Wayne State University
Digital Commons@WayneState

Wayne State University Dissertations

1-1-2011

Coping Style As A Mediator Of Stress Perception
For Caregivers Of Children With Developmental
Disabilities

Justin Wayne Peer
Wayne State University,

Follow this and additional works at: http://digitalcommons.wayne.edu/oa_dissertations

Recommended Citation

Peer, Justin Wayne, "Coping Style As A Mediator Of Stress Perception For Caregivers Of Children With Developmental Disabilities"
(2011). Wayne State University Dissertations. Paper 203.

This Open Access Dissertation is brought to you for free and open access by Digital Commons@WayneState. It has been accepted for inclusion in
‘Wayne State University Dissertations by an authorized administrator of Digital Commons@WayneState.

www.manharaa.com



http://digitalcommons.wayne.edu?utm_source=digitalcommons.wayne.edu%2Foa_dissertations%2F203&utm_medium=PDF&utm_campaign=PDFCoverPages
http://digitalcommons.wayne.edu/oa_dissertations?utm_source=digitalcommons.wayne.edu%2Foa_dissertations%2F203&utm_medium=PDF&utm_campaign=PDFCoverPages
http://digitalcommons.wayne.edu/oa_dissertations?utm_source=digitalcommons.wayne.edu%2Foa_dissertations%2F203&utm_medium=PDF&utm_campaign=PDFCoverPages
http://digitalcommons.wayne.edu/oa_dissertations/203?utm_source=digitalcommons.wayne.edu%2Foa_dissertations%2F203&utm_medium=PDF&utm_campaign=PDFCoverPages

COPING STYLE AS A MEDIATOR OF STRESS PERCEPTION FOR CAREGIVERS
OF CHILDREN WITH DEVELOPMENTAL DISABILITIES

by
JUSTIN W. PEER
DISSERTATION
Submitted to the Graduate School
of Wayne State University,
Detroit, Michigan
in partial fulfillment of the requirements
for the degree of
DOCTOR OF PHILOSOPHY
2011

MAJOR: EDUCATIONAL PSYCHOLOGY

Advisor Date

www.manharaa.com




O©COPYRIGHT BY

JUSTIN W. PEER

2011

ALL RIGHTS RESERVED

o AJLb

www.manharaa.com




DEDICATION
This dissertation is dedicated to my beautiful wife, Tracie Awer. Your
patience and unwavering support served as a beacon of light for metaggled
through this project. Thank you my love. Now it is my turn to do the same for you.
This is also dedicated to my Grandmother, Elsie Heskett. Whes bvehild you
would get me up for school each morning and as | got ready you weguthrly remind
me of the importance of an education. | never forgot. Thank you for everything Grandma.
Lastly, this dissertation is dedicated to the memories of Kleriielean and Alice

Peer. You will always be loved and forever missed.

www.manaraa.com



ACKNOWLEDGMENTS

A project of this nature cannot be completed without the support afge |
number of people. | am truly grateful to those who not only provided disscitance but
to those who also simply showed an interest in my project. Bnenf help and every
kind word propelled me forward.

First and foremost, | want to thank my Lord for blessing me vhéhstrength,
intelligence, and patience to complete this project. All glgogs to You for this
wonderful achievement.

| would like to acknowledge my advisor, Dr. Stephen Hillman. Thank you for
your patience and support as | navigated several significamhas and transitions
during the time | was completing this project. You helped me Ildpva sense of
perseverance and confidence in myself and aided me in learninigushzlly knew the
answer to a question but just needed to dig a little deeper faerg¢haat | knew the
answer. You also helped me gain a whole new meaning for the tena 6h task”.
Again, thank you for everything.

| would also like to thank Dr. Cheryl Somers and Dr. Jina Yoon fatirggeion
my dissertation committee and for the helpful advisement and suppartg the
dissertation process. | want to also acknowledge Dr. Pa8ipla from the Department
of Psychology for her willingness to be a part of my dissertatommittee. | learned so
much from your class and am so pleased that you served on my committee.

| want to also thank the administration of the Washtenaw Community Health
Organization/Community Support and Treatment Services for allowmtp utilize their

agency as a recruiting site for my project. A very heartf@ink you is extended to

www.manaraa.com



Denice Virgo and Shane Ray. | cannot express in words how pivotal g im this
process. Your kindness, flexibility, and genuine interest in this grojeant the world to
me. | would also like to thank Jessica Sahutoglu for her time, patiemel support
during this process. Jessica, | learned a lot from you and vedrg eonversation we
had. Also, thank you to the parents and caregivers who took the ticoenfmlete survey
packets. Your time and effort was greatly appreciated.

| would also like to acknowledge my friend and mentor, Dr. Steven Genden.
Thank you for our weekly conversations and for keeping things in pénspéor me. |
am very grateful for your wisdom. Also, thank you for your asstsaas | made my final
ascent toward completion.

Thank you also to Tracy Gomez and Kelly Bellus for your editoriatkwand
support. Your selflessness and dedication to my success was vital in this process.

Also, | want to thank my wonderful wife, Tracie Peer. You areraarkable
human being and | thank you for just being you. | am so happy thabmmgleting this
project has inspired you to return to school. | will be there ¢ar iy the same way you
have been there for me, forever and always.

| could not have completed this project without the assistance ofamify.
Thank you to my parents, David and Ramona Peer, for all your love and sdppog
this time. You have always been there for me and | cannot thank you ehaagitd not
have made it without you. | want to also acknowledge my brother aed, sisshua and
Gabrielle Peer. Thank you both for spending countless hours stuffing envelogpes
making deliveries for me. It was greatly appreciated. Also tlyankto my grandmother,

Elsie Heskett. You helped raise me to be the person | am todayk Yba for planting

www.manaraa.com



the seeds in my life that allowed me to achieve completion ofptioiect. My family
means the world to me. | love you all and will forever be grafeiubll of the support

you offered me during this time.

www.manharaa.com




TABLE OF CONTENTS

[D7=To [[or=1 (o] o IR TP PPPPPPPRP ii
ACKNOWIEUAGEIMENTS ...t e e e e e e e e e e e e e e et e e e e e e e e e e eaaeas ii
LISt OFf TADIES ...t e e s e e X
LISE OF FIQUIES ... e e e e e e e e e e e e e e e st e b ban e e as Xi
Chapter | INTrOAUCTION ......coiii ettt e e e e e e e e e e e e e e eeeeeseeennnnn 1
Statement of the ProbIEmM ... 6
PUIPOSE OF the STUAY ...evveeiiiiieee e 8
Chapter [I-Review Of the LILEIrature.............uueeiiiiiieee e eeeeeanaeees 10
Theoretical MOdEelS Of SIrESS .........eviiiiieiiii e 11
Lazarus’ Cognitive Theory of Psychological Stress and Coping ........... 11
Double ABCX Model of Family StreSs........ccceeeviiiiiieeiiiiieeeeeeinn 16
Definition of Developmental Disabilities ...............ouvviiiiiiiiii e, 26
Developmental Disabilities and Parent StresSs .........cccoevvveieeiiiiiiiieeeeiiiiiiceenn 28
Severity of Disability and Parenting StreSs ..........cccovvvvviiieviiiiiiiiieeie e e 31
Life Orientation and Parenting SIreSS ........oovvvvvviiuiiiiiiiiiie e 35
Social Support and Parenting StreSsS ........cooooiiiiiiiiiiiiiiier e 38
Vi

