Factor I11.
Table 2.72
ANOVA

Stress Factor 111 of parents

Source DF SS MS | F- Value
Bet.Gr. 3 32027 106.78
Father Within Gr. | 122 1174.55 9.63 | 11.09%*
| Total 125 1494.83
Bet.Gr. 3 214.83 71.61
Mother | Within Gr. | 121 1| 1040.16 8.60 8.33%*
Total 124 1254.99

(**P< 0.07)
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Table 2.72 shows that when Stress Factor 111 is subjected to ANOVA
significant variation between groups are noticed for both parents. Further
looking at Table 2.70 the variation is mainly for Groups II and IlI, the means
being 5.4 and 9.7 for the fathers. From Table 2.71, it can be seen that the
variation i1s mainly for Groups II and III for mothers also. It can be inferred that
younger agé and severe retardation place tremendous stress on parents in terms
of child characteristics.

Stress Factor IV 1s analysed separately for both parents. Table 2.73
shows the ‘t” values for fathers on Stress Factor 1V.

Table 2. 73

Stress Factor 1V -¢t* values for Father

Between Frequency Mean SD Total
Groups N M
[&I1 29 29 2.0 1.9 1.10 1.22 0.52
I &I111 29 35 2.0 2.8 1.10 1.91 1.92
[ &IV 29 30 2.0 1.5 | 1.10 0.68 2.24*
II& 11 29 35 1.9 2.8 1.22 1.91 2.22%
n&IV 29 35 19 28 | 122 191 1.55
m&iv 35 30 2.8 1.5 1.9 0.68 3.55%*

(*P<0.05 ; ** P<0.01) _ |

Table 2.73 shows that fathers of Groups III and IV differ significantly
(t=3.55, P<0.01) on Stress Factor IV where Group III fathers experience more
stress related to physical incapacitation. This finding is not surprising as this
group of children belongs to the younger age group and severe mental

retardation category. Children in this groyp generally have poor motor skills, self




100

care skills and communication skills placing more stress on parents. Groups 1
and 1V 'énd Group Il and 1II also show significant difference at 0.05 level
indicating that lower age places more stress on parents compared to older age
than severity of retardation in terms of physical incapacitation.
Table 2.74 shows the ‘t” values for mothers on Stress Factor 1V
Table 2.74

Stress Factor IV - ‘t’ values for Mother

Between Frequency Mean SD Total
Groups N M
1&11 29 29 1.8 1.9 0.95 1.08 0.52
[ &II1 29 33 1.8 25 0.05 1.20 2.72%
I&Iv | 29 31 1.8 1.8 0.95 0.72 0.07
I & M1 29 33 1.9 2.5 1.08 1.20 2.12%*
n&1Iv 29 31 1.9 1.8 | 1.08 0.72 0.52
M&I1v 33 31 2.5 1.8 1.20 0.72 | 2.97**

(* p<0.05; ** p<0.01)

TaBle 2.74 shows that Groups III and IV differ significantly (t=2.97,
P<0.01) on Stress Factor IV of mothers. Group IllI, where the children have
severe mental retardation placeé more stress on mothers than mild mental
retardation possibly due to their physical incapacitation and personal care needs.
Groups 1 and 111 also differ significantly suggesting that younger age group gives
more stress to mother than older age group even when both have severe mental
retardatioﬂ. Mothers of Groups II and AIH also differ significantly on Stress
Factor IV'.'mdicating that younger age group with severe retardation places more

stress on parents than older age group and mild mental retardation.
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To further ascertain the results ANOVA is computed for Stress Factor 11
for both parents. Table 2.75 shows the F values for stress factor 1V.
Table 2.75
ANOVA

Stress Factor IV of Parents

“Group | Source DF SS MS F -Value
Bet.Gr. 3 29.52 9.84

Father | Within Gr. | 199 213.09 1.79 | 5.49%+
Total 122 242.60
Bet.Gr. 3 12.34 411

Mother Within Gr. [ 118 119.66 1.01 4.06
Total 121 132.00

(**P<0.01)

Table 2.75 suggests that Stress Factor IV of father shoWs considerable
variation between all four groups. Group III and IV show maximum variation,
the mean values being 2.8 and 1.5 (Table 2.73). This suggests that severe
retardation in younger age group 1s a considerable stress factor for fathers in
terms of the physical incapacitation of children. However no significant vanation
1s observed for mother on Stress Factor IV.

These results are in line with the findings of Frey et al., (1989) who
report that child characteristics is a significant predictor of parenting stress.
Kraus (1993) and Trute (1995) also report similar findings. Baxter (1989) and
Minnes (1988) report that the deviating characteristics of the mentally retarded
child are significantly associated.with parental stress. Chetwynd’s (1985) study

on factors contributing to stress on mothers caring for an intellectually
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handicappéd child repbrts that child characteristics is a significant predictor for
stress for mothers. From India Sequeira et al (1990) report that mothers of
severely retarded children perceive greater burden than moderately retarded
children in the age group of 5-12 yrs.

Minnes (1988) suggests that stress associated with mental fetardation
diminish with age. As retarded child grows older parents may come to terms
with their child’s cognitive impairment. There is evidence that the early years in
the life of a disabled child are a profound parenting time that can be stressful for
both mothers and fathers (Bryne and Cunningham, 1985). Severity of the
child’s disability has a dramatic impact on the experience of the stress of parents
(Beckman , 1983; Blacher, Nihira and Mayers, 1987). The present study
reveals thaf mentally retarded children in the older age group are less stressful
than mentally retarded children in the younger age group for parents. As Flynt
and Wood (1989) report it may be that older mothers perceive lower family
stress than younger mothers due to their maturity or the experience that age
brings. HoWever, Wilton and Renault (1986) report that maternal age does not
affect family stress levels.

In brief the analysis of the pattern of stress for parents suggests that:

1. Both parents experience moderate to severe stress on having a mentally
retarded child in the family.

2. Difference in the experience of stress exists between groups based on level of
retardation and age of the children. Younger child with severe retardation

places more stress than an older child,with mild or severe mental retardation

for both parents.
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3. On analysing the four factors of stress it is found that the stress factor 11
(Pessimism) 1s an extreme factor of stress for majority of parents in all four
groups énd there 1s no significant difference between groups on this factor.
Stress Factor IV (Physical incapacitation) is reportedly a low stress for
parents‘ in the total sample. However significant differences in groups are
noticed on this factor for both fathers and mothers. Younger child with severe
retardation 1s significantly different from others and places more stress on
parents on this factor of physical incapacitation. The Stress Factor I1I (Child
characteristics) differentiates the groups from one another for fathers and the
Stress Factor I  (Parent and family problems) discriminates the mothers
between each group. Group difference 1s more prominent between Groups Il
and III suggesting that both age and severity of retardation influence the
perceived stress of parents. Younger child with severe mental retardation
places rflore stress on parents compared to other groups on different factors of
stress.

3. Nature of Coping Patterns Employed by the Respondents:

The coping patterns used by parents are studied using Coping Health
Inventory for Parents (CHIP). Three coping patterns obtained on CHIP are
analysed separately for the four groups - Frequency, Percentage, ‘t” values and
ANOVA are computed.

3.1 Coping Factor I: Maintaining family integration, co-operation and an
optimistic definitions of the situation.

Table 3.11 shows the frequency and percentage of father’s response on

Coping Factor I.
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Table 3.11

Coping Factor I of Father

Count
Row Pct. Little Moderately | Extremely Row
Col. Pct. helpful Helpful helpful Total
Total Pct.
2 6 22 30
Group | 6.7 20.6 73.3 24.5
66.7 194 25.0
1.6 4.9 18.0
7 21 28
Group 11 - 25.0 75.0 23.0
22.6 239
5.7 17.2
. 1 13 19 33
Group 111 3.0 394 57.6 27.0
333 419 21.6
0.8 10.7 4 15.6
5 26 31
Group IV - 16.1 83.9 254
' 16.1 295
4.1 21.3
Column 3 31 88 122
Total 2.5 25.4 72.1 100

Table 3.11 shows that 72.i per cént of the fathers of total sample report
that Coping Factor I is extremely helpful when they have a mentally
handicapped child and only very few (2.5%) report that it is little helpful.
However armong Group III father’s only 57.6 per cent report that this coping
factor 1s ektremely helpful. This may b? because of the fact that these parents
have yourig mentally handicapped children with IQ below 50 demanding more
care and attention of parents. They may be still in the process of getting adjusted

to the presence of the handicapped child in the family.




Table 3.12 shows the mothers response on Coping Factor 1.

Coping Factor I of Mother

Table 3.12
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Count
Row Pct. Little Moderately Extremely Row
Col Pct. Helpful Helpful Helpful Total
Total Pct.
9 21 30
Group I - 30.0 70.0 24.6
31.0 226
7.4 17.2
4 24 28
Group II - 143 85.7 23.0
13.8 25.8
33 19.7
10 21 31
Group 111 - 323 67.7 254
345 22.6
8.2 17.2
6 27 33
Group IV - 18.2 81.8 27
20.7 29.0
4.9 22.1
Column 29 93 122
Total 23.8 76.2 100

Table 3.12 shows that 76.2 per cent mothers report extreme help 1n

using Coping Factor I when they have a mentally handicapped child and none of

them report that it is of little help. Group analysis shows that when the child 1s

severely mentally retarded the percentage of mothers reporting that this coping

factor is extremely helpful reduced slightly compared to the other groups.

|
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3.2 Coping Factor Il : Maintaining social support, self esteem and
psychological stability.

Table 3.21 shows the frequency and percentage of father’s response on

Coping Factor I
Table 3.21
Coping Factor II of Father
Count
Row Pct. Little Moderately Extremely Row
Col Pct. Helpful Helpful Helpful Total
Total Pct.
3 16 11 30
Group I 10.0 533 36.7 24.6
17.6 25.0 26.8
2.5 13.1 9.0
: 5 6 17 28
Group II 17.9 21.4 60.7 23.0
' 294 9.4 41.5
4.1 4.9 13.9
6 21 : 6 33
Group II1 18.2 63.6 18.2 27
‘ 353 32.8 14.6
4.9 17.2 4.9
3 21 7 31
Group IV 9.7 67.7 22.6 25.4
17.6 32.8 17.1
2.5 17.2 5.7
Column ' 17 ' - 64 41 122
Total 13.9 52.5 33.6 100

Table 3.21 shows that 52.5 percent of fathers in the total sample report
the effectiveness of Coping Factor II as moderately helpful and 41 percent as
extremely helpful. Group analysis shows that 60.7percent of Group IlII father’s

report it to be extremely helpful where the child is of mild mental retardation
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and belongs to older age. Parents of younger mentally retarded children use this
coping factor less frequently than others.
Table 3.22 shows the mother’s response on Coping Factor I1.
Table 3.22

Coping Factor II of Mother

Count
Row Pct. Little Moderately Extremely Row
Col Pct. Helpful Helpful Helpful Total
Total Pct.
1 16 13 30
Group 1 33 533 433 24.2
53 26.7 28.9
0.8 12.9 10.5
3 6 20 29
Group I 10.3 20.7 69.0 23.4
‘ 15.8 10.0 44 4
24 48 16.1
11 18 3 32
Group III 34.4 56.3 ' 94 25.8
57.9 30.0 6.7
8.9 14.5 7.4
: 4 20 9 33
Group IV 12.1 60.6 273 26.6
21.1 333 20.0 :
3.2 16.1 7.3
Column 19 60 45 124
Total 153 ' 48.4 36.3 + 100

Table 3.22 shows that 48.4 percent of total mothers report moderate
helpfulness and 36.3percent report extreme helpfulness in using Coping Factor
II. When Group 1 is taken separately, 69 percent report extreme helpfulness in

using Coping Factor II. However, in Group III 34.4 percent mothers report little
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helpfulness only in using Coping Factor II where the children have severe
mental ret;irdation and they are of younger age group.
3.3 Coping Factor IlI: Understanding the medical situation through
communication with other parents and consultation with medical staff.
Table 3.31 shows the response of fathers on Coping Factor III.
Table 3.31

Coping Factor III of Father

Count Little Moderately | Extremely Row
Row Pct. Helpful Helpful Helpful Total
Col Pct.
Total Pct.
2 1 25 28
Group 1 6.7 10.0 833 25.0
' 40.0 18.8 253
1.7 2.5 20.8
: 1 4 21 26
Group 11 3.8 15.4 80.8 21.7
| 20.0 25.0 21.2
0.8 3.3 17.5
2 _ 4 ' 27 33
Group II1 6.1 12.1 81.8 275
40.0 25.0 273
1.7 3.3 22.5
5 26 31
Group IV - 16.1 83.9 25.8
313 26.3
4.2 21.7
Column 5 ‘ - 16 99 120
Total 4.2 13.3 82.5 100

Table 3.31 shows that 82.5percent of fathers find Coping Factor III as
extremely helpful when they have a retarded child in the family. Group wise
analysis also shows a similar trend.

Table 3.32 shows mother’s resporses on Coping Factor 111




Coping Factor III of Mother

Table 3.32
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Count
Row Pct. Little Moderately Extremely Row
Col Pct. Helpful Helpful Helpful Total
Total Pct.
7 23 30
Group | - 233 76.7 24 4
29.2 24.0
5.7 18.7
1 9 18 28
Group Il 3.6 32.1 64.3 228
333 37.5 18.8
0.8 73 14.6
2 5 25 32
Group III 6.3 15.6 78.1 26.0
66.7 20.0 26.0
1.6 4.1 20.3
. 3 30 33
Group IV - 9.1 90.9 26.8
12.5 313
24 24 .4
Column 3 24 96 123
Total 2.4 19.5 78.0 100

Table 3.32 shows that 78percent of mothers find Coping Factor III as

extremely ‘helpful in the presence of a mentally handicapped child in the

family.90.9 per cent of mothers of Group III uses this coping factor very

frequently.  This may be due to the regson that the identification of mental

handicap in the this group may be of recent origin and mothers are trying to find

out more about this condition from other parents and professionals.
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Coping Factors 1 and Il turn out be extremely helpful for majority of

parents in all groups. Coping Factor II is only moderately helpful for them.