www.manaraa.com



Summary of Previous RESEAICH .........cccoiiiiiiiiiiiiiiieeeeeecses e 41

Theoretical Model of Mediation for Coping Style on Stress Perception............ 45
ReSEarCh QUESTIONS .......coiiiii e e e e e et e e e eenaes 46
Chapter HH-MethodOIOgY .......uueuiiiiiiee e 58
T (ol o = o) RS 58
INSTIUMENES ....ceie e 58
Parenting Stress Index-Short Form (PSI-SF) ........viiiiiiiiiiiieies 58
Revised Life Orientation Test (LOT-R) .....oovvvviviiiiiiiiiiieee e 60
Multidimensional Scale of Perceived Social Support (MSPSS) ............ 61
SF-10 Health Survey for Children (SF-10) .......ccceeeiiiiiiiiieeiiiieeeeeeeeiiiine 63
Ways of Coping Scale (WCS) .....ccoovvieeeeieiiiieiee e 64
PIOCEAUIE ...t e e e e e e e e e e e e 67
(@ g F=T o] (= gl AV TS U (R 69
=T g g0 | = 1 0] | o3 S 69
Means, Standard Deviations, and Range of SCOres ..........ccccoeeevviiiieiiiiiiiiinnnnnn. 71
Independent and Dependent Variable Correlations ...........ccccovveeeeeiiiiiiieeeeeiiinnn, 73
Preliminary ANAIYSIS....... . i e e e e e e e e e e e 74
Caregiver Gender, Age, Relationship to Child, and Stress..................... 74
vii

www.manaraa.com



Child Age, Disability Type, Caregiver Coping Style, and Stress........... 75

Social Support, Severity of Disability, Life Orientation, and Stres.76

PHMAIY ANGIYSIS ...ttt et e e e e e e e e e e eeas 77
Step 1: Stress Influencing Variables and Stress...........cccceeevvvvvvvveviiininns 79
Step 2: Stress Influencing Variables and Coping Style .............ccoevuiunee. 80
Step 3: Coping Style and SreSS......cooevvviiiiiiiiii e 82
Step 4: Coping Style as a Mediator.........ccocooeeeeeiiiiiieeecee e 83
Chapter V-DISCUSSION .....ccieiiiiiiiiiiiiiaaea e e e e e e e e e e et ettt s e e e e e e e e e e e e e e eeeeessbesbsna e e e e eaeas 86
History and BackgroUNd ..............euueiiiiiiii e eeeeeeeeeneaeees 86
Sample CharaCteriStiCS........uiiiiiiiiiiiiiiier e e e e e e e e e e e e eeeeaaene 89
Review of Preliminary ANAIYSES ........ouuuuuiiiiiiiiiiieee e 90
Review Of Primary ANAIYSES ........uuuuuiiiiiiiie et e e e e e e e e e e e eeeeannnnnnnns 91

Step 1: Predictive Relationship Between Social Support, Severity of

Disability, Life Orientation and Stress..........ccccvvvvevvviviviiiinneeenn. 91

Step 2: Predictive Relationship Between Social Support, Severity of

Disability, Life Orientation and Coping Style............ccccceuueeee. 95
Step 3: Predictive Relationship Between Coping Style and Stress......... 97
Step 4: Coping Style as a Mediator...........cocoeevviiiiiieeeiicee e 99
viii

www.manaraa.com



Implications of the STUAY .........ccooriiiii e 100

Benefits Of the STUAY ........coooiiiii e 101
Limitations of the StUdY..........oeuuieii s 102
Recommendations for Future ReSearch ............ccccccoiiiiiiiii e 103
CoNClUdiNg REMAIKS .....coiiiiiiiie e e e e e e 104
Appendix A-INtrodUCTOrY LEIEr ......cooeieieeeiiieee e eeeeeeees 106
Appendix B-RemiNAer NOLICE .......ccccoeeiiiieiieeeeecre e e e e e e e e eaes 107
Appendix C-INformation SNEET........ccooi i 108
Appendix D-Demographic QUESLIONNAITE ...........coeeiiiiiiiiiiiiiiiiieee e e e e eeeeeeeeeeees 110
AppendixX E-INStrUMENTALION...........coeeieiieeeeeeeeeirre e e e e e e e e e e e eeaaes 111
Appendix F-Human Investigation Committee Approval Letter ..........ccceeeeivieiirnninnnnnn. 122
Appendix G-Letter of Approval for Recruiting Participants ...............uveieiiiiiiiieeeeeennn. 123
RETEIEINCES ... e e e e e 124
ADSITACT ...ttt e e e e e e e e e e e 141
Autobiographical StatemMENt.........cccooe i 143
ix

www.manaraa.com



LIST OF TABLES

Tablel: Demographic Characteristics and Associated FrequencyoDistni of

Y= 10 1] 0] =S 70
Table 2: Means, Standard Deviations and Ranges of Scores Obtained

on Measurements AdMINISTEred ............oooiiiiiiiiiiii e 73
Table 3: Correlation Matrix of Variables in Study ... 74

Table 4: Analysis of Variance for Caregiver Gender, Caregiver Age, and
Relationship to Child 0N StresSs ... 75

Table 5: Analysis of Variance for Child Age, Disability Type, and Gas¥gCoping
SEYIE ON SIIESS ..ttt e e e e e e e e e e e e e e eeaeraaaae 76

Table 6: Analysis of Variance for Social Support, Severity of Disgbditd Life
OriENtAtION ON SEIESS .....uiiiiiiiiiiiiiiiiiie et e e e e e e e e e e e e e e s s e e s aaanns 77

Table 7: Predictive Relationship Between Social Support, Severity dbilitigalife
Orientation and StresS PerCeption ...........uueciiiiiiiieee et e e e e e e e e 80

Table 8: Predictive Relationship Between Social Support, Severity dbilltigal ife
Orientation and Coping Style Orientation ..............ccccceeieiiiieeeeeeeeeeeeeein 81

Table 9: Predictive Relationship Between Coping Style Orientation
SHrESS PEICEPLION ...ttt e e e e e e e e e e s 83

Table 10: Coping Style Orientation as Mediator Between Social Suppodrity of
Disability, Life Orientation and Stress Perception..........ccccvvvvvvvvvvviiiiiieeeenn. 85

www.manaraa.com



LIST OF FIGURES

Figure 1: Theoretical Model of Mediation for Coping Style on Stresspgon ........ 50

Figure 2: Research Questions, Variables, and Statistical Analyses...................... 51

Xi

www.manharaa.com




CHAPTER |

Introduction

Stress is experienced by all human beings. How stress c¢eiyet and the
reaction to stress varies and is based upon various human psychological a
physiological factors. Richard Lazarus (1993), as part of his Gegniheory of
Psychological Stress and Coping, views stress as a compexanytbetween people and
their environment. Lazarus believes that stress is the physialagsponse experienced
by individuals when environmental demands are appraised to outweigbnalers
resources available to manage those demands. At low levels hetsetbe potential to be
productive as it can propel humans forward to achieve goals and etenggtivities.
However, if chronic in nature and/or experienced at a high k&vigitensity, stress can
negatively impact the body and mind. Chronic stress has beenassdogith decreased
physiological functioning including issues pertaining to the cardowas system
(Krantz & McCeney, 2002) and with immune functioning (Cohen et al., 200@sstul
life events have also been correlated with mental health probfatsling the onset of
depression (Hammen, 2005) and the experience of anxiety (Fa&\dlilanti, 1989).
The physical and mental health problems resulting from chronigsstan significantly
hinder a person’s ability to navigate the daily routines and resplitiessbihat life
requires. As a result, various important activities can be hindleredgh the impact that
stress has on the individual.