3.40 Group Difference on coping factors

To find out whether there is any significant difference between groups on
3 factors of coping, t-tests and ANOVA are computed.
Table 3.41 shows the results of t-test for Coping Factor I of fathers.
Table 3.41

Coping Factors I - ‘t’ values for fathers

Between Frequency Means SD ‘t’ values
Groups N M
&I - 30 28 423 43.6 942 |9.18 0.54
[ &II1 30 33 423 422 942 | 8.84 0.04
[&1V 30 31 423 446 | 942 | 1794 1.04
IT & 111 28 33 43.6 422 9.18 | 8.84 0.64
N&IV: 28 31 43.6 44.6 9.18 | 7.94 0.45
1 & 1v 33 31 422 44.6 884 | 794 1.14

Table 3.41 shows that there is no significant difference between groups
on Coping Factor I for fathers.

Table 3.42 shows the ‘t” values for mothers on Coping Factor L.



Table 3.42

Coping Factor I - ‘t’ values for Mothers
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Between Frequency Means SD ‘t’
Groups N M values
I&I11 30 28 433 458 8.04 8.78 1.14
I &III 30 32 433 425 8.04 8.73 0.36
[&IV 30 33 433 45.7 8.04 | 597 1.35
I & III 28 | 32 | 458 | 425 | 878 | 873 | 145
nN&1v 28 33 458 45.7 8.78 5.97 0.06
& Iv 32 33 425 45.7 8.73 5.97 1.71

Table 3.42 shows that there 1s no significant difference between groups

on Coping Factor I for mothers.

ANOVA is computed to further ascertain the results on Coping Factor I

Table 3.42 indicates the F- values for both parents on Coping Factor .

Table 3.43
ANOVA
Coping Factor 1
Source DF SS MS F value
Bet. Gr. 3 123.03 41.01
Father Within  Gr. 118 9240.25 78.31 0.52
Total 121 9363.28
Bet. Gr. 3 259.13 86.38
Mother Within  Gr. 119 7461.91 62.71 1.38
Total 122 7721.03




Table 3.43 shows that there is no significant variation between groups on
Coping F aétor I, for fathers and mothers.

Table 3.44 shows ‘t’ values for Coping Factor II of fathers.

Table 3.44 shows that fathers of Group II and Group III differ
significantly (t=2.20; p<0.05) on Coping Factor II. Group II fathers use Coping
Factor I1 i.¢. maintaining, social support, self-esteem and psychological stability
more freqﬁently than Group III fathers. This may be because of the fact that
Group II children have only mild mental retardation and they belong to the older
age group and the parents have psychologically adjusted to the presence of the
child in the family.

Table 3.44

Coping Factor II - ‘t’ values for Fathers

Between Frequency Means SD ‘t’

Groups N M values
[&I1 30 28 33 353 1030 | 11.18 0.81
I &III 30 33 33 29.4 | 10.3 9.77 1.43
[&1V » 30 31 33 32.2 10.2 8.32 0.34
I & III 28 33 353 294 11.18 9.77 2.20%
n&1v 28 31 353 322 11.18 8.32 1.21
mé&lIv 33 31 . 293 | 322 9.77 8.32 1.23
(*P<0.05)

Table 3.45 shows the t’ values for Coping Factor II of mother. <
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Table 3.45

Coping Factor II- ‘t’ values for Mothers

Between Frequency Means SD ‘t’ values
Groups N M
[&II 30 29 349 280 | 722 |11.10 1.26

[ &III 30 32 34.9 273 722 |10.92 3.22%*
&IV 30 33 349 315 | 722 | 791 1.78

II & 111 29 32 38.0 273 | 11.10 | 10.92 3.79%*
H&1v 29 33 38.0 315 11.0 | 791 2.67**
m&lIv 32 33 273 31.5 | 1092 | 7.91 1.76

(*P<0.05; **P<0.01)

Tabie 3.45 shows that there 1s a significant difference between mothers
of Groups I and III (t= 3.22; P<0.01) on coping factor II where mothers of
Group I use Coping Factor II more frequently than Group III. This may be due
to the fact that children of Group I are of older age group and mothers have
better adjusted to their presence than Group III. Group II and III also differ
significantly (t= 3.79; P<0.01) where Group II mothers use Coping Factor 1I
more frequently. It can be seen that in general Group II mothers use Coping
Factor II more frequently than other groups. This may be because of the reason
that the children in this group have mild mental retardation and belong to the
older age group. Their dependency needs may be much less than other children
and mothers may have adjusted to their pyesence in the family. Groups II and IV
mothers aiso differ significantly on Coping Factor II (t= 2.67; P<0.01) where
again Group II parents use Coping Factor 11 more frequently.

To further ensure the results ANOVA is carried out for Coping Factor 1.

Table 3.46 shows the result of ANOVA.
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ANOVA

Coping Factor I1
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Source DF SS MS F value
Bet. Gr. 3 543.12 181.04

Father Within Gr. 118 11582.43 98.16 - 1.84
Total 121 12125.55
Bet. Gr. 3 1938.69 646.23

Mother With Gr. 120 10662.98 88.86 7.27**
Total 123 12601.67

(** P<0.01)

Table 3.46 shows that there is no significant variation between groups for

fathers on 'Coping Factor II. However significant variation between groups is

evident for mothers on Coping Factor 1. (F=7.27;, P<0.01) Group II shows

maximum variation with Group III the means being 38.0 and 27.3 respectively

(Table 3.45). The results indicate that mothers of children with mild mental

retardation and between 12-18 yrs of age use Coping Factor II more frequently

than all other groups.

Table 3.47 shows the t-values for fathers on Coping Factor III

Table 3.47
Coping Factors III- ‘t’ values for Fathers

Between Frequency Mean SD ‘t’ values
Groups N M
&Il 29 27 18.5 17.5 397 | 451 0.85
1 &ITT 29 | 33 | 185 | 194 | 397 | 441 | o082
' i
&IV 29 31 18.5 19.1 397 | 2.88 0.69
& HI 27 33 17.5 194 | 451 | 441 1.60
&1V 27 31 17.5 19.1 451 2.88 1.61
Il & IV 33 31 194 19.1 441 2.88 0.28
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Table 3.47 shows that there is no significant difference between groups
on Coping Factor III of fathers.
Table 3.48 shows ‘t’ values for mothers on Coping Factor III.

Table 3.48

Coping Factor III- t values for Mothers

Between Frequency Mean SD ‘t’
Group‘s N M values
1&11 30 28 21.0 26.9 13.92 | 3.96 1.51
1 &I 30 32 21.0 18.3 13.92 | 4.21 1.04
I&IV: 30 33 21.0 20.1 13.92 | 2.36 0.34
I & 1T 28 32 169 | 183 | 396 | 4.21 1.34
N&IvV 28 33 16.9 20.1 396 | 236 | 3.98**
& 1v S 32 33 18.3 20.1 421 2.36 2.18*

(*P<0.05; **P<0.01)

Table 3.48 indicates that mothers of Group II and IV differ significantly
(t=3.98; P<0.01) on Coping Factor III i.e. understanding the medical situation
through communication with other parents and consultation with medical staff.
Group IV mothers use this coping factor more frequently than others. This can
be expected as the children in this group are younger and mothers tend to shop
around with an aim of finding out a solution for their child’s problem. They
would consult doctors and other parents for this purpose mostly as they are the
primary care givers. Similarly Group III and Group 1V mothers also differ
signiﬁcantiy (t=2.18; P<0.05) where Group IV mothers use this coping
behaviour more frequently. This may due to the reason that the perception of

handicap is of recent origin in this group as the children are of mild mental
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retardation and the parents tend to meet doctors and paients with an aim to know
more about the condition and to find a solution for their child’s problems.
To further ensure the results, ANOVA is computed for Coping Factor III

for both parents. Table 3.49 gives result on ANOVA.

Table 3.49
ANOVA
Coping Factor III
Source DF SS MS F-value
) Bet. Gr. 3 58.34 19.45
Father Within Gr. 116 1842.33 15.88 1.22
Total 119 1900.67
| Bet. Gr. 3 301.25 100.42
Mother - | With Gr. 119 6772.38 56.91 1.76
| Total 122 7073.63

Table 3.49 shows that there 1s no significant variation between 4 groups
on Coping Factor III for both parents.

The overall analysis of the coping behaviours of parents in terms of
frequency and percentages for the total sample indicates that Coping Factor 1
and Coping Factor III are extremely heli)ful for majority of parents in all groups
in coping with the stresses of having a mentally handicapped child at home - no
matter the age or severity of mental retardation. Coping Factor 1I is moderately
helpful fof 52.5percent of fathers and 60percent of mothers. Donovan (19838)
report simﬂar findings that the child’s age, sex or family socio-economic status

. : L :
has no significant impact on mothers coping behaviour. He reports that mothers
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rely heavily on community resources and professional help for coping with a
mentally handicapped child at home. In the present study Coping Factors 1 and
IIT can be considered as problem focused coping and Coping Factor II as
emotion focused coping. In Indian culture people are more dependent on others
basically v;hen they face a problem. This may be a reason why the present
sample of parents used Coping Factor I and Coping Factor III frequently which
are related to family, professional and community supports.

Coping Factor-II i.e. maintaining social support, psychological stability
and self esteem 1s frequently used by parents of Group I where the children
have mild retardation and above 12yrs. of age. Having lived with these children
fora longef timg, the parents may be aware of their problems and potentials and,
may have pﬁychologically adjusted to it. Parents of younger age group often rely
on Coping Factors I and III, which are related to family, professional, and
community helps. It 1s known that soon after identification of a handicap in their
child, parerlts go around looking out for a solution by consulting professionals
and other parents.

The literature on coping behaviours of parents supports the above
findings in some studies. Cheng and Tang (1995) report that Chinese mothers
use more social support coping style on having a mentally handicapped child.
On the other hand Shek and Tsang (1993) report that significant proportion of
parents seldom sought the help from others in taking care of their pre-school
mentally héndicapped child. i

Kr‘.e‘wetz and Nitivitz (1993) report that mothers use emotion focused

coping more than fathers when a mentally retarded child is present in the family.
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Flynt et. al.; (1992) examine social support of mothers and report that mothers of
pre-schoolérs use social support to a greater extent than other mothers and these
mothers rely more on intimate support. Donovan (1988) reports that maternal
coping styles are constant across groups. Similar findings are obtained in the
present investigation also.
4. Marital Satisfaction

Maﬁtal satisfaction of parents are studied in the present investigation to
learn more about its relationship to stress and coping of parents.

Table 4.11 shows Marital Satisfaction of fathers in the total sample and

four groups taken separately.

Table 4.11
Marital Satisfaction of Father
Count .
Row Pct. - Low Moderate Extreme Row
Col. Pct. Satisfaction Satisfaction Satisfaction Total
Total Pct.
3 24 ' 3 30
Group 1 10.0 80.0 10.0 22.7
12.0 258 21.4
23 18.2 2.3
7 25 1 33
Group 1I 21.2 75.8 3.0 250
28.0 26.9 7.1
53 18.9 0.8
13 ' 20 5 38
Group II1 34.2 52.6 3.2 28.8
52.0 21.5 35.7
9.8 15.2 3.8
2 24 5 31
Group IV 6.5 77.4 16.1 23
| 8.0 25.8 35.7 5
1.5 18.2 3.8
Column 25 193 14 133
Total 18.9 70.5 10.6 100
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Table 4.11 shows that 70.5percent of fathers of the total sample report
moderate marital satisfaction. A detailed analysis of the groups show that
52percent fathers in Group III report only low satisfaction. That is when the
children ar e of younger age group and with severe mental retardation the fathers
report low marital satisfaction possibly because they have more stress associated
with the presence of these children in the family.

Table 4.12 shows the Marital Satisfaction of mother in the total sample
and 1n the groups taken separately.

Table 4.12

Marital Satisfaction of Mother

Count
Row Pct. Low Moderate - Extreme Row
Col. Pct. Satisfaction Satisfaction | Satisfaction Total
Total Pct.
Group | 3 25 2 30
: 10.0 83.3 6.7 233
14.3 26.9 13.3
23 194 1.6
Group 11 9 22 2 33
273 : 66.7 6.1 25.6
429 23.7 13.3
7.0 17.1
Group 111 6 21 6 33
18.2 63.6 18.2 25.6
28.6 22.6 40.0
: 4.7 16.3 4.7
Group IV 3 25 5 33
: 9.1 75.8 15.2 25.6
14.3 26.9 333
2.3 19.4 39 ‘
Column 21 93 15 129
Total 16.3 72.1 11.6 100
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Table 4.12 shows that 72.1percent of mothers of the total sample report
moderate marital satisfaction, 16.3percent low satisfaction and 11.6percent
extreme marital satisfaction. Group analysis shows that 83.3percent of mothers
of Group 1 report moderate marital satisfaction whereas oﬁly 63.6percent of
Group III fépon moderate satisfaction. This may be again due to the reason that
mothers have to attend to various care giving needs of these children. Both
parents report lesser satisfaction when the children belong to severe handicap
and younger age group compared to other groups.

4.2 Difference between Groups

To find out whether there is any significant difference between groups on
marital satiéfaction ‘t” values and ANOVA are computed.
Table 4.21 shows the ‘t” values for fathers on marital satisfaction.
Table 4.21

Marital Satisfaction-*t’ values for Fathers

Between Frequency Mean SD Total
Groups N M

[&1 30 29 3.1 2.8 1.27 0.87 1.33

1 &I11 30 33 | 3.1 3.0 1.25 1.55 0.29

1&1V 30 31 3.1 3.4 1.25 1.29 0.28

II & III 29 33 2.8 3.0 0.87 1.55 0.83

N&Iv 29 31 2.8 34 0.87 1.29 2.37*

I & 1v 33 31 3.0 34 1.55 1.20 1.09

(*P<O.105) -

i .
It can be seen in Table 4.21 that the fathers of Groups II and IV differ
significantly on marital satisfaction (t=2.31; P<0.05), the Group IV fathers

reporting more marital satisfaction than Group II. Bruce and Schultz (1994)
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report similar findings that level of happiness of parents increase when the age
of handicapped child decreasts.

Table 4.22 shows ‘t” values for mother’s on Marital Satisfaction Scale.
Table 4.22

Martial Satisfaction- ‘t’ values for Mothers

Between Frequency Mean SD Total
Groups N : M .
1&I1 30 29 3.0 2.7 1.05 1.17 1.07
[ &II1 30 31 2.0 3.2 1.05 1.28 0.75
[&1V 30 33 3.0 32 1.05 1.28 0.82
&I 20 31 2.7 32 1.17 | 128 1.69
&IV 29 33 2.7 32 1.17 1.28 1.77
mr & 1v 31 33 32 3.2 1.28 1.28 0.05

Table 4.22 shows that there is no sigmficant diﬁ‘erence between any
groups on marital satisfaction of mothers

To further ensure the results ANOVA is computed for both parents on
marital satisfaction.

Table 2.23 shows ANOVA on martial satisfaction for both parents.

Table 2.23 indicates that there is no significant varnation between groups

on marital satisfaction for both parents.
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Table 2.23
ANOVA

'~ Marital Satisfaction

Source DF SS MS F -Value
Bet. Gr. 3 6.72 224
Father Within  Gr. 119 193.30 1.62 1.38
| Total 122 200.02
Bet. Gr. 3 6.02 2.01
Mother Within  Gr. 119 171.69 1.44 1.39
Total 122 177.71

The above shown tables indicate that both parents in all groups report
moderate satisfaction with regard to marital relationship. Significant difference
1s noticed only between fathers of mildly mentally retarded in two age groups
where fathers of younger handicapped children reporting more martial
satisfaction. No significant difference is present for mothers in different groups.
When the child has only mild mental retardation, the age of the child influence
fathers marital satisfaction. The older age group children leads to decreased
marital satisfaction for fathers compared to younger age group. For mothers,
neither age of the child, nor level of retardation affect the marital satisfaction
considerably. The ﬁridings of thé preserit study is contrary to those report by
Moudgil et al (1985) and Shek and Tsang (1993). Moudgil et al., report marital
disharmony among parents of mentally retarded children from India. Sheck and
Tsang report decreased marital satisfaction among parents of pre-school

mentally handicapped children. Kormn, Chess and Femandez (1978) have
i
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observed that among 75 percent of their sample of families with exceptional
children the child does not impair marital quality or family patterns. Dunlop and
Hollingsworth (1977) have reported that a large number of parents consider that
the exceptional child has little effect on their family life. Donovan (1988)
reports that the impact of handicaps on marital adjustment is only negligible and
marital relationship appears to be insulated from the detrimental effects of
stresses related to rearing a child with handicap. Sheshadri et al., (1983) report
no significant marital disharmony among parents of mentally retarded children
in India.

However it remains unclear what specific effects of handicapped child
are on the marital relationship of their parents. In some cases the experience of
jointly rearing a handicapped child can pull the couple together (Zigler and
Hodapp, 1991) and in some cases marital break down or severe marital
disharmony (Gath, 1977) may result. The present study suggests that parents of
mentally handicapped children as a group experience moderate marital
satisfaction.

5. Inter relationship between the Dependent variables - Stress,
Coping and Marital satisfaction.

To find out the nature and extent of relationship between the major
dependent variables, correlations are computed. Correlation is found out for the
total samplé and for the 4 groups separately, for both fathers and mothers.

On the variable of ‘stress’ theitotal stress score only is taken into

consideration for computing correlation.

Table 5.1 shows the inter correlation between dependent variables for

both parents for the total sample.



Table 5.1

Inter Correlation between Dependent variables for the total sample

N=136
SL.No. 1 2 3 4 5 6 7 8 9 10
Dependant' | - TSS | TSS CF-I CF-1 .| CF-lI CF-II CF-111 CF-Il MSS MSS
variables (D) ™) ) M) (£ ™) ) ™M) 3] M)
1 1 ]
2 040" 1
3 047" 0.11 1
4 -0.06 038" | 045" 1
5 037" 0.13 0.88" 047" 1
6 -0.11 0.12 0.46" 0.83" 0.57" 1
7 0.48" 0.12 0.79" 0317 0.74" 0.29" 1
8 -0.06 030 | 0.18" 0.62" 0.12 0.52" 0.02 1
9 0.12 0.14 | 047 0.15 0.41" 0.15 032" 0.01 1
10 -0.07 0.10 0.12 047 0.02 0.38" 0.08 0.80" 0.55" 1
(** P<0.01)
t
[ TSS(F) Total Stress Score_ (Father)

TSS (M) Total Stress Score (Mother)

CF-1 (F) Coping Factor | (Father)

CF-I(M) Coping Factor | (Mother)

CF-II (F) Coping Factor II (Father)

CF-II(M) Coping Factor II (Mother)

CF-III (F) Coping Factor I1I (Father)

CF-III(M) Coping Factor II (Mother)

MSS (F) Marital Satisfaction Score (Father)

| MSS(M) Marital Satisfaction Score (Mother)

veT
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Table 5.1 indicates that the total stress of fathers and mothers shows a
significant positive correlation between each other for the total sample (r= 0.46;
P<0.01) Martal satisfaction of father and mother also shows significant positive
correlatioﬁ.(1= 0.55; P<0.01).

Coping Factors I and II of fathers negatively correlate with their stress
(= - 047, =- 0.37, P<0.01). However Coping Factor IlI of fathers has a
positive correlation with their stress perception (r=0.48; P<0.01) indicating that
understanding their child’s condition through consultation with medical stafl’
and communicating with other parents tend to increase their stress. Table 5.1
also shows that use of one coping factor is associated with use of other coping
factors too for fathers (r=0.88 for CF-1 & CF-II, 0.79 for CF-1 & CF-III and 0.74
for CF-11 & CF-III; P= 0.01). Marital satisfaction of father 1s also positively
correlated with their three coping factors (r=0.47; 6.41 & 0.32 resp. for CF-1,
CF-II & CF-IIL, P<0.01). It is also seen that CF-I of fathers positively correlates
with CF-I of mother (r=0.45; P<0.01) & CF-II of mother (=0.46; P<0.01). CF-
II of fathers also shows a positive correlation with CF-1I of mothers (r=0.57;
P<0.01).

On the other hand all three coping factors of mother show a negative
correlation with perception of stress for them, as shown in Table 5.1 though not
significant. All the coping factors tend to help mothers in reducing their stress
on having ba mentally retarded child in the family. All three coping factors show
a positive correlation with each other for ‘mothers too. (r=.83, 0.62 & 0.52 resp.

for CF & CF-I1, CF-1 & CF-III & CF-11 & CF-III; P<0.01).



Inter correlation of Dependent Variables for Group 1

Table 5.2

n=32

SI.No. 1 2 3 4 5 6 7 8 9 10
Depeﬁdant ~TSS TSS CF-1 CF-1 CFIl | CFIl | CF-IIL| CF-II | MSS | MSS
varia;blef (117) M) (F) M) (F) ™M | (F) M) (F) M)
2 0.56 1

3 -0.55" 0.02 1

4 -0.03 -0.04 - | 030 1

5 -0.45" 0.18 0.90" 0.34" 1

6 0.02 -0.44" 0.35 0.86" 0.48" 1

7 0.54" -0.02 0.88" 0.31 0.84" 0.33 1

8 0.03 0.05 0.34° 0.43° 0.26 037 | 0.26 1

9 0.12 -0.12 0.54" 0.03 044" | -004 | 047" | o0.12 1

10 -0.06 0.13 0.37 0.40° 0.35" 037" | 033 0.22 0.62" 1

(* p<0.05; ** p<0.01)

t (Same as that of Table 5.1)

9¢T
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Table 5.2 1s the correlation matrix for Group I. It can be seen that the
total stress of fathers positively correlate with stress of mothers (r= 0.56; P<0.01)
and marital satisfaction also shows a similar trend (r= 0.62; P<0.01).

Coping Factors I and II of fathers negatively correlate with their stress
perception (= -0.55 & -0.45 resp: P<0.01). However Coping Factor IlI
increases their perception of stress (= 0.54; P<0.1). Again use of one coping
factor 1s associated with use of other two coping factors for fathers as their
correlations are 0.90, 0.88 and 0.84 respectively for CF-1 & CF-II, CF-1 & CF-Il1
and CF-11 & CF-1II (P<0.01). Marital satisfaction of fathers also shows a
significant positive correlation with three coping factors of them.

For mothers frequent use of Coping Factors 1 and Il reduce their
perception of stress (= - 0.40 NS & r = - 0.44; P<0.01). All three coping factors
of mothers show significant positive correlation with each other (r=0.86 for CF-1
& CF-11P<0.01; 0.43 for CF-I & CF-III and 0.37 for CF-11& CF-III" P<0.05).
Marital satisfaction of mother’s is also positively correlated with three coping
factors of them. It can also be noted that mothers increased marital satisfaction 1s
associated with frequent use of all three coping factors for fathers (r= 0.37, for
CF-1, 0.35 for CF-II & 0.33 for CF-III P<0.05).

Table 5.3 shows the correlation matrix for Group II



Inter correlation between Dependent Variables for Group II

Table 5.3

n=33

SI.No. 1 2 3 4 5 6 7 8§ | 9 10
Dependant t TSS TSS CF-1I CF-I | CF-II | CF-I CE-Ill | CF-HI | MSS MSS
variables F) M) (F) M) (F) M) (F) M) (F) M)

1 1

2 0.22 1

3 -0.42" 0.08 1

4 -0.08 048" | 054" 1

5 -0.35 0.12 092" | 061" 1

6 -0.11 0397 | 0577 | 0907 | 0.69° 1

7 0.08 006 | 0677 | 038 | 067" | 040 1

8 0.15 0.14 046 | 0917 | 054" | 083" 0.35° 1

9 -0.13 0.10 0.62" 032" | 0.59" 0.32° 0.45" 0.23 1

10 -0.23 -0.22 0.06 0.54" | 0.10 0.45" -0.08 0.43° 0.27 1

(* P<0.05; ** P<0.01;
t Same as that of Table 5.1)

821



129

Table 5.3 shows a positive correlation between stress of fathers and
mothers fhough not significant (r=0.22) and marital satisfaction of fathers and
mothers (r=0.27, P<0.05). All Coping factors of fathers are correlated to all
coping faétors of mothers in the positive direction. It indicates that Group Il
fathers and'v mothers use all three coping factors at the same time in the same
way.

Coping Factors 1 & 1I of fathers show a negative correlation with their
stress (r=-0.42; P<0.01 r=-0.35 P<0.015).

All three coping factors of fathers are positively correlated to each other
(r=0.92, 0.67, 0.67 respectively for CF-1 & CF-II, CF-1 & CF-IIl and CF-Il &
CF-111; P<Q.Ol). Marital satisfaction of father is also associated with frequent
use of all three coping factors. (r=0.62, 0.59, 0.45 respectively for CF-1 CF-1I &
CF-III; P<0.01).

For mothers Coping Factors I and II show a negative correlation with
their stress}(r= -0.48; P<0.01; r=-0.39; P<0.01 for CF-I and CF-Ilrespectively ).
All three coping factors of mothers are positively correlated to each other
(r=0.90, 0.91, 0.83 resp. for CF-1 & CF-II, and CF-1 & CF-III respectively).
Marital satisfaction of mothers 1s élso positively correlated to the frequent use of
all coping factors (r=0.54, 0.45, 0.43 respectively for CF-I, CF-I1I & CF-III;
P<0.01). It can also be seen that the mantal satisfaction in mother negatively
correlates with their stress (= -0.22) though not significant.

Table 5.4 shows the correlation m‘atrix for Group Il



Table 5.4
Inter correlation between Dependent Variables for Group III

n=38
S1.No. 1 2 3 5 6 7 8 9 10
t Dependent | TSS | TSS | CF-I 'CF-II CF-II CF-III | CF-III MSS MSS
variables (F) M) (F) ®) M) ) ™) (F) ™M)

1 1 |

2 0.19 1

3 -0.44" -0.02- 1

4 011 | -0.12 | 044"

5 036 | 005 | 088" 1

6 012 | -023 [ 0517 0.55" 1

7 062" | 0.01 | 087 0.82" 032 1

8 0.12 | -0.56" | 0.66 0.65" 0.75" 0.59" 1

9 004 | 013 | 030 0.20 0.23 0.02 0.05 1

10 007 | 014 | 0.14 0.10 0.49" -0.04 037 0.52" 1

(* P<0.05 ** P<0.01) t same as that of table 5.1

Ot T
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Table 5.4 indicates that stress of fathers and mothers are positively
correlated (r=0.19) though not significant. Marital satisfaction between fathers
and mothers also shows a positive correlation (r=0.52; P<0.01). All coping
factors of fathers are also positively interrelated to all coping factors of mothers.
All three coping factors of father are positively correlated to éach other in Group
III also. (r=0.88, 0.87 and 0.82 resp. for CF-1 & CF.I, CF-A.I & CF-1II, CF-11 &
CF-III; P<0.01) Marital satisfaction of fathers shows a positive correlation with
Coping Factor I (r=.30; P<0.05). Coping Factors I and Il of fathers negatively
correlate with stress (r = -0.44 and r= -0.36 resp. for CF-1, CF-1I;, P<0.01).
However Coping Factor 11 shows a posttive correlation with fathers stress
(r=0.62; P<0.01). This may be due to the fact that children in Group Il belong
to the younger age group and fathers are still in the process of getting adjusted to
it and trying to get more information about the handicap. |

For mothers all three coping factors help them to reduce their stress
perception when a handicapped child is present in the family (r=-0.12, NS -0.23
NS for CF-I1 & CF-1I and-0.56 for CF-III; P<0.01). All three coping factors of
mother are positively correlated to each other (0.85, 0.80 & 0.75 resp. for CF-1
& CF-1l, CF-1 & CF-111 and CFII & CF-III resp; P<0.01). Increased marital
satisfaction in mother is associated with frequent use of all three coping factors

of them (= 0.51, 0.49, 0.37 resp; for CF-I, CF-I1I & CF-III, P<0.01).



Table 5.5

Inter correlation between Dependent Variables for Group IV

n=33
SI.No. 1 2 3 4 5 6 7 8 9 10 -
t Dependent | TSS TSS CF-1 CF-1 CF-II CE-II | CF-IIl | CF-III MSS MSS

vari?bles if) M) ® M) (F) M) (F) M) (£) M)

2 0.72" 1

3 0627 | 0.02 1

4 0.19 0.01 0.46" 1

5 058" 0.02 079" | 028 1

6 0.12 0.01 024 | 060" 0.32° 1

7 0.68" 0.03 0.76" | 0.20 0.75" 0.15 1

8 0.10 0.23 -0.10 0.15 0.13 0.26 0.15 1

9 0.12 -0.10 | 0.547 | 0.16 0.59" -0.04 | 0537 0.03 1

10 -0.09 -0.14 0.15 0.16 0.30" 0.19 0.09 0.03 0.71" 1

(*P<0.05 ** P<0.01)

t same as that of table 5.1.