Parenting a child is an example of a routine that can cawse &ir people. In
today's society the challenges experienced by parents are amorihe struggle to

ensure a child’s safety, well-being, and education while also pnayviidir the child’s

www.manaraa.com



physical needs can place a significant burden on even the pragetent parent. A
bidirectional relationship exists where the stress experienwedigh attempting to
ensure and promote their child’s wellness can complicate theyabilibe an effective
parent which, in turn, exacerbates the stress experienced bwardgiver even more
significantly. Compared to the strain placed upon parents of norndaNgloping
children, parents of children with cognitive and physical disabiliésn experience a
higher level of stress. For these caregivers, the typical parenting demawcdswplicated
by factors associated with the child’'s disability. Researchshasvn that parents of
children with disabilities experience higher levels of stresmparison to parents with
normally developing children (Cushner-Weinstein et al., 2008; Hussain & Juyal, 2007).
The greater stress experienced by parents of children w#hbitiies is
associated with the complex care needs of their children (Gebsde 2009; Lach et al.,
2009,). The child with a developmental disability typically requigae @t a higher level
of intensity over an extended period of time in comparison to normalgloping
children. This places a unique, and potentially damaging, setpdn&silities upon the
parents that must be traversed. The cognitive and physicatagbeke disability lead
to functional limitations in a variety of domains (communication-caté, self-direction,
social skills, health, and safety). These adaptive functioning defietusually predicted
to continue indefinitely. As a result, ongoing care is requiredheehild. The assistance
required for the child could range from simple prompts to total patscare. This
ongoing and intensive level of care, support, and concern provided bgrégver takes

time and resources away from their own lives. This can resallack of self-care that
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could potentially lead to stress and “burnout” for the parent if@rgppport is not in
place to buffer the impact of the stress.

This differs drastically from the parenting responsibilitessociated with a child
of normal development. Whereas a child of normal functioning canxpeced to
become more independent as he or she ages, a significant portamldoén with
disabilities will likely make only modest, if any, progressvard total independence.
Children with less severe disabilities will still likely gxience some form of adaptive
functioning limitations as they age. This places continual respahsilqdon the parent
to care for and monitor the child. Whereas other parents can reaspnadigt a time
when their responsibilities will wane and their role will shift one that is more
supportive in nature, parents and primary caregivers of childréndmgabilities usually
cannot.

If not successfully negotiated, the stress experienced leytsanf children with
developmental disabilities can have negative implications for botlpdhent and the
child. As previously noted, significant stress can be taxing upopatent’'s mental and
physical health. One must also consider the ramifications éochiid resulting from the
parent being overextended and unable to manage stress. As simrga®mises the
parent’s ability to live effectively, this may also lintite caregiver’s ability to nurture
and fully care for his/her child. This can have an impact on thd’sldevelopmental
potential.

As stated, children with disabilities require personal care andgbirognat a level
that often well exceeds that of a normally developing child. Children with digegodlso

have limited developmental growth potential that must be nurtured and addresskat in or
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for the child to become as functionally independent as possible. A 'saratiility to
provide the level of direction and care necessary to promote thesctpituivth potential
could further stunt development, preventing the child from reaching maxipotential
for physical and/or cognitive ability. In today’s society tisiof the utmost importance.
Presently, treatment agencies and advocacy groups alike are higipprtsve of
community inclusion for individuals with disabilities. Independent liviagyployment,
and effective social involvement are all goals set bynreat programs to be obtained
for people with disabilities. As treatment modalities have mov@u institutions to the
community over the years, parents and primary caregivers hasmbanore responsible
for implementing strategies to assist their child in reachieg goals. A high level of
functional attainment and community integration could be very diffio reach if the
child is not raised in a nurturing environment that provides adequat@ppng,
guidance, and personal care. For the child of an overburdened parent, ams dife
independence may be in jeopardy if a suitable level of nurtundgare is not provided.
Knowing this, a parent’s ability to manage stress is cruoidhé wellness of both the
parent and their child.

Several factors, both internal and external to the caregivee, been correlated
with the level of stress experienced by parents of children weélelopmental
disabilities. A trait specific to the parent’s personalityt tisalinked with stress is the
orientation toward either optimism or pessimism. Baker, Blached, Olsson (2005)
found that mothers of children with disabilities who were rated asybess optimistic
reported lower scores on measures of well being when their stildited high levels of

negative behavior. Also, Kayfitz, Gragg, and Orr (2009) explored thecirntipat positive
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experiences had on mothers and fathers of children with aatisiiound that parents
who had a positive focus reported lower levels of parental distress.

A variable external to the parent that is also linked to sisetb® severity of the
child’s disability. Previous research indicates that the levelunttional impairment
experienced by the child is significantly correlated toaim®unt of stress experienced by
the parent (Macias et al., 2006). Similarly, Richman, Belmont, Slavin, and Hayner
(2009) investigated the impact that specific childhood developmentalldisalliad on
parenting stress levels and found that parental stress levidstia@ to the severity of
challenges associated with their child’s disorder.

Lastly, the amount of social support received by a parent of d vhih a
developmental disability has also been associated with stress. emtiigonmental
variable appears to be a strong predictor of parental strd3sti@s and Ingram (2008)
found that social support affected the strength of the relationshipedetstress and
mood for parents of children with autism. Also, Beckman (1991), in a simahparing
the perceptions of parents of children with and without disabilities, fthatdcaregiver
stress was negatively correlated with informal support (frieraasily) for both mothers
and fathers.

To avoid parental “burnout” caused by the previously mentioned vesiarid
others associated with stress, coping strategies may leedtib manage these factors.
Within his Transactional Theory of Stress, Lazarus (1984) defiogisig as “an ongoing
cognitive and behavioral effort to manage specific external anttennal demands that
are appraised as taxing or exceeding the resources of tloe'pgrg. 237). Through an

appraisal process, the individual reacts to perceived threatolopstential harm from
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the environment by using coping strategies to reduce stress anthimébalance.
Lazarus and Folkman (1984) suggest that there are two primarydfypeging strategies
that people use: problem-focused and emotion-focused. Problem-focogpsty c
techniques are aimed at resolving the problem causing stressalguleliminating the
potential for reoccurrence in the future. Emotion-focused stratege®riented in the
present and target the emotions stemming from the stress but dadd@ss the
environment to ensure stress does not occur in the future. By engagtwping
strategies Lazarus suggests that people can reduce theflestedss they experience.
Given this, parents and primary caregivers could benefit froragbef coping strategies
to offset the stress experienced through caring for their child.
Statement of the Problem