AN
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Table 5.5 shows that stress of fathers and mothers is positively correlated
(r=0.72; P<0.01) for Group IV too. Marital satisfaction between father and
mother also shows a positive correlation (r=0.71; P<0.01). Significant positive
correlation is obtained between fathers coping factors and mothers coping
factors.

Cobing Factors I and II of fathers show a negative correlation with their
stress (r=;0.62, -0.58; P<0.01). Again Coping Factor IlI increases their stress
perception (r=0.68; P<0.01) possibly due to the reason that the handicapped
child is of younger age group and fathers are still in the stage of understanding
more about the handicap and getting adjusted to it. Father’s use of one coping
factor is associated with the use of other coping factors too (r=0.79, 0.76, 0.75
resp. for CF-I1 & CF-II, CF-1 & CF-III and CF-II & CF-IlI; P<0.01). Fathers
marital satisfaction is also positively correlated with the use of Coping Factors 1,
I1 & III (r= 0.54, 0.59 & 0.53 resp. for Coping Factor [, 11 & III ; P<0.01).

Coping Factor III of mothers is observed to be having a positive
correlation with their stress perception (r=0.23; NS) in Group IV. This may be
attributed to the handicapped child’s younger age as the mothers may be going
through the process of adjusting to the handicap and trying to get all information
about child’s condition.

The results of the inter correlation computed for the total sample and for
the groups separately indicate positive correlation between stress of fathers and
mothers, rf;arital satisfaction of fathers and mothers and coping factors of fathers

and mothers. Similar finding is reportsd by Rousey and Blacher (1992) that
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fathers and mothers of children with disabilities differ little in their perception of
stress and coping.

When stress 1s correlated against Coping Factors for fathers and mothers
it 1s noticed that the use of Coping Factors I and II in general are negatively
correlated with stress for both parents. The emergence of this inverse
relationship between Coping Factors I and II and stress adds support to the
importancé of family cohesion in the maintenance and restoration of family
equilibriﬁm in times of potential crisis. External environment can affect the
impact of a retarded child on family. Suelzle and Keenan (1981) report that a
family’s support net work (other parents of retarded children, extended family,
friends) can help families cope with stress associated with having a retarded
child. However; Coping Factor III shows a positive correlation‘ with stress for
fathers in generd. In the younger age group mothers also show a similar trend.
Although professional and other support are usually expected to reduce parental
stress, the present study indicates the opposite. Similar finding 1s reported by
Minnes in 1988.

Corhmunication problems between doctors and parents of handicapped
children are well documented (Quine and Pahl, 1986). Murdock (1984) reports
continuing dissatisfaction of parents with the amount of knowledge and advice
offered and unhelpfulness of home visits by professionals.  Jacobs (1977)
reports that 45 out of 120 parents report receiving no satisfactory information
about their child’s handicaps or the service available to them. Nurse)‘r et al
(1990) opiine that the doctors see mental handicap in a negative light and so the

message they give to parents is likelyi to reflect their negative perceptions
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causing added stress to parents. Developing a healthy parent professional
relatlonshlp i1s important to reduce stress levels. Unfortunately parents of
retarded children have not always received the help they need from professionals
Roos (1975) contends that too often professionals deal with parents in an
unproductive and pejorative manner. Providing early information does require
sensitivity since parents often find it difficult to absorb details when shocked by
an unexpected diagnosis. Being sensitive to parents emotional reactions should
help the professionals to judge how much information should be conveyed. The
best support a professional can offer may not be his or her services but a contact
with othér ‘parents who have experienced the same crisis (Pattan et al, 1990).
Reeta et é.l (1995) too report the parents reaction to inadequate service
programmes 1n India for mentally retarded people. Sympson (1998) points out
that the helper/professionals should let the parents know the truth about the
handicap right at the initial stage. But it should be conveyed in such a way that
parents do not lose hope.

In the present investigation father’s report increased stress with the use of
Coping Factor III 1in all groups but not mothers excepting in Group V. Because
mothers shoulder most of the responsibility for child care, they may value child
related assistance more than fathers. Mothers are also more likely to have
contact with persons who can offer supportive counsel such as other parents,
educators énd health care professionals. Increased stress associated with Coping
Factor Il for mothers in Group IV may ‘t;e due to the fact that the identification
of handicap may be of recent origin and mothers are still in the process of

psychologically adjusting to it. Any way increased level of stress reported by
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patents due to the use of Coping Factor 11l is an interesting area of further
research. |

Marital satisfaction of father and mother shows a positive correlation for
total sample and for the groups separately. Marital adjustment is a key to the
psychologiéal well being of both mothers and fathers of developmentally
disabled children (Trute’, 1995). In the present investigation too it is found that
increased marital satisfaction tends to reduce the perception of stress in them
associated with handicapped child in the family.

All the coping factors show, a significant positive correlation to each
other for both fathers and mothers and between fathers and mothers. This
indicates &at parental sfress is not necessarily predictive of famly
dysfunctioﬁmg. These findings support a competence model in which families
may respond to the care of a child with handicaps, with resilience and adaptive
functioning (Kazak and Mervin, 1984; Erickon and Upshur, 1989) despite the
presence of stress 1n the famuly.

The findings of correlational analysis highlights the clinical importance
of communicating the different aspects of handicap to the parent in an
appropriate manner so that pareﬁts do not perceive it as highly stressful. It
indicates the need of carrying out parental counselling by trained professionals.

6. Nature of Relationship between some of the Dependent
Variab‘les and Child Characteristics

To further understand the effect of some of the child characteristics on

1
dependent variables t-tests are carried out. Groupwise comparison is not done as

the sample turned out to be very small when each independent variables are put
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mto different categories. So the independent variables taken together for the

entire group is compared with the dependent variables.

6.1 Sex of the child and its relationship with Dependent variables:

To find out whether there is any significant difference exist between

parents perception of stress, nature of coping patterns and marital satisfaction in

relation to the sex of the child t-tests are computed.

Table 6. 11

Sex of Child and Dependent variables -‘t’ values for Fathers

Dependent Male Female ‘t> values
Variables N=71 N=65
Mean SD Mean SD
TSS 29.2 8.93 28.7 9.33 0.31
TSF-I - 10.9 431 9.9 5.15 1.28
TSF-11 84 2.48 8.5 2.22 0.15
TSF-III 8.0 3.44 8.31 3.50 0.43
TSF-1IV 2.0 1.70 2.1 1.46 0.46
CF-1 441 8.30 423 9.28 1.15
CF-11 32.4 9.42 323 10.69 0.10
CF-11I 18.7 3.97 18.7 4.06 0.24
MSS 3.1 1.22 3.1 1.35 0.24

Table 6.11 shows the t-values for the total sample on sex of the child and

dependent vaniables for father.
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Table 6.11 shows that the sex of the child does not influence the

perception of stress, the coping patterns or the marital satisfaction of fathers as

there 1s no "signiﬁcant difference between male and female handicapped child,

on these variables.

Table 6.12 shows the ‘t’ values for mothers on dependent variables

related to séx of the éhild.

Table 6.12

Sex of Child and Dependent variables -‘t> values for Mothers

Dependent

Male Female
Variables N=71 N=65 ‘t” values
Mean SD Mean SD

TSS 29.8 8.90 27.5 8.59 1.49
TSF-I 11.2 435 9.7 4.54 1.86
TSF-IL 8.6 222 8.2 2.43 0.83
TSF-III;' 8.2 3.19 7.8 3.18 0.82
TSF-IV 2.0 1.08 2.0 1.02 0.17
CF1 45.0 785 536 8.07 0.97
CF-II 32.9 9.76 32.6 10.56 0.14
CF-III 19.7 10.07 18.5 334 334
MSS 3.0 1.07 3.2 1.35 0.92




139

Table 6.12’ shows that there is no significant difference between male
and female child on perception of stress, coping patterns and marital satisfaction
of mothers foo.

The findings in this study indicate that both parent’s experience of stress,
nature of coping patterns and marital satisfaction remains the same irrespective
of the sex of their handicapped child. Contradictory finding is reported by Frey
et al, (1989) that parents experience greater stress with boys and it is
particularly important for fathers. Reeta et al., (1995) report greater impact on
family due _‘.to female retarded child from India.

| i
6.2 Other,handfcaps in the child and its relationship with Dependent variables

Other ﬁandicaps in the mentally retarded children may pause
considerable management problem for the parents. Hence the statistical analysis
is done to find out whether there is any significant difference between parents
who have fnentally retarded children with other handicaps and parents who have

mentally.retarded children without other handicaps.

Tai)le 6.21 shows t-values for fathers on dependent variables related to
other handicaps in child.
Table 6.21 shows that presence of other handicaps in the child does not differ
signiﬁcanﬂy the fathers of handicapped children on stress, coping and marnital

satisfaction.
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: Table 6.21
Other handicaps in the child and Dependent variables- ‘t* values for
Fathers
Dependent Other handicaps Other handicaps
Variables present absent ‘> Values
N=26 N=110
Mean SD Mean SD

TSS | 316 1050 | 284 | 871 1.53
TSF-I - 11.2 5.35 ;102 4.62 0.89
TSF-II_ 8.6 2.44 84 234 0.39
TSF-IIIV ~ 92 3.61 7.9 3.40 1.54
TSF-IV 2.6 1.92 1.9 1.26 1.98
CF-1 2.6 1.92 1.9 1.26 1.98
CF-I - 31.7 11.07 325 9.82 0.32
CF-III ] 19.0 3.47 18.6 4.10 0.47
MSS 3.0 1.66 3.1 1.19 0.36

Table 6.22 indicates the mother’s perception of stress, coping patterns
and marital satisfaction when the handicapped child has other handicaps and

other wise.
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Other handicaps in the child and Dependent variables -‘t’ values for

Mothers
Dependent ther handicabs Other handicaps ‘’ Values
Variables present absent
N=26 N=110
Mean SD Mean SD
TSS 32.1 27.48 27.8 8.42 222
TSF-1 11.6 4.56 10.2 4.44 1.42
TSF-II" 9.2 2.03 8.2 236 1.80
TSF-III'; 92 3.16 7.7 3.14 2.08
TSF-IV 23 1.27 1.9 0.98 1.53
CF-1 44.0 7.98 444 7.99 0.19
CF-II _ 3138 9.88 33.0 10.22 0.51
CF-III - 18.1 34 19.3 8.31 0.70
MSS 29 138 3.1 1.17 0.60
(* P<0.05)

Table 6.22 indicates that there is a significant difference between

mothers of children with other handicaps and without other handicaps on total

stress (t='2‘.‘22; P<0.05). The mean values on total stress shows that the presence

of other handicaps in the mentally handicapped child increase stress for mothers

(M=32.1 & 27.8 resp;). Table 6.22 also indicates that on Stress Factor III the

two groups of mothers differ significantly (t= 2.08; P<0.05), the mothers of

mentally handicapped children with other handicaps reporting more factor III




stress than other mothers. This can be expected as factor III stress deals with the
child characteristics in general. The findings show that the mothers in general
experience more stress on having a mentally retarded child with other handicaps
than fathers. This may be due to the fact that mothers are more involved with the
care taking needs of the child. However, the presencé of other handicaps do not
influence the coping patterns or marital satisfaction. Similar finding is reported
by Beckmén (1983) and Blacher etal (1987) that severity of the child’s disability
has a dramétic impact on the experience of stress of parents. Chetwynd’s (1985)
l

findings also support the present investigation.

6.3 Behavioural problems in the child and its relation with other Dependent
variables

Beﬁavidinal problems in mentally handicapped children are common and
they pause additional problems to the parents. Presence of behavioural problem
1s of grgaf concern and management problems for the parents. Hence the
analysis ié carried out to find out whether there 1s any sigmﬁcaﬁt difference
between parents when their handicapped child has behavioural problems and
when they don’t have it.

Téble 6.31 indicates the father’s report of stress, coping patterns and
marital sétisfaction in the presence of behavioural problems in the handicapped
child |

Table 6.31 shows that the presence of behavioural problems in the
handicapped child leads to significant difference between fathers on total stress
(t=2.89; P<0.01) The mean values indicate that the presence of behavioural
problems‘ increases the stress in fathers (M=31.9 & 27.2 respectively). The

fathers alsb differ significantly on Stress Factor III (t= 2.51; P<0.05) where
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Stress Factor IIl deals with the child characteristics and Stress Factor IV

(t=2.89; P<0.01), the

physical incapacitation in the child. Presence of

behavioural problems in the child increase the stress of fathers. No significant

difference 1s observed for other dependent variables.

Table 6.31

Behavioural Problems and Dependent Variables - ‘t’ values for Father

ADepende'lvlt Behavioural Problems | Behavioural Problems | ‘t’ Values
Variables Present Absent
N=52 N=84
Mean SD Mean SD
TSS 31.9 8.42 272 9.04 2.89%*
TSF-T 113 4.66 98 474 1.73
TSF-II ' 8.9 224 8.2 238 1.81
TSF-IIL 9.1 331 7.6 T 343 251*
TSF-IV 2.5 1.67 1.8 1.15 2.89%%
CF-1 - 427 9.56 435 8.3 0.47
CF-II 32.1 9.64 325 10.29 0.23
CF-II 18.8 4.32 18.6 3.80 0.36
MSS 3.0 1.28 32 1.28 0.89

(* P<0.05; ** P<0.01)

dependent vanables for mothers.

Table 6.32 indicates the behavioural problems in the child and
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Table 6.32

Behavioural problems and Dependent variables- ‘t’ values for Mothers

Dependent Behavioural Problems Behavioural Problems ‘t> Values
Variables present : absent
N=52 N=84
Mean SD Mean SD
TSS 30.9 8.09 27.2 8.89 2.35%
TSF-I. - 11.4 4.60 9.9 433 1.82
TSF-1I 8.9 2.41 8.1 2.23 1.75
TSF-III 8.8 274 7.5 3.36 2.19*
TSF-1V 2.1 1.03 1.9 1.05 1.06
CF-1 © 437 9.43 44.6 6.90 0.62
CF-II 329 10.66 32.7 9.84 0.09
CF-II 200 | 1154 18.5 3.18 1.07
MSS 3.1 - 1.41 ' 1.08 0.11
3.0

(* P<0.05)

Table 6.32 indicates that the mothers differ significantly (t=2.35, P<0.05)
on total stress when the child has a behavioural problem The mothers of children
with behavioural problem report more stress than without behaviour problems,
the means being 30.9 and 27.2. On Stress Factor III i.e., child characteristics
also the mothers differ significantly (t= 2.19; P<0.05) where the mothers of
mentally Handicapped children with behavioural problems reporting more factor

I1I stress than other mothers. This may be expected as factor III stress deals with
I
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child characteristics. Chetwynd (1985) reports that the stress levels were higher
amongst mothers whose children are a management problem are abnormally
active or under active and unable to play with others.