Children with developmental disabilities require ongoing personak, car
prompting, and nurturing if they are to develop independence in tkes. [Though
school and community programs do exist to provide care and guidance teerghildr
parents are usually the primary and most readily availableeesafr support for their
kids. Parents require both physical and psychological wellnessdessiglly provide the
type and level of care needed by children with disabilities. ireasarch has shown that
parents of children with disabilities display higher streselgein comparison to parents
of normally developing children and also identified several of/#én@bles that influence
the level of parental stress experienced. However, a questicarited is whether or not
other factors exist that influence the relationship that existsele@ stress inducing
variables and the perception of stress for parents of childrem aevelopmental

disabilities.
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As stated, the research literature available does identfgralevariables that
influence the stress perceived by parents and primary carsg®f children with
developmental disabilities. However, the findings available typicalgntify direct
relationships between the variables thought to influence stnelstha actual experience
of stress for caregivers. Little, if any, research exlst$ analyzes indirect, or mediated,
relationships between these factors. Given that the reseaitdbble/has yet to identify a
perfect statistical relationship between a variable hypabddio perpetuate stress and
the perception of stress for parents and primary caregivesstagasonable to assert that
other variables exist outside of this direct pathway that inflighe relationship. The
failure to consider indirect relationships and the potential mediaangbles that may
exist in previous work has produced a significant gap in the cureseiarch base.
Identification and analysis of such relationships is of great itapoe in preventing
oversimplification of research in this area and to advance the l&dge/ base and
understanding of stress for caregivers of children with developmental disabili

The analysis of mediating variables could be of great signifie to research in
this area. Baron and Kenny (1986) identify mediating factorth@se that explain, or
account for, the relationship between a predictor variable andtexiami variable.
Mediating variables are hypothesized to explain this, accordiBgton and Kenny, by
identifying “how” or “why” certain effects occur within theslationship. Attention to
these variables could potentially reshape the current knowledgetbat exists in the
area of parenting stress related to raising children dabvelopmental disabilities. If
found to be significant, results from mediational studies could offesigaificant

contribution to both the academic and mental health community alike.fiSagui
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findings could promote the potential for growth in novel areas of rgseahile also
providing the foundation for the development of evidence based therapeutith&taan
be utilized by clinicians when working with caregivers of claldwith developmental
disabilities on stress related issues.

To close this gap research must address whether or not fagsirghakinfluence
the relationship between variables thought to cause stress anddégtiper of stress for
caregivers. This question is of great relevance when congid&enpotential impact this
could have on the developing child. If parents experience chronss shrat inhibits their
own physical and/or psychological health, then their ability to proydempting,
direction, and care to their child will likely also suffer. Owene this could lower the
child’s growth potential and diminish their chances of developing indepetigi
skills and integrating into the larger society. Identifyiiigs gap in knowledge could
prove vital in working with caregivers to bolster their abiltyeffectively manage stress
and preserve the personal resources that are necessaryefdindirand leading their
children toward independence.

Purpose of the Study

The aim of the present study was to analyze how coping shpeacts the
relationship between variables hypothesized to produce stress getdhption of stress
for parents and primary caregivers of children with physicalocaragnitive disabilities.
Specifically, this study examined if parental coping styleof@@ntation toward problem-
focused or emotion-focused coping) mediated the relationship betwess istituencing
variables (life orientation, level of disability, and social suppart)l reported stress

levels by parents or primary caregivers and, if found, to wktahedid mediation exist.
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The study was structured following Baron and Kenny's (1986) recomations for

analyzing mediation.
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CHAPTER Il
Review of the Literature

The Americans with Disabilities Act (1990) states that devedpah disabilities
are marked by a series of adaptive functioning deficits.diisas limit an individual’s
ability to meet personal care needs as well as other @giwf daily living. These
individuals often need to rely upon others to have these needs metadhitypically
becomes the responsibility of parents and loved ones. This is epe&aialfor children
with disabilities. The set of responsibilities placed upon parsnisique and potentially
stressful. As the limitations resulting from the disabilitg asually predicted to continue
indefinitely, the responsibilities placed upon the parent may be egdand without a
predictable end. This could potentially threaten a parent’s weeigbboth in the present
and future. In the present, the child’'s care needs may disrupttgadaily routines,
potentially preventing the parents from tending to their own needs:. ne, this can
lead to mental and/or physical exhaustion for the parent. Exhawstidd lead to the
parent being unable to meet the child’s needs. Through this exchaegge an have a
detrimental impact on the parent and subsequently the child if it is uncontrolled.

The complexity and severity of a child’s disability can leadsti@ss for the
parent. Research has shown that parents of children with disalebpesience more
stress than parents of normally developing children (Gupta, 2007)ndthee of the
disability and the associated impairment in functioning can hagndicant impact on
the parent. This occurs as the result of the heightened leveleathes must be offered to
the child on a regular basis. As parenting stress is likelgohtinue given the chronic

nature of the child’s impairment and resulting need, how the parentsaddrand
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processes the stress is paramount. Both parent and child welkedginges on how
the parent copes with the challenges associated with providregta@ahe child. The
purpose of this chapter is to outline stress and coping inaeletiparenting a child with
a disability. The chapter begins by offering a theoreticaludision related to stress and
coping. This is followed by defining developmental disabilities andrdesg the impact
disabilities can have on parental stress. The following sectiooduttes variables that
may impact parenting stress. Lastly, a theoretical manalriderstanding the mediating
impact of coping style on parent stress and coping is proposed.
Theoretical Models of Stress

Lazarus’ Cognitive Theory of Psychological Stress and CopingRichard
Lazarus’ Cognitive Theory of Psychological Stress and Copingafuaz& Folkman,
1984) views stress as a mutually reciprocal, bidirectional, andnmdgntansaction
between the individual and the environment. Stress, according to karesults if an
individual appraises a transaction with the environment as taxingxaeeding personal
resources (Folkman et al., 1986). Stress could potentially endangaditidual if it is
severe and/or experienced chronically. Lazarus theorizes thatriti@al processes,
cognitive appraisal and coping, mediate the potentially stressfusaction between
person and environment. Both cognitive appraisal and coping are tlietwizeve a
potential impact on short and long-term outcomes for the individual.

Cognitive appraisal is defined as a process through which the individual
determines whether his/her relationship with the environment isingfal (holding the
potential for harm or benefit) and, if so, in what way (Folkman &drus, 1984).

Lazarus outlines two types of cognitive appraisal: primary sedondary. During
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primary appraisal the person determines if the transaction latkrivironment is of any
potential harm or benefit. Lazarus theorizes that a broad range ebnpéty
characteristics (e.g., values, goals, beliefs about onesalf the individual in
determining if the transaction with the environment is personalgvant. If there is a
potential threat to well-being within the transaction, then theopeassesses the situation
utilizing secondary appraisal to determine if harm can be prevame well-being can
be promoted. Primary and secondary appraisals then merge totevhkigignificance
of the person-environment transaction. This convergence determihethew the
transaction is primarily threatening (involving the potentialléss and/or harm for the
individual) or challenging (containing the possibility of mastery benefit). If the
transaction is concluded to be threatening to the individual's-tveghlg, then coping
strategies are utilized. Cognitive appraisal and coping are ibfittenced by factors
related to both the person and environment. For example, for a sittabenappraised
as threatening a particular set of environmental conditions anoinpditg characteristics
are involved in the determination. Thus, these factors have a bidiréctitn@nce upon
one another.

Lazarus refers to coping as a person’s cognitive and behasftodb to manage
stress related demands resulting from environmental transattiedrsre perceived to be
taxing and/or exceeding personal resources (Folkman et al., 1986)g@opiitiated in
an emotional environment and is strongly associated with the negulat emotion,
especially distress, throughout the stress encounter (Folkman oMz, 2004). The
coping process is believed to have two distinct primary functionsagiag the stressful

situation (problem-focused coping) and providing regulation to the emotion caused by the
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situation (emotion-focused coping). Examples of problem-focused copingseffolide
positive reappraisal, planful problem solving, accepting responsilaistyell as seeking
social support. Emotion-focused coping strategies include distansatigcontrolling,
confrontive coping, and escape-avoidance.

Coping as a construct is thought to hold three key features. First, coping ssproce
oriented. Coping focuses on what the individual is actually thinkingpgltine stressful
transaction and how thought processes change during the situationdi$ecoping is
contextual. The person’s appraisal of environmental demands and the personeces
available for managing the demands influence the coping effadt rmay change
depending upon the context in which the transaction occurs. Lastly, aepglefjned by
the person’s attempt to manage the environment, not by whether drerattempt was
successful.

Whether or not a coping effort is deemed successful is depengen the
individual’'s determination if the transaction with the environment wadequately
resolved. This judgment is based on the person’s values, beliefs, actheape related
to the different factors involved in the encounter. Outcomes can be tedbhsafavorable
or negative based upon the individual's personality characteristizarusa(1993) uses
the term “adaptive” to describe the effectiveness of copinghpraving outcomes. He
refers to “success” as the extent to which a coping-relagpraisal is believed by the
individual. Lastly, he uses the term “consolidated” when the pe@®m@adthieved a stable
means of coping with various situations.

The question arises as to whether one form of coping is mordiedféitan the

other. In terms of specific coping strategies, Folkman and uaZ4a©84) argue that the
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coping process and strategies selected are not inherently gooadomRather, it is
suggested that the adaptive qualities of the coping effort showdgdbeated within the
context of the specific situation in which it occurred. A paftc coping process may be
successful within one context and not in another. Also, as the contthé eituation is
dynamic, what may be determined to be successful at the begofring process could
turn out to be ineffective at the end.

Several studies have found one way of coping to be more effédtdinghe other.
In a study of coping effectiveness among aging mothers anddathadults with mental
retardation Essex, Seltzer, and Krauss (1999) found that greatef psoblem-focused
coping strategies and less use of emotion-focused coping techniqufeseduihe
negative impact of caregiver stress on mothers’ psychologicétbaeiag. Miller,
Gordon, Daniele and Diller (1992) in a study of stress appraisakepitg style in
mothers of children with disabilities found that emotion-focused copirsgsigaificantly
related to increased psychological distress in mothers whaseasf problem-focused
coping was tied to decreased distress. Kim, Greenberg, SalzeKrauss (2003) found
in a study of parental coping associated with the challengearwfg for an adult child
with an intellectual disability that increases in the usenodteon-focused coping led to
declining levels of well-being for the parent. In this study the afsproblem-focused
coping strategies resulted in improved relations with their didatiidd as well. Lastly,
Smith and her colleagues (2008) investigated the impact of autisrooaimdy style on
maternal well-being. For mothers of toddlers with autism, lolggels of emotion-
focused coping and increased use of problem-focused strategeegemerally correlated

with greater maternal well-being, regardless of the sevefitthe disorder. In sum,
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research generally holds that the use of problem-focused stsatedied to lower stress
levels for parents of children with disabilities.

Lazarus (1999, 2006) argues that coping is a powerful mediator efrtbgonal
outcome resulting from a stressful environmental transaction. d#esghat evidence to
support this is found in studies that were completed (Folkman & LazZE®88) where
the emotional state of the individual during the stressful encountergetiaeither
positively or negatively based upon the type of coping strategyvistused. He feels
that coping impacts the relationship between the person and the envircaimdeoan
impact how the person feels as a result of the transaction.

Lazarus’ conceptualizations of stress and coping continue to b/ widezed as
part of research today. His model is used by researchers imeesaliassortment of
research areas. For example, Pellissier and colleagues (2qi48)} a$ a study analyzing
psychological adjustment in individuals with inflammatory bowel akgefound that
problem-focused coping strategies were correlated with positieet #or patients with
Irritable Bowel Syndrome while an emotion-focused coping stie related to negative
affect for the same patients. Also, in a study analyzingedlagionship between coping
and anxiety for coronary bypass surgery patients, Tung, Hunter, an@Wd&) found
that heightened quality of life for individuals after surgery wssoeiated with greater
use of problem-focused coping strategies.

Lazarus’ ideas also continue to be used in other areas of uysabgearch.
Glidden and Natcher (2009) investigated the use of coping strategldébeir relation to
personality and adjustment for parents of children with developmentddildiss. The

researchers hypothesized that early use of problem-focused ctritegjies by parents
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of children with disabilities would predict less worry for theqmd and a greater sense of
subjective well-being. Sixty-eight married couples with childso had developmental
disabilities participated in the study. Glidden and Natcher fobhadt higher usage of
positive reappraisal (a problem-focused coping strategy) resuitddwier levels of
depression and higher levels of subjective well-being for both mo#metsathers of
children with developmental disabilities.

Lastly, Orsmond and colleagues (2009) explored sibling relatipgmstnd well-
being in adolescents and adults who had a brother or sister diagnaseahvautism
spectrum disorder. As part of the study the researchers intexid06 siblings. They
found that, for adolescents, high level usage of problem-focused copitggistsa
protected against the negative impact behavioral problems exhiytedeir siblings
with autism could potentially have on their well-being.

Double ABCX Model of Family Stress.The Double ABCX Model of Family
Stress (McCubbin & Patterson, 1983) is closely related to Laz&@raesactional Model
of Stress and Coping as it also integrates the concepts ober@tused and problem-
focused coping. It differs in that it ties these concepts inptaéxng the family stress
process. The model, adapted from Hill's original ABCX familysis model (1958),
attempts to provide an understanding of how families manage witleiss ssituations.
The model explains how families grapple with change and illesttadw they approach
and manage life demands. This model lends itself well to the mfghparent of a child
with a disability. It offers a model regarding how the aaeeds of a disabled child may
be approached by the family. It also offers explanation on how sameées are able to

manage this adversity with grace and resilience while others become dveedhe

www.manaraa.com



17

Hill (1949) provided an early conceptual foundation for explaining howlisni
positively adapt to stressful situations with his ABCX family crisis mddelCubbin and
Patterson (1983) summarized Hill's theory in the following general schemati

“ A (the stress causing event) --- interacting with B (thmily’'s crisis meeting
resources) --- interacting with C (the definition the familyeg to the event) --- produce
X (the crisis).” (p. 8)

The “A” portion of the conceptual framework refers to what MbRin and Patterson
(1983) refer to as “stressors” and “hardships”. The authors defitress@ as a “life
event or transition impacting upon the family unit which produced, othieaotential of
producing, change in the family social system” (McCubbin & Psdter1983, p. 8). A
hardship is defined as “those demands on the family unit specifasglyciated with the
stressor event” (McCubbin & Patterson, 1983, p. 8). It is postulatetddbiathe stressor
and the resulting hardship place demands and strain upon the famsl\stiEm requires
action by the family to be managed. As it relates to theeptegtudy, the regular care
required by a child with a developmental disability is a strefgothe parent while the
amount of time required to do so (which may require altered watr&dsiles, decreased
social time and financial expense) acts as a resulting hardship that mugotietee.