The overall findings show that the behavioural problems ’in the mentally
retarded child increase the stress of both parents. Mothers report significant
Increase 1n perception of stress when the child has some other handicaps also
along with mental retardation Beckman (1983), Blacher et al (1987) and
Baxter (1989) report similar findings that specific characteristics of
handicapped individuals are strongly associated with higher stress levels in
parents. The more severe the child’s behavioural problems, the greater the
"degree of stress for parents (Braddock et al., 1991). Reeta et al (1993) report
increased s‘tress‘in parents when the child has behavioural problems.

The management of behavioural problems using appropriate methods
turns out to be very importaht in reducing stress of i)arents. Dealing with other
handicaps m the child with the suitable management methods also calls for
attention in dealing with parental stress. The observation in this investigation
invites atfention of multidisciplinary approach to management of mental
retardation including professionals from medicine, psychology, special

education, speech therapy and so on.

The principal finding of the present study in relation to stress is that,
moderate stress is experienced by both parents (>60%) with mentally retarded
children. 'Mentally retarded children with& IQ below 50 in the younger age group

is more stressful for parents than other categories.
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Iﬁ investigating social stress in families, Hill (1949) presented the
ABCX formula of crisis. iThe B factor is the family resources, which help in
dealing with the stress. Factors that affect a family’s adjustment to stressors
identified are family members personal resources, social support, coping etc. An
analysis of parents personal resources in the present study indicates that more
than 70 per cent of parents had high school education or above. This may have
helped the parents to learn more about the condition and implement the
appropriate management strategy for their retarded children, leading to the stress
perception only at the moderéte level. More than 80 percent of children 1n the
present study are attending special schools. All the fathers in the present study
have some kmd of occupation and their family income is also better off, leading
to a better adjustment in terms of financial aspect and to the stress of having a
handicapped child in the family. As 85 per cent of mothers are housewives and
are free of the dual responsibility of another occupation also would have helped
in reducing the effect of stress. They have more time available for the
handicapped child while the fathers could concentrate more one their
occupation.

The mediating influences of social support in protecting against the effect
of stressors are documented by Kaplan (1974) and Gore (1978). In the present
study 90 per cent of the parents have one or the' other kind of social support
available to them. This again emphasisgs the importance of social support in
promoting recovery from stress experienc‘ed (Coletta, 1979).

The number of total children in the family is three or less than that in the

present study in more than 90% of families. This may also have a moderating
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effect on p_erception of stress of parents as they have more time and energy to
share for the handicapped child.

Coping resources have been considered as an important moderator
variable in stress research. Mc Cubbin et al (1976) report that coping behaviours
will reduce or eliminate stressor events and their hardships. In the present study
more than 60 per cent of parents report moderate to extreme helpfulness of
using the tﬁree distinct coping factors assessed in the presence of a handicapped
child in the family. The perception of moderate stress reported by the parents
also may have influenced by the frequent use of these coping patterns by them.

Stresses reported by the parents are greatly influenced by the marital
satisfaction they experience. Parents functioning moderately along the
dirnensions of cohesion and adaptability are likely to make a Ihore successful
adjustment' to stress (Olson et al, 1979) The moderate martal satisfaction
reported by more than 70 per cent parents in the present study may be a
supporting evidence for Olson’s findings.

Hills conceptualisation of the process of a familial reaction to stressor
events in his ABCX model of family crisis in particular has provided the
foundation: for much of the family stress research in the past two decades. His
model dismisses the notion of a direct relationship between the stressor event
(A) and the resulting family crisis (X). He proposes that there are two major
buffering variables, which could protect the family from becoming dysfunctional
following exposure to stressor events. The B factor comprises various types of
family resémces available to that particular family; the C factor is the subjective

meaning assigned to the stressor event bylthe family. (Wikler, 1989)
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The B factor has received a great deal of attention by stress researchers in
recent years. The family resources identified are (1) the individual variables such
as coping skills, health, education, religious beliefs etc.(2) marital variables such
as maﬁtal satisfaction, communication style, sharing of roles and workloads,
mutual embtional support. (3) Family variables such as mutual support, level of
adaptability, cohesion, emotional sharing, autonomy and so‘ on. (4) Social
supports including friends, community, professionals, family with more persohal
resources and strong interpersonal informal support net works cope better with
stress than do those without those family resources (Ell, 1984).

The “C’ factor perception has received too little attention in family stress
research (Boss,\ 1986) The subjective meaning that members of a particular
famly assign to the stressor event Will weigh as a mediating variable in
predicting the course of events for that family. Family members may view the
stressor as easy or difficult to manage as ‘fate’ or as an opportunity to grow from
a challengé, or as an overwhelming load. As a result, they may perceive
themselves as helpless victims or achieve the role of active agents in their effort
to survive (Wikler, 1989).

Crisis (the X factor) is any sharp on decisive change for which old
family pa&ems are inadequate. It is characterised by the families iability to
restore stability and by the continuous presence to make changes in the family
structure ahd-pattems of interaction. Stress may never reach crisis proportion if
the family is able to use existing resourcey and define the situation.

The ABCX model may take on a greater potential in examining the

process of stress in families of child with mental retardation. The subjective
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meaning accorded to this stressor by almost everyone is discrediting (Wikler,
1989), duev:' to the stigma attached to it. The ABCX model is reportedly a unique
theory sﬁited to studying the stress in families of children with mental
retardatio;;.

In the present study the investigator has tried to bring out the importance
of A, B, C and X factors in families of children with Mental Retardation. A 1s
the mentally retarded child himself and his various characteristics can be viewed
as the C féctor which influence the parental perception. The child characteristics
like low IQ, younger age and presence of behavioural problems turned out to be
significant factors influencing parental perception of increased stress, in the
present study.

The B factors analysed in this study are parental education, occupation,
total numb:er of children in the family, family income, social support, coping
resources ahd marital satis;faction‘ It may be found that all the above factors may
have a positi\;e mfluence on parental perception of stress that the parents as a
group report only moderate amount of stress on having a mentally handicapped
- child in thé family, possibly due to the buffering effect of the B factors.

QRS-F has helped to bring out the crisis (the X factor), which is the
stress experienced by the parents. Thus the present investigation tries to bring
out the stress in the 'families on flaving ‘;:1 mentally retarded child based on the
theoretical framework on family stress proposed by Hill.

The present investigation thus tries to bring out some of the salient

features of parental stress and coping on having a mentally retarded child in the

|
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family in the state of Kerala. The observations have many qlinical significance,
for the families and the profeﬁsionals working in the field.

The findings in the présent study supports a competence model in which
the families may respond to the care of a child with handfcaps with resilience
and adaptive functioning despite the presence of stress in the family. To lessen
the stress intervention should be directed at increasing child competence, care
taking of the child and changing parental perception of handicap. Helping the
families to value or develop their own strength and unique family styles may be

necessary.
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SUMMARY AND CONCLUSIONS




This investigation has been conducted with the purpose of gaining

insight infé the stress and coping amdng the parents of mentally handicapped
individuals in India especially in the state of Kerala. The main aim of this study
is to find out whether there is any significant difference between parents of
different groups of mentally handicapped individuals in terms of the stress they
experience, the coping patterns they employ and their marital satisfaction. The
secondary ijectives of the study are to find out the inter-relationship between
the dependént variables and the role of child characteristics on the experience of
stress and coping of the parents.
Tools used for .the study

The tools used to investigate the above mentioned aims are:
1) Questionnaire on Resources & Stress-Short form (QRS-F; Fredrich,

Greenberg, Crnic, 1983)

2) Coping Health In\}entory for Pﬁents (CHIP, Mc Cubbin et al., 1983)
3) Marital Satisfaction Scale (MSS; A Visual Analogue Scale, Aitken; 1985

Alq_ng with this a detailed demographic data sheet and an interview
schedule to elicit some of the relevant details are also used.

Quéstionnaire on Resources andi Stress has four independent factors
which are “analysed independently along with total stress score.

Cc;ping Health Inventory for Parents has 3 independent factors which are

subjected to separate analysis.
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On Marital Satisfaction Scale a composite single score is taken separately
for analysis.

A summary of the present study is given below.
I. An overview of the Respondents
1.11Sample of the study; Parent characteristics

Both fathers and mothers are considered separately for this study. A total
of 136 parent pairs constitute the sample. They belong to the following four
groups. |
Group I - Parents of mentally handicapped children between the age of 12- 18

“yrs. and IQ below 50. ‘
Group 11 :l‘vPareI‘Jts of mentally handicapped children between the age of 12- 18
f‘yrs. and IQ above 50.
Group III : Parents of mentally handicapped children between the age of 5- 11
| yrs. and IQ below 50.
Group IV : Parents of mentally handicapped children between the age of 5-11
yrs. and IQ above 50.

Group I has 23.5%, Group II has 24.3%,Group 111 has 27.9% and Group
IV has 24.3%parent pairs of the total sample. |
112Age

Since the age of the mentally handicapped individuals are controlled the
age of pafents fall within a particular range
a) The ﬁeén age of fathers 1s 45.2yrs, 46.1 yrs, 35 yrs and 34.4 yrs for group I,

II, III and 1V respectively.
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b) The mean age of mothers is 42.4 yrs, 43.2 yrs, 32.2 yrs and 31 yrs for group 1,
| I1, 111 and IV respectively.
1.13 Education
Parental education is divided into four categories of (1) below 7 years,
(2) 8-10 yrs (3) 11-15 yrs and (4) above 15 yrs. of education
a) 19.9%, -39%, 31.6% and 5.1% of fathers fall in the above educational
categories of 1,2,3 and 4 respectively.
b) 26.5%, 50%, 21.3% and 2.2% of mothers fall in four respective educational
categories.
1.14 Occupation
a) Fathersi occupation is classified into four groups of (1) unskilled (2) semi
skilled (3) skilled and (4) others. 33.8%, 24.3%, 36.0% and 4.4% of fathers
fall into'_four respective groups.
b) Motherlé’ occupation is classified into two groups only namely (1) working
and (2) housewife. Only 15.4% belong to the working group and 84.6% belong
to the group of house wife.
1.15 Incoit_ze
Income is computed for the family as a unit and not separately for father
and mother. Three groups are identified with group (1) monthly income of less
than Rs.1500/- group (2) Rs.1501-3500 and group (3) more than Rs.3500/-.
25% of families belong to group 1, 27.9% to group II and 47.1% to group I11.
1.16 F. amtly social support
Fémily social support is classified into four major groups in the present

study. 35.3% of families have (1) other members of the family as the major
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social suppért. 45.6% has (2) relatives, 3.7% has (3) friends 5.1% has (4)
community and 10.3% has (5) no social support at all.
1.17 Total number of children in the family:

An inquiry into the total number of children in the family gives the
following details (1) 3.7% of family has only one child who is retarded (2)
62.5% has two children (3) 29.4% has three children and (4) 4.9% has four or
more. |
1.2 Sample of the study :child characteristics
1.21 Age and IQ of Children:

The four groups of parents are identified based on the age and 1Q of mentally
retarded childrep. (1)23.5% belong to the category of 12-18 yrs of age and 1Q
below 50-(2) 24.3% has 12-18 yrs of age jwith 1Q above 50 (3) 27.9% has 5-11
yrs of age and 1Q below 50 and (4) 24.3% belong to the category of 5-11yrs with
IQ above 50. The total number of children considered are 136.

1.22 Sex of the child

' 52.2% of children belong to (1) male sex and (2) 47.8% belong to

ferﬁale sex group.
1.23 Behavioural Problems

(2)38.2% of children are reportedly having behavioural problems while
(b) o6l .8%.has no behavioural problems reported.

1.24 PreSehce of other handicaps
(2) 19.1% of children have other handicaps along with mental retardation

~ and (b) 80.9% has no other handicaps.
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II Pattern of Stress reported by the parents
The present investigation highlights the following findings.

2.11 Moderate stress 1s reported by 63.3% of fathers and 62.2% of mothers of all
menté.lly retarded children, irrespective of age and 1Q of the child.

2.12 When groups are analysed separately, 40% of Group III fathers and 51.5%
Group III mothers report extreme stress. That is IQ below 50 in the
younger age group is more stressful for parents than other categories.

When four independent factors of stress are analysed separately the
following results are noted.

2.2 Stress F actor I (Parent & Family Problems)

2.21 Moderate (45.2%) to extreme (30.2%) stress 1s reported by fathers of total
saniple in terms of Stress Factor 1. 42.9 percent of Group 111 fathers report
extreme factor I stress .

2.22 Moderate stress (52.8%) is reported by mothers of the total sample on
factor I stress. 53.1 percent Group III mothers report extreme factor I
streé‘s than other groups.

2.3 Stress'vF actor Il (Pessimismy)

2.31 72.2% fathers of total sample report extreme stress on pessimism as a factor
of ‘sAtress on having a mentally retarded child. Group I fathers (86.7%) and
Gfoﬁp III fathers (65.7%) report extreme stress compared to other groups
suggesting that low IQ level predicts increased pessimism in fathers.

232 694 ‘% mothers of total sample report extreme stress on Stress Factor I1.

84.4% Group IV mothefs report extreme factor 1I stress compared to

other groups.
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2.4 Stress Factor Il (Child Characteristics)

2.41 49.2% fathers report moderate stress on factor III of stress. When groups
are t?ken separately 63.3% Group I fathers report moderate stress, in
terms of child characteristics.