Within this model the stress event and accompanying hardshipcintetiain the
“B” factor, or the family’s resources for meeting these demamtiese resources are
thought of in terms of their ability to prevent a disruption within taeily system
caused by the stress. Family adaptability, or the familyil#yato meet the demands of

the situation and adjust accordingly, is a primary example of a familyresso
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The “C” factor within Hill’s original model is the family’subjective value and
meaning given to the stressor. This meaning reflects the valubs damily and also
involves previous experience with confronting and managing crisesrsbiveeanings
can be attributed to the stressor ranging from a welcomecpeallto overcome to an
uncontrollable and overwhelming situation that is impossible to mamadakage
between the “A”, “B”, and “C” factors and the Lazarus concept ohary and secondary
appraisal is apparent. In both models, the environmental event isvedbsiey the
individual and provided a positive or negative meaning, all while ressuace being
evaluated to determine if the event can be successfully managed.

The final variable within Hil's model is the “X” factor. Hlitheorizes that the
interplay between the “A”, “B”, and “C” variables cause striggsthe family. Family
stress, according to Hill, is defined as “a state which afre@s an actual or perceived
demand-capability imbalance in the family’s functioning and whsctharacterized by a
multidimensional demand for adjustment or adaptive behavior” (McCubbiattmon,
1983, p. 9). Family distress is thought to arise when stress is thuddjedefined as
unpleasant or undesirable by the family. The “X” factor, or ¢rigsthe amount of
disruption and disorganization that results from the level of undesiyathie family
places upon the stress they perceive. Crisis is charactegizbe mability of the family
to regain homeostasis and the constant tension and pressure placed ujpomlyht
make change within their structure and pattern of interaction.sQuilinot result if the
family manages a situation with available resources and defmgesituation as not

requiring change and/or adjustment. For the parent of a chitddmgabilities, managing
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a situation with available resources may lead to stress, hovibgvedetermining that
change or adjustment is not required would avert any experience of distrescaniy.

McCubbin and Patterson (1983) used the findings from Hill's originaliess to
provide the foundation for their Double ABCX Model of Family Stressaddition to the
original model, the Double ABCX model adds post-crisis varialplegder to describe:
1) additional life stressors that mold the course of family addipya 2) the vital social,
psychological, and intra-familial factors families gandaitilize to manage crises, 3) the
changes in definition and meaning families use over time intampt to make sense of
their situation, 4) the types of coping strategies families asd 5) the results of the
aforementioned efforts. The additional factors are integratedhettA”, “B”, “C”, and
“X” variables of the original model.

Families rarely deal with stressors in isolation. Rathergtlaee usually several
stressors impacting the family at the same time. It isestgd that this is particularly
prevalent after a major stressor (e.g. death, major rolegehaithin the family, natural
disaster). McCubbin and Patterson refer to the pile-up natureesssts as the “Aa”
factor in the Double ABCX Model. According to the authors five dififé types of
stressors contribute to the pile-up effect within the famikteay during a time of crisis.
The first of these include the hardships caused by the initialesofisiress. The stressor
can result in an increase in responsibility for the parent wiualddead to a hardship for
the parent if not properly resolved. As this pertains to famihethe present study,
parents of children with developmental disabilities, in addition tortuktional parenting
role, must take on additional responsibility as the disability previdre child from

gaining and maintaining independence in functioning. As the added resptnssbil
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usually not readily resolved, this can pose a source of strain oantilg &ind contribute
to family distress.

Secondly, the normal transitions that occur within the familyptace additional
stress on the family. In addition to the initial event, changes susthaol transitions for
other children in the home or job change for the parent can placeoadddemand on
the family as the change requires adjustment. Next, any résimdess from prior strain
placed upon the family seems to be exacerbated by new atréssn contribute to the
pile-up of demands families must manage within a crisis. A Houatiable that impacts
the pile up of demands are the family’s efforts to cope withsthetion. Ineffective
coping efforts can contribute to increased tension, thus resuttingpre strain on the
family. Lastly, ambiguity within the family can have an impaatthe family during a
crisis. The uncertainty of roles within the family and confusion alautly structure can
paralyze a family in a crisis situation, leading to more strain.

The “Bb” factor within Double ABCX Model represents the fanslyddaptive
resources. In a time of crisis the family is thought to hawegeneral types of resources:
existing resources and expanded family resources. Existing rescane those that are
already embedded within the family structure. These resourte$o aninimize the
impact of the initial stressor and decrease the probabilitythleatamily will enter into
crisis mode. Expanded family resources, or the “b” in the “Blgtoia are the new
resources families generate in response to the demands that dbv@lg crisis. These
resources serve to stabilize the family and can come via dgivifamily, or community
means. The authors note that a very important resource making up théatBor is

social support. Families who are able to develop social resoureenae resistant to
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major crises and are more apt to recover from crisis andhregdility within the family
system (McCubbin & Patterson, 1983).

The “Cc” factor within the Double ABCX Model refers to the faatimeaning
provided to the entire crisis situation (underlying stressor, yplestessors and strain,
resources, and thoughts as to what is required for the familgacreomeostasis). What
differentiates this from the “C” factor in Hill's model ibe family’s ability to redefine
and give new meaning to the crisis situation. For the famitlefreing and providing
new meaning to a situation involves clarifying the issues to riegte more manageable
and responsive to problem solving efforts. This lowers the emotioralsity of the
situation and encourages social and emotional development of family membaets.tGffo
redefine the crisis situation from being a negative experienceore positive in nature
(e.q., a challenge, an opportunity for family growth) facilitatdthgdamily coping and
adaptation.

The last factor, or “Xx”, within the Double ABCX Model refers ttee family
adaptation balancing. Whereas Hill's “X” factor signified #raount of crisis within the
family system, the “Xx” variable within McCubbin and Pattersomsdel refers to the
family’s ability to achieve balance between reciprocal i@tghips amongst individual
members, the whole family system, and the community that resutt the crisis
situation. At the initial level, it is theorized that balancesasight between individual
family members and the family system. According to the modi&lss results from a
demand-capability imbalance at this level. In particulaipgralance is thought to result
when the demands placed upon the larger family system by thedualivmember

exceed the capabilities of the family system. In relation t@rpa of children with
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disabilities, an example of this imbalance would be where thedesnands placed upon
the family by the child exceeds the family unit's resourcesatre for the child. At this
point the family must negotiate a new balance between thigr @nd others within the
family.

At the next level of adaptation a balance between family @rdmunity is
sought. An important factor, according to the authors, within the cortyrtbat causes
an imbalance for the family are demands placed on the familydok responsibility.
Responsibilities at home and those at work typically competeai@ntal time and often
result in stress and demand-capability imbalance. This can beufzaly difficult for the
parent of a child with a disability. The parent must find balance betweearh@&eeds of
the child while ensuring that work responsibilities are met. Bwgtal when considering
that parents provide the financial resources that support thky fdins important for the
parent to achieve and maintain balance between their familjhardétands of work, or
any other community responsibility, in order for the family unit to be successful

Obtaining balance results in a sense of family coherence. Cohlefencthe
family refers to the ability to experience an enduring feelrf confidence that the
environment is predictable and situations will be navigated suodgssfhough not
always perfect, families are accepting and understandintpedf toping efforts and
realize that their effort was the best under the given ciramoss. Coherence is central
in the family’s ability to gain full adaptation. Within the DoubleBBX Model,
adaptation is the critical concept in describing the family effrartachieve balance and to

restore and improve functioning that was disrupted through crisis.
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According to the authors, family adaptation exists along a comtinuLhe
positive end of the continuum is referred to as “bonadaptation.” Bonadapiat
characterized by balance at both the individual/family and jaooinmunity level that
results in: 1) the strengthening and maintenance of family itwe@) the continued
growth and development of individual family members, and 3) continusdlyfa
independence and family sense of control. At the other end of the contiauamily
maladaptation. This is characterized by imbalance at the neullgMels of family
functioning and results in erosion of family integrity, stunted growtiorag family
members, and the loss of family autonomy.

Family coping plays a vital role in determining whether or radpsation is
achieved. Coping within this model is a bridging concept that is ceetprof both
cognitive and behavioral components. Resources, perceptions, and behavioraegspo
all play a role in family coping and all interact as the fgrattempts to achieve balance
in functioning. Similar to Lazarus’ theory, family coping within tB®uble ABCX
Model utilizes several strategies that can be describedtleey @roblem-focused or
emotion-focused in nature. According to McCubbin and Patterson (1988y faoping
efforts can be directed at the following: 1) eliminating or avmdihe stressor, 2)
managing the strains of the stressful situation, 3) maintaim@damily’s morale and
integrity, 4) gathering or developing resources to manage thei@ituand/or 5) making
planned changes within the family unit to accommodate the denpdacksd upon the
family by the stressful situation. This concept links well tadras’ Cognitive Theory of
Psychological Stress and Coping. As in Lazarus’ model whergidodis attempt to

manage stress through problem-focused or emotion-focused copindjedami this
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model can either make changes to adapt and eliminate the stprastmre avoidance to
minimize the emotional impact of the situation.

Other researchers have utilized the Double ABCX Model of FaBtilgss as a
theoretical base for their own studies. Xu (2007) used the Double ABGdel as a
theoretical foundation for developing a family-centered, strerggthsied family system
model that empowers families of children with developmental disebiwho are from
culturally diverse backgrounds. In developing this model Xu explainsoteehat each
factor in the Double ABCX Model has in relation to parents of chmldveh disabilities.
The “Aa”, or pile up factor, results from the multiple stresgefated to time, money,
effort, education, and related services that are created bechauke disability. Xu
suggests that family resources, or the “Bb” factor (saigport, finances, physical and
emotional health, and education) play a role helping the familly wichild with a
developmental disability manage a crisis. Xu next hypothesizesuhatal differences
influence how families influence the “Cc” factor (the meananfamily attributes to a
crisis) and the “Xx” factor (the family’s ability to adapi stress). Xu argues that the
Double ABCX model is of great value because of its emphasiamity functioning as
an intercorrelated and dynamic construct. Also, it is hypothesizbd of value because
its structure allows for clinical application as social serweorkers can coordinate
assessment and intervention according to the factors found within thé tmodentify
family needs and ways to assist with those needs.

Renty and Roeyers (2006) used the Double ABCX Model as a tloabretisis
for exploring the role of social support and coping strategies ritahadaptation of men

with autism spectrum disorder and their spouses. The reseantbassired associations
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between the Double ABCX Model “Bb” factor predictors (autism-Bjetraits, social
support, coping strategies) and individual/marital adaptation. In doingesty Rnd
Roeyers found that each of the model components were related tatiadaptdoth men
and women with informal social support being a strong, unique predigtobdth
genders.

Lastly, in a study of caregiver burden experienced aftenbawichild diagnosed
with autism, Stuart and McGrew (2009) assessed variables ebdictnfluence family
outcomes related to family stress as hypothesized by McCubbifPaterson in the
Double ABCX Model of Family Stress. Severity of autistic pyoms, added life
demands, social support, appraisal, and coping strategies wanalgited in the context
of the Double ABCX Model. A total of 78 families with children diaged with autism
within the preceding 6 months participated in the study with each etingphk series of
guestionnaires to obtain estimates of the previously mentioned varidiblesDouble
ABCX model was found to be the strongest in predicting individualfandly burden,
accounting for 81% of individual burden and 77% of family burden rekatddving a
child recently diagnosed with autism.

Both the Cognitive Theory of Psychological Stress and Coping anBdbble
ABCX Model of Family Stress offer insight into defining stess a concept and the
etiology of the construct for both individuals and families. These modisb offer
theoretical input into how stress can negatively influence a perstamdy unit while
also providing strategies for effectively managing it. This gtesia solid foundation for
understanding possible causes of stress for parents and primagyees of children

with developmental disabilities. Further, it offers insight into howepi& can
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successfully manage stress if it is experienced and hoanithomder a parent if not
handled appropriately.
Definition of Developmental Disabilities

It is of great importance to have a fundamental understanding efitthegy and
nature of developmental disabilities. The Michigan Mental HealttheG2009) defines a
developmental disability as the following:
"Developmental disability” means either of the following:

(a) If applied to an individual older than 5 years, a severe, chronic condition thataihee
of the following requirements:

() Is attributable to a mental or physical impairment oroelgination of mental and
physical impairments.

(i) Is manifested before the individual is 22 years old.
(ii1) Is likely to continue indefinitely.

(iv) Results in substantial functional limitations in 3 or morehef following areas of
major life activity:

(A) Self-care.

(B) Receptive and expressive language.

(C) Learning.

(D) Mobility.

(E) Self-direction.

(F) Capacity for independent living.

(G) Economic self-sufficiency.

(v) Reflects the individual's need for a combination and sequence aifalspe
interdisciplinary, or generic care, treatment, or other sesvibat are of lifelong or

extended duration and are individually planned and coordinated.
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(b) If applied to a minor from birth to age 5, a substantial develofahéelay or a
specific congenital or acquired condition with a high probability resulting in
developmental disability as defined in subdivision (a) if services are not padovide

The Developmental Disabilities Assistance and Bill of Rigkds (2000) offers a
very similar definition of a developmental disability. It isiestted that approximately
3% of the United States population has some form of developmerahllidys(Larson et
al.,, 2000). There are various factors that are thought to influencexpression of
developmental disabilities. These include: 1) prenatal, perinatphstnatal brain injury
or infection, 2) growth or nutritional abnormalities, 3) chromosomal anuktye
variations, 4) premature birth, 5) poor diet and healthcare, 6) diggsen during
pregnancy, and 7) severe child abuse. Once identified developnagsdhllities are
usually classified in four primary categories: 1) nervous Bysisabilities, 2) sensory-
related disabilities, 3) metabolic disorders, and 4) degeneraisarddrs (National
Institutes of Health, 2010).

Various diagnoses qualify as developmental disabilities under cistatet and
federal definitions. Epilepsy, spina bifida, cognitive impairment, lrafepalsy, and
autism are but only a few examples of disorders that qualifydexelopmental
disabilities. A developmental disability can be physically basegnitvely based, or a
combination of both. Cognitive and physical disabilities typicallyuoagith other co-
morbidities that also require attention and care. The functionations resulting from
the disability place the individual in a situation where a continuurnaod is usually
required to meet their specialized needs. Care can rangenfioimal prompts to total

physical care.

www.manaraa.com



28

Developmental Disabilities and Parent Stress

As stated, persons with developmental disabilities typicalguire care and
assistance in order to live effectively. For a child with aldigg, this responsibility is
usually placed upon the parents or primary caregiver to fulfithdfchild resides outside
the parental home in a group residence or supported living situatiorgrédre s usually
still responsible for any decisions related to their childig.cAlso, parental concern for
the child’'s wellness and monitoring of care provided by others bycahegiver still
persists despite the child not living at home. All of this potdupt@hces strain on the
parent, especially in comparison to caregivers of non-disabled indisid¥&h children
of normal development there is typically a predicted ending to ild’ss need for
continual care and monitoring as the child will mature and becomgeéndent in
meeting their own needs. As is understood through the definition ofedogenental
disability, the course of a disability is chronic and predictecbtdinue indefinitely. For
the parent of a child with a developmental disability, the only ptiedi that can be made
with some certainty is that their child will require somarfarsf care and/or monitoring
throughout their life. This can result in increased stress #opdinent. This ongoing sense
of stress placed on the parent can have a negative impact loeatkie of the parent and
inhibit the caregiver’s capacity to effectively raise their child anaged unsuccessfully.