2.42. 50.4 % of mothers of total sample report moderate stress on Stress Factor

IIL. 48.5 % mothers of groﬁp III report extreme stress on the this factor.

2.5 Stress Factor 1V (Physical incapacitation)

2.51 Stress factor IV 1s only a low stress for 77.8 % of fathers. However, 25.7 %

Gréups III fathers perceive it as extremely stressful compared to other

grotps. |

2.52 For 74.4 % mother’s Stress Factor IlV is reportedly of low stress. However
the low 1Q 1in the younger age group (Group III) is of moderate stress in
terms of physical incapacitation for 42.4% of mothers.

2.6 The results of ‘t’” values and ANOVA indicate that parents of four groups
diﬂ"éf' significantly on total stress. Mentally handicapped children of
younger age group with low IQ cause more stress for both fathers and
mothers.

The results of ‘t” values and ANOVA for four factors of stress are as
follows: . -

2.61 Gropp III fathers and mothers differ éigniﬁcantly from other groups and

report more stress on Stress Factor I i.e. parent and family problems.

2.62  Groups I and II differ significantly on stress factor II. Low IQ in older

age group places more pessimism for fathers. Also among mildly
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mentally retarded group yoﬁnger age group places more factor 1l stress
for fathers.

2.63  Groups II and IV mothers differ significantly where mothers of lower
age group children reporting more stress on factor II i.e. Pessimism.

2.64 On‘FStress Factor III, Group II fathers differ significantly from other
groups where Group II fathers report less factor 111 stress related to child
chafacteristics. The same result is obtained for mothers too.

2.65 On Stress Factor 1V, difference is significant for Group I1I fathers and
mothers where Group III parents ‘experience more factor 1V stress than
oth'ér groups.

The overall analysis indicate that the children of younger age group with
lower iﬁtelligence place more stress on parents than others.

3 Natufe of coping patterns employed by the respondents
ThiS study shows the following findings regarding coping patterns.

3.1 Coping factor I Maintaining family integration co-operation and an
optimistic definition of the situation.

3.11 Coping Factor I is extremely helpful for 72.7% fathers of the total sample.
In Group III 57.6 % only report it as extremely helpful.

3.12 76.2 % mothers of total sample report extreme helpfulness in using Coping
Factor 1. In Group II 67.7 % mothers only report extreme helpfulness
which is slightly less compared to other groups.

3.2 Coping Factor II Maintaining social support self esteem and
psychological stability

321 52.5% fathers and 48.4 %mothers report moderate helpfulness in using

Cdping Factor 11 on having a mentally retarded child. Group wise analysis
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shows that 60.7% Group II fathers and 69% Group II mothers report
extreme helpfulness of Coping Factor IT which is higher than other
groups.

3.3 Coping factor Il understanding the medical situation through
communication with other parents and consultation with medical

staff .

3.31.825 % fathers and 96 % mothers report that Coping Factor 1l is
extremely useful in the presence of a mentally handicapped child. Group
wise analysis also indicate the same findings.

3.4 The results of ‘> values and ANOVA for three coping factors are as

followg:

3.41. The difference between group 1is not significant for Coping Factor 1 for
both fathers and mothers.

3.42 Groﬁp II and Group 11l fathers differ sigmficantly on Coping Factor 11
whgfe Group II fathers use it more significantly. Four groups of mothers
differ significantly on Coping Factor II. Group II mothers use it more
frequently than others.

3.43 Four groups of fathers do not differ significantly on Coping Factor III.
Héerver mothers of Group IV differ significantly from other groups
where Group IV mothers use it more frequently.

4 Nature of Marital satisfaction reported by the groups

The following are the major finding regarding the marital satisfaction.
4.1.70.5 %of fathers and 72.1% mothers report moderate marital satisfaction on
having a retarded child. Group-wise analysis also shows that majority of

parents report moderate marital satisfaction in all four groups.
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4.2 Analysis of group difference on marital satisfaction for fathers shows that
Groups II and IV differ signmficantly where Group IV parents report more
marital satisfaction than Group I1.

4.3 No significant group difference is seen for mothers on marital satisfaction .

5 Inter correlation between Dependent variables

Thé analysis highlights the following findings for the entire group.

5.1 Stress of fathers and mothers and marital satisfaction of fathers and mothers
show_ significant positive correlatic‘)n for the entire sample. (=0.56 &
=0.62 resp; P<0.01)

52 Coping Factors I and II of fathers negatively correlate with their stress
(= -0.55 «.& = -0.45, P<0.01). Coping Factor III shows a positive
correlation with stress (= 0.54; P<0.01) for fathers.

5.3 All coping factors are positively correlated to each other for fathers and
mothers.

5.4 Marital satisfaction is positively correlated with their coping factors.

5.5 Coping Factor I is associated with decreased perception of stress for mothers

(r=-0.40; P<0.01)

5.6 Maritél satisfaction of mothers is positively correlated with the three coping
factors of fathers and mothers.

The group-wise comparison of various dependent factors brings out the
following major findings.

5.7 Significant positive correlation is observed on stress, marital satisfaction and

three coping factors between fathers and mothers in all four groups.




161

5.8 Coping. Factor I and 1I of fathers are negatively correlated with their stress
perception in general. However Coping Factor III is positively correlated
with fathers stress in all four groups . Similar trend is observed for mothers
in Group IV only.

5.9 All three coping factors are positively correlated for both mothers and

fathers in all four groups.

6 Child chlaracteristics and its influence on major Dependent variables

The analysis indicates the following findings:

6.1 Sex of-the child does not influence the stress, coping and marital satisfaction
of fathers or mothers. -

6.2 Other hand@caps in the child do not influence the fathers stress or coping.
Mothers experience more stress on having other handicaps in the child.

6.3 Behaﬁoural problems in the child increase the total stress of fathers
signiﬁcantly. Stress Factor Il and Stress Factor IV also show significant
difference between groups for fathers. Similar findings are observed for
mothers too. No significant difference is observed for the other dependent
variaBles.

Implicatig‘ns of the study and suggestions for further research

The present investigation has many clinical implications which are
outhned below.

The major findings of the study suggest that parents of mentally
handicapped as a group experience moderate to severe stress. The children in
the younger age group with severe retardation cause more stress to parents than

other groups. This implies that the parents of this group do require adequate



professional help in understanding the child’s problems and dealing with their
own emotions in adjusting to the presence of handicap. Many often it is found
that parents are misdirected and they shop around a great deal before coming
into terms with the handicap. Awareness programme at the community level by
professionals in the field would help the parents greatly in understanding their
children and planning out adequate management programs for them.

The coping patterns employed by the parents in this study show that they
rely heavily on understanding the corlldition through communication with
professioriéls and other parents to cope with the presence of a handicapped
child. However it also indicates that use of this coping pattern tends to increase
the peréeption of stress in parents especially in fathers. This i1s more prominent
mn the yoﬁnger age group possibly because the parents are still undergoing the
process of adjusting to the presence of a handicap in the family. This also
highlights the need of promoting parent groups of mentally handicapped
children where the parents can share their worries with other parents who have
similar problems with the help of professionals. From the experiences in western
countries and in India, it has been found that such self help groups go a long
way in élleviating parent’s stress on having a mentally retarded child in the
family. With increasing number of families caring for retarded children at home,
service providers have a growing responsibility to help them manage stress and
develop adaptive coping strategies. There is a need to review the existing
predominantly child centred programs and fo reorient them to meet needs of the

parent and families.
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The coping pattern of maintaining family integration, co-operation and an
optimistic deﬁnition of the situation is also reported to be of extreme help to the
parents. Tlus suggests that not only the parents in the family, but other members
especially"’;he siblings of the mentally haildicapped should be involved actively
in the caré taking of the handicapped, which is not done at present. As parents
self help grbup, siblings self help groups also should be formed and promoted so
that the parents stress is reduced considerably. Many siblings play a critical role
n fostering the intellectual, social and affective development of a handicapped
brother or sister (Agarwall & Singh 1998). It is also reported that being in a
family that also has a child with mental retardation does not lead to a greater
degree of mental distress or pathology for the siblings than is found in families
without a child who has mental retardation (Hannah & Milasky 1999). So the
siblingé Iﬁgy be a tremendous support for parents for the caring of their retarded
child. |

Behavioural problems in mentally retarded children increase the stress of
parents. It is essential that appropriafe behaviour modification programs at
school and home should be carried out with the help of professionals so that
parental stfess may be reduced.

It is suggested that the future research in this area may direct towards a
more in-depth study taking into consideration many other relevant variables
pertaining to the family.

There is also a clear need for further resez;rch exploring the complex
relationship between stress, coping and adaptation in families with a larger

sample. These would include family members personal resources including
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economic well being, education, health, problem solvmg skills, personality
characternistics like self esteem, locus of control etc. and the social supports. The
present study is a cross sectional one. Longitudinal studies could be taken up to
understand the stress and adaptations of families of handiqapped in their life
cycle. As this types of investigations are hardly reported frorﬁ India, effort should
be made in this direction, so that helping the mentally handicapped and their
family would be more meaningful and the rehabilitative efforts taken would be

more successful.




BIBLIOGRAPHY




Adams, B (1975) The Family: A Sociological interpretation (2™ Ed),
Chicago: Rand Mc Nally,.

Agarwal, A and Singh, Y. (1998) Siblings of Handicapped Children.
Disabilities and impairments, 2(2), 107-116.

Ainge, D.J _. (1995) A comparison of couple views on caring for their child with
intellectual disability, Australia and New Zealand. Journal of
Developmental Disabilities, Vol. %0(3), 175-186.

Aitken, C;_ (1955) In Sternbach, R.S. The psychology of pain, New York:
Raven Press.

Ali, MR, Al Shaltec, A., Khaleque A, and Rahman A. et al., (1994) Parents
of ment.ally handicapped children: Personality characteristics and
psychological problems. Social Behaviour and Personality, Vol. 22(1),
41-51.

Amirkhan, J.H. (1990) A factor analytically derived measure of coping: The
coping strategy indicator.  Journal of personality and social
psychology, 59, 1066-1074.

Annapﬁma, M. (1997) Mentally Handicapped Children and Family Stress.
New Delhi: Discovery publishing House.

Barsch, RH. (1964). The Handicapped Rating Scale among parents of
handicapped children. American Journal of Public Health, 54, 1560-
1567.

Baxter, C. (1989) Investigating stigma as stress in social interactions of parents.

Journal of Mental Deficiency Research, 33, 455-466.



167

Baxter, C. (1993). Appraised significance of intellectual disability for parents of
children in three age cohorts. Exploring the stress problem. Journal of
Intellectual Disability Research, Vol. 36(6) 519-529.

Beckman, P.J. (1983) Influence of selected child characteristics on stress in
families of handicapped infants. American Journal on Mental
Deﬁciency, 88, 150-156.

Belsky, J _(1984). The determinants of ‘ parenting: A process model. Child
De\')elopment, 55, 83-96.

Blacher, J., Nihira, K. and Meyer, C.E. (1987) Characteristics of home
environments of families of Mentally Retarded Children. American
Jo'tllmalwof Mental Deficiency, 88, 125-138.

Boss, P. (1 986): Famuly stress: perception and context. In M.B Sussman and S.
Steinmetz (Eds.). Hand book an marriage and the family, New York:
Pienum Publishing Corp.

Boss, P. H. Maccubbin and G. Lexter (1979). The corporate executive wife’s
cdping patterns in response to routine husband-father absence. Family
pr(jgess, 18(March), 79-86.

Braddock, D., Fujura, G., Hemp, R., Mitchell, D. and Bachelder, L. (1991)
Current and future trends in state operated mental retardation institutions
in United States. American Journal on Mental Retardation, Vol. 95,
No.4, 451-462.

Brisol, MM. (1984). The Birth of handicapped child: A holistic model for

griéving. Family Relations, 33, 25-32.



168

Bruce, E.J. and Schultz. C.L. (1994) A cross sectional study of parenting
perception, caring for cﬁildren .with mntellectual disability: Special
issﬁes; Family care giving. Australian Journal of Marriage and
Family, Vol. 15(2), 56-65.

Bruce, E.J., Schultz, C.L. Sinyrmias, K.X. and Schultz, N.C. (1994) Grieving
relaied to development. A prelimjnary comparison of three age cohorts
of parents of children with intellectual disability. British Journal of
Medical Psychology, Vol. 67(1), 37-52.

Bryne, E.A. and Cunninghan, C.C. (1985). The effects of mentally handicapped
children in families: A conceptual review. Journal of child psychology
and psychiatry, 26, 847-864.

Burr, WR (19;10). Satisfaction with various aspects of marriage over the life
cyﬁle. A random middle class sample. Journal of Marriage and the
Family, 32, 29-37.

Burr, W.‘R'. (1973) Theory construction and the Sociology of family, New
York : John Wiley and Sons.

Caplan, G (1976). “The family as a support system”. In caplain G., and
Killilea, M (Eds.) Support Systems and Mutual Help, New York:
Greene and Stratton.

Caplan, G. (1974) American Handbook of P.sychiqtty, Vol.2. New York:
Basic Books.

Carey, G.E. (1982). Community Care- by whom? Mentally Handicapped

children living at home. Public Health, 96, 269-278.




169

Carmeron, S.J., Orr, RR. (1989) Stréss in families of school ages children with
delayed mental development. Canadian Journal of Rehabilitation,
2(3), 131-144.

Carpeniellé, B. Piras, A. Paricaite, CM. and Carta, M.G. et al, (1995)
Psyéhiaﬁic morbidity and farnily‘ burden among parents of disabled
children. Psychiatric Services, Vol.46(9), 540-942.

Chaturvedi, S.K. and Malhotra. S. (1982) Treatment Seeking behaviour of
parénts of mentally retarded children. Indian Journal of Clinical
Psychology, 9, 211.

Chaturved‘i, S K. and Malthotra, S. (1993) Psychiatric problems in mental
retérdat‘ign. Child Psychiatry Quarterly, 16(3), 96.

Chaturvedi, SK and Malhotra, S.(1984). A follow up study of mental
retardation focussing parental attitudes. Indian Journal of Psychiatry,
26(4), 370-376.

Chetwy;nd; -J. (1985) Factors contributing to stress on mothers caring for an
inféllectually handicapped child. British Journal of Social Work, 15,
295-304.

Cheng, P.C. and Tang, C.S (1995) Coping and Psychological distress of
Chinese parents of children with Down syndrome. Mental Retardation,
33(1), 10-20.

Chin, Drew and Logan (1979) In Fewell R.R. and Vadasy, P.F (Eds.) Families
of Handicapped Children: Needs and Supports Across the Life Spun

Austin: Proed. Inc.




170

Chomicki, S. and Wilgosh, L.(1993) Health care concerns among parents of
chjldren with mental retardation. Children’s Health Care, Vol. 21(4),
206:212.

Cobb, S. (1976). Social support as a mediator of life stress. Psychosomatic
Medicine, 38, 300-314.

Cohill, B.M and Glidden, L.M. (1996) Influence of child diagnosis on family
and.: parents functioning. Downs Syndrome vs Other Disabilities.
American Journal on Mental Retardation, Vol. 101, No.2, 149-160.

Coletta, W. (1979) Support Systems after divorce: Incidence and impact.
Journal of Marriage and Family, 41, 837-846.

Cullen, J.C. Mgleod, J.A. Williams, P.D. and Williams, A.R. (1991) Coping
Satisfaction and the life cycle in families with mentally retarded persons.
Issues in Comprehensive Paediat)’ic Nursing, Vol. 14(3), 193-207.

Donovan, A.M. (1988) Family Stress and‘ ways of coping with adolescents who
ha?e handicaps: Maternal Perception. American Journal on Mental
Retardation, Vol.92 No.6, 502-509.

Dossetér, D.R, Nicol, AR. Stretech, D. Rajkhowa, S.J (1994). A study of
expressed emotions in the parental primary carers of adolescents with
intellectual disabilities. Journal of Intellectual Disability Research,
Vol.36 (5), 487-499.

Drotar. D (1981) Psychological perspectives in chronic childhood illness.

Journal of Paediatric Psychology, 6,211-228.



171

Dyson, L.L. (1991) Families of young children with handicaps: Parental stress
and family functioning. American Journal on Mental Retardation, 95,
623;629.

Dyson L L.(1993) Response to the presence of a child with disability: Parental
stress and family functioning over time. American Journal on Mental
Retardation, Vol. 96(2), 207-218.

Dyson, L.L.(1991). Families of young children with handicaps. Parental stress
and family functioning. American Journal on Mental Retardation,
95,6, 623-629.

Ell, K. (1984) Note on Research-Social networks social support and health
status: A Review. Social Service Review, 3, 133-149.

Erickson, M ar;d Upshur, C.C. (1989) Care taking, burden and social support;
Corhparison of mothers of inf;ants with and without disabilities.
American Journal of Mental Retardation, 94, 250-258.

Farber, B.(1960) Family organisation and crisis. Maintenance of integration in
families with severely retarded child. Monographs of the Society for
Research in Child Development, 25, 1-9.

Farber, B. (1970) Notes on sociological knowledge about families with
mentally retarded children. In M. Schriber (Ed.) Social work and
Mental Retardation. New York: John Day.

Featherstone, H. (1980) A Difference in the Family. New York: Basic Books.

Floyd, F.J. and Saitzyk, A.K. (1992) Social class and parenting children with
vrnil»d and moderate mental retardation. Special issue. Theory Driven

Research in Paediatric Psychology, Vol. 17(5), 607-631.




172

Floyd, F.J. and Philippe, K.A. (1993) Parental interactions with children with
and without mental retardation. Behaviour management, coerciveness
and positive exchange. American Journal on Mental Retardation, Vol.
97(6), 678-684. |

Flynt, S. and Wood. T (1989). Stress and coping of mothers of children with
moderate mental retardation: Special Issue. Research on Families,
American Journal on Mental Retardation, Vol.94(3), 278-283.

Flynt, S.W. Wood, T.A. and Scott, R.L-(1992) Social support of mothers of
children with mental retardation. Mental Retardation, 30, 4, 233-236.

Folkman S and Lazarus, R.S. (1984) Stress, Appraisal and Coping, New
Yofk: Springer.

Folkman, S. L;.zarus, RS, Gruen, R.J. and Delongis, A. (1986) Appraisal,
coping,- health status and pS}‘Ichological symptoms. Journal of
Pefsonalizjy and Social Psychology, 50, 571-579.

Frey, K.S. _-Greenbery, M.T. Fewell, RR. (1989) Stress and coping among the
parents of handicapped children. A multidimensional approach.
American Journal on Mental Retardation, 94, 240-249.

Friedrich,.W.N., Greenberg, M.T. and Crnic, K. (1983) A short from of the
Qpestionnaire on Resources and Stress. American Journal of Mental
Deficiency, Vol.88, No.1, 41-48.

Friedrich, W.N., Wiltierner, C.T. and Cohen, D.S. (1985) coping Resources
and parenting mentally retarded children. American Journal of Mental

Deficiency, 90(2), 130-139.




173

Friedrich, W.N. (1979) Predictors of the coping behaviour of mothers of
handicapped children. Journal of Consultiﬁg and Clinical Psychology,
47, 1140-1141.

Gath, A. (1977) The impact of an Abnormal child upon the parents. British
Journél of Psychiatry, 130, 405-410.

Gallagher, J.J., Cross, A. and Scharfman, W. (1981). The fathers role. Journal
of bivision Sor Early Childhood, 3, 3-14.

George, L. (1980) Role transition 1in later life in Mc Cubbin et al., Family stress
and coping. A decade review. Journal of Marriage and the Family,
855-871. | | |

Gore, S. (197§) The effect of Social support on moderating the health
consequence of unemployment. Journal of Health and Social
Behaviour, 19, 157-165.

Guilford, J P (1956) Psychometric Meth{)ds. New York : Mc graw hill Inc.

Hannah, M. E. and Melarsky, E. (1999) Competence and adjustment of siblings
wiih mental Retardation. American Journal on Mental Retardation,
104, 1,22-37.

Haris, V.S. and Mc Hale, S.M. (1989) Family life problems, Daily care giving
activities and the psychological well being of mothers of mentally
retérded children. American Journal on Mental Retardation, Vol.94,
No.3, 231-239.

Hill, R. (1958) Social stress on family. Social Case Work, 39 (139-150)

Hill, R. (1949) Families Under Stress, New York: Harper and Row Publishers.



174

Holmes, T.H. and Rahe, RH. (1967) The social readjustment rating scale.
Journal of Psychosomatic Research, 11,213-218.

Holroyd, J. (1974) The Questionnaire on Resources and Stress. An instrument
to measure family response in a handicapped family member. Journal
of Community Psychology, 2, 92-94. |

Hosey, R. (.’1 985) In Shea, T.M. and Bauer, AM. (Eds.) Parents and Teachers
of Exceptional Students. A Handbook for Involvement, Boston: Allyn
and,‘Bacon Inc.

Howard, A. (1974) Aren’t No Big Thing-Coping strategies in a Hawaiian

| American Community. Honolulu University: Hawaic Press.

Jacobs, J. (1“977) Improving communication between health service
professienals and parents of handicapped children: A case study. British
Joérnal of Mental Sub normality, 23, 54-60.

Kazak, A and Marvin, R (1994) Differerlces, difficulties and adaptation: Stress
and social networks in families with a handicapped child. Family
Relations, 33, 67-77.

Kaplan D.A., Smith, R. Grobslein and R. Fischer (1973) Family mediation of
stress. Social Work (July) 60-69.

Koller, H,, Richardson, S.A and Katz, M (1992). Families of children with
mental retardation: Comprehensive view from the epidemiologic
perspective. American Journal on Mental Retardation, Vol. 97(3),

315-332.

Koos, E.L (1946) Families in Trouble. New York : King Goss Press.



175

Kom A, Chess, E and Fernadez. T. (1978) Parents, families and exceptional
children. In Shea T.M. and Bauer, A.M (Eds.) Parents and Teachers of
Exceptional Students: A Handbook for Involvement. Boston: Allyn
and Bacon, Inc. |

Krauss, M.W. (1993) Child related and parenting stress, similarities and
differences between mothers and fathers of children with disabilities.
Américan Journal on Mental Retardation, Vol. 97, No.4, 393-404.

Kravetz, S., Nativitz, R. and Katz, S. (1993) Parental coping styles and the
school adjustment of children who are mentally retarded. British
Journal of Developmental Disabilities, Vol.39 (76), 51-59.

Kubler- Ross, E (1980) Death. The final stage of Growth. In Mc Cubbin, H1,
Joy; C. B., Family Stress and Coping. A Decade Review. Journal of
Marriage and the Family, 855—8?1.

Litwak, E. (1969) Primary groups structures and their function. Kin, neighbours
and friends. American Sociological Review, 34, 465-481.

Lopata (1978) Contributions of external family to the support system of
metropolitan area widows. Limitation of modified kin network. Journal
of Marriage and the Family, 40,355-366.

Mc Cubbin, H, (1979) Integrating coping behaviour in family stress theory.
Jéurnal of Marriage and Family, 41(August), 237-244.

Mc Cubbin H.I Dahl, G. Lester, D. Benson and M. Robert Son (1976) Coping
repertoires of families adapting to prolonged war induced separation.

Journal of Marriage and Family, 38 (August), 415-471.




176

Mc Cubbin. H.1, Joy. C.B, Cauble A .E Cameaue, J.K. Patterson, 1. M., Needle,
R.H. (1980) Family stress and coping A decade review. Journal of
Marriage and the Family (November), 855-871.

Mc Cubbin H.I. and D. Olson (1980) In Mc Cubbin H.I. Joy C.B. Cauble A.E.
Carfieau, JK. Patfernson’, JM. and Needle R.H. Family stress and
coping; A decade review. Journal of Marriage and Family
(November), 855-871.

Mc Cubbin, H.I. and Olson. D. (1980( Beyond family crisis: Family adaptation
in Mc Cubbin et al,, Family stress and coping; A decade review.
Journal of Marriage and the Family (November) 855-871.

Mc Cubbin HI and.Patterson J ..(1983)‘ Family stress adaptation to crisis A
double ABCX model of family behaviour In. H. I. Mc Cubbin, M.
Sussman and J. Patterson (Eds.) Social Stresses and the Family:
Advances and Developments in Family Stress Theory and Research,
New York: Haworth press, pp.7-3;7.

Mc Dowell, G (1976) In Shea, T.M. and Bauer, A M. (Eds.) In Parents and
Teachers of Exceptional Students. A Handbook for Involvement,
Bosion: Allyn and Bacon Lnec.

Mental Retardation: A Manual for Guidance Counsellors (1989), National
Institute for Mentally Handicapped, Secunderabad.

Minnes, P.M (1988) Family resources and stress associated with having a
mentally retarded child. American Journal on Mental Retardation,

Vol.93, No.2, 184-192.




177

Murdoch, J.C. (1984) Experience of the mothers of Down’s syndrome and
S_pinabiﬁda children on going home from hospital in Scotland; 1971-
1981, Journal of Mental Deficiency Research, 28, 123-127.

Moudgill, A.C., Kumar, H. and Sharma, S. (1985) Buffering effect of social
emotional support on the parents of mentally retarded children. Indian
Journal of Clinical Psychology, 11, 63-70.

Narayanaﬁ, H.S. (1979) The Impact of Mentally Retarded Children on their
F arﬁilies, M.D. Dissertation, University of Bangalore.

Nuckolls (l1 972) Psychosocial aspects of life crisis and the prognosis of
pregnahcy. American Journal of Epidemiology, 95, 431-441.

Nursey A.D., J.R., Rohde and R.D.T Farmer (1990) A study of doctors and
parénts attitudes to people with mental handicap. Journal of Mental
Deficiency Research, 34, 143-155.

Olshansky,’ S. (1962) Chronic sorrow,; A response to having a mentally
deféctive child. Social Case Work, 43, 190-192.

Olson, D.H., Sprenkle and C.S. Russel (1979) Circumflex model of marital and
family systems: Cohesion and adabtability dimensions, family types and
clinical application. Family Process, 18 (March), 3, 27.

O, RR. Cameron S. J., Dobson, C.A.j and Day, D.M,, (1993) Age related
changes in stress experienced by families with a child who has
developmental delays. Mental Retardation, 31, (3) 171-176.

Patton, J.R., Smith, M.B., Payne, J.S., (1990) Mental Retardation, New York:

Mc Millian Publishing Company p. 48-49.

)




178

Pearlin, L and Schooler, C. (1978) The structure of coping. Journal of Health
and Social Behaviours, 19, 2-21.

Peshawana, R., Menon, D K., Ganguly, R., Roy, S. Pillay, R.P.RS. and Gupta,
A (1995) Understanding the Indian Families Having Persons with
Mental Retardation. NIMH, Secundrabad.

Peshawania, R., Venkatesan, S., Mahapatra, B., and Menon, D.K. (1990)
Teachers perception of problem behaviour among mentally handicapped
persons 1n special school settings. Indian Journal of Disabilities and
Rehabilitation, January- June 23-29 |

Peshawaria, R., Venketesan, S.R., Menon, D.K. (1988) Consumer demand of
serﬁces by parents of mentally handicapped individuals. Indian
Journal :of Disability and Rehabilitation, July-December 48-57.

Peshawara; R., Venketesan, S.R.; Menon, D K. (1990) Behaviour problems in
mentally handicapped persons. An Analysis of parent needs. Indian
Journal of Clinical Psychology, Vol.17, No.2, 63-70.

Pratt (1976) Family Structure and Effective Health Behaviour. The
Energized Family. Boston: Houghton Mifflin Company.

Quine, L. and Pahle, J. (1986) First cfiagnosis of severe mental handicap:
Characteristics of unsatisfactory encounter between doctors and parents.
Social Science and Medicine, 22, 53-62.

Rabkin,. J.G., Struening, E.L. (1976) Life events stress and illness. Science,
194(3), 1013-1020.

Ramagopai, C.N. and Madhu Rao, P. (1994) A study of behaviour disorders in

moderately mentally retarded children and their relation to parental

d




179

attitude. Indian Journal of Clinical Psychology, Vol. 21 ,(2) September,
27-31.

Rao, K. (1997) Stress and Coping: An Overview. Paper presented at the
seminar on Developments in Clinical Psychology. NIMHANS,
Bé.ngalore.

Rastogi, C.K. (1981) Attitude of parents towards there mentally retarded
children. Indian Journal ’of Psychiatry, 23 (3), 206-209.

Reiss, S. (1995) AAMR, New definition of mental retardation. The Habilitative
Mental Healthcare Newsletter, July/August, 14,4, 65-69.

Rimmermaﬁ, A. (1991) Parents of adolescents with severe intellectual disability
n ISrael_: Resources stress and the decision to apply for out of home
placérnent. Australia and New Zealand Journal of Developmental

Disabilities, Vol.17 (3), 221-329.

Rogner, J. and Wessels, E.T. (1994) Coping of mother and fathers with a first
or second born mentally handicapped child. Praxis-der-kiader

psychologic-und- kinder psychiatric, Vol. 43(4) 125-129.
|

Romans —Clarkson, S.E., Clarkson, J.E ,Dittmer, 1.D., Fett, R., Linsel. C,
Mullen, B. (1986) Impact of a handicapped child on mental health of

parents. British Medical Journal, 293, 1395-1397.

Roose, P. (1975) Parents and families of the mentally retarded in LM. Kaiff
man and J.S. Payne (Eds,) Mental Retardation: Introduction and

Personal Perspectives, Columbus: OF. Merril.

yd



180

Ross, K.E. (1964) Parents families and exceptional children. In Shea, T.M., and
Bauer A M. (Eds.) Parents and Teachers of Exceptional Students. A

Handbook for Involvement, Boston: Allyn and Bacon Inc.

Rousey, A. Nest, S. and Blacher, J. (1992) Mothers and fathers perception of
stress and coping with children who have severe disabilities. American

Journal on Mental Retardation, Vol. 97, No.99-109.

Schultz, C.L., Keons, M.A., Bruce, E.J., Smyrmiosc, K. K. (1992) Caring for
fathers and mothers with intellectual disability. A pilot study. Australia
and New Zealand Journal of Developmental Disabilities, Vol.18 (1)

45-46.

Sen, A. (1988) Psychosocial Integration of the Handicapped. A Challenge to

the Society, Delhi: Mittal Publications.

Seshadri, M., Verma, V.K., Verma, S.K. and Pershad, D.C. (1983) Impact of a
mentally retarded child on the 3fami1y. Indian Journal of Clinical

Psychology, 10, 473-478.

Sequeira,E.M., Madhu Rao.P., Subbakrishna, D. and Prabhu, G.G. (1990)
Perceived burden and coping styles of the mothers of mentally

handicapped children. NIMHANS Journal, Vol. 8(1), 63-67.

Shea, TM. and Bauer, A.M. (1985) Parents and Teachers of Exceptional

Students. A Handbook for Involvement, Boston: Allyn and Bacon Inc.



181

Shek, D.T. and Tsang, S.K. (1993) Coping responses of chinese parents with
pre-school mentally handicapped children. Social Behaviour and

Personality, Vol. 21(4), 303-312.

Simmons, R., Klein, S., Thorton, K. (1973) The family members decision to be
a kidney transplant donor. Journal of Comparative Family Studies, 4,

88, 115.

Simpson, Y. (1998) Priyas Mummy Stayed On. Health Action, Vol.11, No.8,

21-22. i

Srivastava, R.K. (1990) Frustration aggression patterns of mothers of retarded

children; Disabilities and Impairment, Vol.4 (1) 51-56.

Susan, R. and Rizzo, H. (1983) Parents, families and exceptional children in
Shea, T.M, and Bauer, AM. (Eds) Parents and Teachers of
Exceptional Students. A Handbook for Involvement, Boston: Allyn

and Bacon Inc.

Suelzle, M. and Keenan, V. (1981) Changes in family support network over the
life cycle of mentally retarded persons. American Journal of Mental

Deficiency, 1986, 267-274.

Suuan, R. and Rizzo, H. (1983) The parents and families and exceptional
students. In Shea T.M. and Bauer A M.(Eds.) Parents and Teachers of
Exceptional Students: A Handbook for Involvement, Boston: Allyn

and Bacon Inc.



182

Tangri, P. and Verma, P. (1992) A study of social burden felt by mothers of
handicapped children. Journal of Personality and Clinical Studies,

8(2), 117-120.

Thressiakutty, A.T. and Narayan, J. (1990) Parental perceptions of problems
and expectations regarding their mentally retarded children, Indian

Journal of Disabilities and Rehabilitation, July-December, 60-64.

Trute, B. (1995) Gender difference in the psychological adjustment of parents
i
of young developmentally disabled children. Journal of Child

Psychology, Psychiatry, Vol.36, No.7, 1225-1242.

Tsang, S., Tsang, S., Chan, E., Lec, C. (1992) Stress of parents with normal
and special schoolchildren; A comparison study. Bulletin of the Hong

Kong Psychological Society, Jan-July, No.28, 29-63-79.

Turnbull, A.P. and Turnbull, P.R. (1985) Parents Speak Out: Then and Now

(2" Ed). Columbus: OH Charles E. Merril.

Vaughen, B., Egeland, A., Sroufe and Waters, E., ( 1.985) Individual difference
in infant mother attachment at twelve and eighteen months: Stability and

changes in families under stress. Child Development, 50, 971-975.

Veena, S.G., (1985) Management problems and practices of homemakers with
a disabled member in the family. The Indian Journal of Social Work,

Vol. XLV, No.4 (Jan),



183

Walker, L.S., Van Slyke, D.A. and New braugh, J.R. (1992). Family resources
and stress. A comparison of families of children with cystic fibrosis,
diabetes and mental retardation. Journal of Paediatric Psychology,

Vol.17(3), 327-343. '

Wikler, L.M,, (1986). Periodic stress on families of older mentally retarded
children. An exploratory study. American Journal of Mental

Deficiency, (90), 6, 703-706.

Wilton, K. and Renault, J. (1980) Stress levels in families with intellectually

handicapped pre-school children. Journal on Mental Deficiency

Research, 30, 163-169.

Zigler, E. and Hodapp, RM. (1991) Understanding Mental Retardation.

Cambridgé: Cambridge University Press, P.158..

Zuk, G.H., (1959) In Fewell, RR. and Vadasy, P.F. (Eds) Families of
~ Handicapped Children; Needs and Supports Across Life Span,

Austin: Proed Inc.




APPENDICES




Appendix I
SOCIO DEMOGRAPHIC DATA SHEET

I Child Characteristics
Name of the child:

1-1 Age

1-2 Sex |

1-3 Education

1-4 Other Handicaps

1-5 Behavioural problems
1-6 IQ

II Parent characteristics —Father
2.1 Age

2.2 Years of education

2.3 Occupation

I1I Parent Characteristics —Mother
3.1 Age |

3.2 Years of Education.

3.3 Occupation

(@) (5-11) yrs

(1) Male

(1) Normal School
(1) Present

(1) Present

(1) Above 50

(1) Below 7 yrs

(1) 11-15 yrs..
(1) Unskilled
(iii) Skilled

) Below 7 yIs
(1) 11-15 yrs.
(1) Working

(i) (12-18) yrs

(11) Female

(i1) Special School

(1) Absent
(1) Absent
(11) Below 50

(11) 8-10 yrs

(1v) Above 15 yrs
(11) Semi-skilled
(1v) Others

(1) 8-10 yrs
(1v) Above 15 yrs

(i1) Housewfe



1V Family details
4.1 Number of children in the family

4.2 Family income per month:

4.3 Social supports available

M1 (1)2 (i) 3 (iv) 4 and more
(1) . Up to Rs. 1500

(ii) Rs. 1501 to Rs.3500

(i11) Above Rs.3500

(1)Other members in the family

(1) Relatives

(11) Friends

~ (1v) Community

(v) No supports




APPENDIX II (a)
QUESTIONNAIRE ON RESOURCES AND STRESSES

This questionnaire deals with your feelings about a child in your family.
There are many blanks on the questionnaire. Imagine the child’s name filled in on
each blank. Give your honest feelings and opinions. Please answer all of the
questions, even if they do not seems to apply. If it is difficult to decide (True (T) or
False (F) answer in terms of what you or your family feel or do most of the time.
Sometimes the questions refer to problems your family does not have.
Nevertheless, they can be answered True or False, even then. Please begin.V

Remember to answer all of the questions.

| D doe?sn’t communicate with others of his/her age. T/F

2. Other members of the family have to do without things because of ------ T/F

3. Our family agrees on important matters . T/F

4. I worry about what will happen to ----- when I can no longer take care T/F
of

5. The constant demands for care for ---- limit growth and development of T/F

someone else in our family
6. - is limited in the kind of work he/she can do to make a living T/F
7. I have accepted the fact that -——- might have to live out his/her life in T/F
some special setting (eg. Institution or group home)
|
9. I have given up things I have really wanted to do in order to care for --- T/F
10, —--eemeee- is able to fit into the family social group T/F

11.  Sometimes I avoid taking ~------ out in public T/F




12.

13.
14.
I5.
16.
17.
18.
19.
20.
21.
22.

23.

24.

25.
26.
27.
28.
29.
30.
31.

32.

In the future, our family’s social life will suffer because of increased

responsibilities and financial stresses

It béthérs one that ------ will always be this way

I feel tense whenever I take ------ out 1n public

I can go visit with friends whenever I want

Taking ------ on a vacation spoils pleasure for the whole family
------- know his/her own address

The family does as many things together now as we ever did |
-------- -- 1s aware who he/she is

I get upset with the way my life is going

Sometimes I feel very embarrassed because of --=-e-

--------- doesn’t do as much as he/she should be able to do.

It 1s difficult to communicate with ------- because he/she has difficulty

understanding what is being said to him/her

There are many places where we can enjoy ourselves as a family when

----- comes along

---------- is over-protected

........... 1s able to take part in games/sports

I has too much time on his/hef hands

I am disappointed that ------ doesn’t 1¢ad a normal life
Time drags for ----- , especially free tir‘ne

-------= can’t pay attention very long

It 1s easy for one to relax

I wdrry about what will be done with ----- when he/she gets older

T/F

T/F
T/F
T/F
T/F
T/F
T/F
T/F
T/F
T/F
T/F

T/F

T/F

T/F
T/F
T/F
T/F
T/F
T/F
T/F

T/F




33.
34.
35.
36.

37.

38.
39.
40.
41.’
42.

43.

44.
45,

46.

47.
48.
49.
50.

51.

I get aimost too tired to enjoy myself

One of the things I appreciate about ------ 1s his/her confidence
There is a lot of anger and resentment in our family

------ -- 1s able to go to the bathroom alone

--------- cannot remember what he/she says from one moment to the

------- can ride a bus

It is easy to communicate with ------

The constant demands to care for ---- limit my growth and development
-------- éccepts himself/herself as a person

I feel sad when I think of ------

I often worfy about what will happen to ------- when I no longer can
take care of him/her

People can’t understand what ----- tries to say

Caring for ------ puts a strain on me

Members of our family get to do the same kinds of things other families
do

--------- will always be a problem to us

------- 1s able to express his/her feelings to others

------ has to use a bedpén or a diaper :

I rarely feel blue |

[ am Worried much of the time

------- can walk without help

T/F
T/F
T/F
T/F

T/F

T/F
T/F
T/F
T/F
T/F

T/F

T/F
T/F

T/F

T/F
T/F
T/F
T/F
T/F

T/F
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APPENDIX ~I1I (a)
CHIP
-."COPING HEALTH INVENTORY FOR PARENTS
The .Coping Health Inventory for Parents was developed to record what
parents find helpful or not helpful to them in the management of family life when
one or more of its members is ill for a brief period or has a medical condition
which call for continued medical care to complete this mventory you are asked to
read the list of “Coping behaviours” one at a time and record how ‘helpful” it 1s

to you , as given below

Extremely | Moderately | Minimally Not
Helpful Helpful Helpful Helpful

3 2 1 0

1 | Trying to mamtam family stability
2 | Engaging in relationships and
friendships which help me to feel
important and appreciated

3 | Trusting my spouse (or former
spouse) to help support me and
my child(ren)

4 | Sleeping

5 | Talking with the medical staff
(nurses, éocial worker, etc.) when
we visit the medical centre

6 | Believing that my child (ren) will
get better

7 | Working, outside employment

8 | Showing that I am strong




10

11

12
13

14
15

16

17

18

19
20

21

Purcha;_Sing gifts for myself and/or
other fémily members

Talking with other
individuals/parents in my same
situation

Taking good care of all the
medical equipment at home
Eating

Getting other members of the

family to help with chores and

"] tasks at home

Getting away by myself

Talking with the Doctor about my
concemns about my child (ren)
with the medical condition
Believing  that .the mediéal
centre/hospital has my family’s
best interest in mind

Building close relationships with
people

Believing in God

Develop myself as a person
Talking‘ with other parents in the
same type of situation and
learnihg about their experiences
Doing things together as a family
(involving all members of the

famuly)




22

23

24
25

26
27

28

29

30

31

32

33

34

35

Investing time and energy in my
job |

Believing that my child is getting
the best medical care possible
Entertaining friends in our home
Reading about how other persons
in my situation handle things
Doing things with family relatives
Becoming more self reliant and
independent

Telling myself that I have many
things I should be thankful for
Concentrating on hobbies (art,
music, jogging, etc.)

Explaimning our family situation to
friends and neighbours so they
will understand us

Encouraging child (ren) with
medical condition to be more
independent

Keeping myself in shape and well
groomed

Involvement in social activities
(parties, etc.) with friends

Going out with my spouse on a
regular basis

Being sure prescribed medical

treatment for child (ren) are




36

37

38

39

40

41

42

43

44

45

carried out at home on a daily
basis

Building a closer relationship
with my spouse

Allo“/ing- myself to get angry
Investing myself in my child (ren)
Talking fo someone  (not
professional counsellor/ doctor)
about how I feel

Reading more about the medical

‘| problem which concerns me

Talking over personal feelings
and concerns with spouse

Being able to get away from the
home care tasks and respon-
sibilities :for some relief.

Having my child with the medical
condition seen at the chnic/
hospital on a regular basis
Believing that things will always
work .outl

Doing things with my children




Appendix ITI (b)
COPING HEALTH INVENTORY FOR PARENTS
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 APPENDIX IV (a)

Marital Satisfaction Scale

The numbers 0 to 6 given below on the line indicate the overall level of
happiness or satisfaction one experiences in his/her marital relationship. Please
indicate your level of satisfaction regarding your married life by circling the

appropriate number considering all aspects of your marital relationship.

x 2% % % x % X
0 1 2 3 4 5 6
Extremely ~ Very More Satis-  More satis- Very Extremel
unsatis- - unsatis- unsatis- factory factory Satis- y satis-

factory  factory factory : factory factory
‘ /



Appendix IV (b)
Marital Satisfaction Scale
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