Research lends support to the link between disabilities and pasdreak.
Miodrag and Hodapp (2010) performed a comprehensive review of studiesdhgzed
the impact of chronic stress on health outcomes for parents of achildith
developmental disabilities. In this study the authors remark thatlibk between

parenting a child with a developmental disability and stress ddegd appear to have a
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negative influence on caregiver health, especially for mothdsscitncluded that this is
an area that should be of primary interest because it could becamaificant public

health concern. This could occur as chronic health problems brought abstnéds/can
negatively impact a mother’s ability to provide necessary aar¢hé child and disrupt
the parent-child relationship. The authors lastly cite that througign&ion of this issue
the advancement of research, public policy, and practice may oduan witimately

would enhance the well-being of families of children with developmental disedili

Other research supports the relationship between parenting a childawi
developmental disability and increased stress experienced logribgiver. In a study of
parents of children with epilepsy, learning difficulties and depresstemming from
epilepsy correlated with high levels of stress in parents (Cushiearstein et al., 2008).
Similarly, Hussain and Juyal (2007) conducted a study investigdtesps sappraisal and
coping strategies among parents of children with physical disedilFor their study the
authors provided instruments measuring stress and coping style toe@@sg&80 parents
of normally developing children and 30 parents of children with physlisabilities).
Stress levels among parents of children with physical disebilivere found to be
significantly higher and differed greatly from parents of cleifdrwithout physical
conditions.

Oelofson and Richardson (2006) analyzed family coherence and parerdsy) st
in mothers and fathers of preschool children with a developmentabilitis The
researchers found that parents of children with a developmentallitysamorted higher
levels of parenting stress with 84% of mothers’ and 67% of fEitseores being within

the clinical range of the measure utilized. Parents of childigndisabilities in the study
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also consistently reported a lower sense of family cohererise, it a study exploring
the relationship between type of disability and parenting straggaG2007) found that
parents who had a child with a developmental disability reported riress shan parents
of children with other types of health problems (e.g., HIV, asthmé)a@ore than parents
of normally developing children.

Mitchell and Hauser-Cram (2010) conducted a study that investigsdy
childhood predictors of both positive and negative parent-adolescenonshagis for
parents with adolescents with developmental disabilities. One gbrilmary research
guestions for this study was to examine whether or not factoss iexearly childhood
that influence the relationship that a mother and father have hath ¢hild with a
developmental disability once the child becomes a teenager.tlithg examined the
relationships of 72 mothers and 53 fathers with their 15-year-old teshs a
developmental disability. Information was gathered through homes vispt staff
members who were not aware of the research questions for the siditionally,
several measures were used to gathered relevant data. Resulthe study revealed
that two important factors contributed to the nature of the relationship betweengratent
child in the teenage years: extent of child behavior problemshensdtrtess that parents
experienced resulting from their parenting roles. Regardnegssspecifically, perceived
parenting stress when the child was 3-years-old was aisagtifvariable in the quality
of relationship that both mothers and fathers had with their adolescent childr stigiss
levels when the child was young was significantly tied to poaationships between
parent and adolescent child with a developmental disability. The awgpecsilate that

early stress by the parents may have a negative impatteopatent-child attachment
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process which continues to reveal itself through lower ratingglafionship when the
child matures to adolescence. This study reveals the signifiogaict that parenting a
child with a developmental disability can have on the caregiver in terms s&,dite also
how this stress can cause further disruption in the future.
Severity of Disability and Parenting Stress

The severity and multifaceted nature of a child’s disability ltave a negative
impact on the level of stress experienced by parents and proaeggivers. Richman,
Belmont, Kim, Slavin, and Hayner (2009) investigated the impact plegifsc childhood
developmental disabilities had on parenting stress levels. Tharceers analyzed the
similarities and differences in parent reported stress, patéigllenging behaviors by
the child, and characteristic of autism for parents of childreh ®irnelia de Lange
Syndrome (a rare genetic disorder caused by abnormalities on cbrogws, 10 and X)
and Down syndrome. The study included 25 children with Cornelia de [Syrgiome
and 23 children with Down syndrome all ranging in age from 5 to exfsyof age.
Parents filled out multiple inventories to measure the stregsbles of interest. Findings
from the study indicated that parents of children with Cornelidalege Syndrome
experienced significantly higher levels of stress and the anobsitriess experienced was
significantly related to the amount of challenging behavior, potakbehavior, and self-
injury/stereotypy related to the disorder exhibited by the chii@. researchers speculate
that a reciprocal relationship may exist between parentirgssstand severity of
disability. It is suggested that disruptive behavior and low lew¢lsadaptive and

independent functioning by the child may exacerbate parent atrdgke parent, in turn,
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acts in a manner toward the child that further perpetuateseti@tsl that the child is
already experiencing.

Also related to severity of disability, Vermaes and her cgliea (2008)
investigated the role of environmental resources in parental adpustonecaregivers of
children with spina bifida. The authors hypothesized that parents (botthers and
fathers) of children with spina bifida would experience higher @tatress than parents
in a non-clinical reference group. Eighty-three parents partezipa the study. Severity
of spina bifida experienced by children was found to be positivedpcased with
parenting stress. The severity of limitations in mobilitydader, and bowel dysfunction
associated with spina bifida were also related to ongoing stress for parents

Plant and Sanders (2007) conducted a study that investigated thetgosedic
mediators and moderators of parent stress in families of presapedlchildren with
physical and cognitive developmental disabilities. The aim okthdy was to identify
factors that influence parent stress and to utilize those vesidhl an intervention
program that may assist families of children with developmensalbdities. The study
included 105 families who had a pre-school aged child with a disability. alithors
found that the level of disability was a significant predictor akptal stress. Difficult
parenting tasks and child behavioral problems were also significaatéited to parent
stress levels.

Macias, Roberts, Saylor, and Fussell (2006) examined the link etaiésting
concerns, behavior problems, and parental stress for parents who hdrénchwith
special healthcare needs. These children had either neural teloesddevelopmental-

behavioral disabilities, or a history of perinatal intraventricdlilamorrhage. Parents
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whose child’s special health care needs were complicateailbintg concerns reported
significantly more personal distress than those parents whose childrecongnent.
Research further suggests that parents experience less wtres their child
experiences a milder form of disability. Ello and Donovan (2005) asxbeHse
relationship between parenting stress and a child’s abilityrtotibnally communicate.
The research indicated that the ability to functionally communieats negatively
related to the level of parenting stress suggesting that ¢ine imdependently the child
functioned significantly related to the amount of stress experienced by tiné pare
Another study by Wulffaert and her colleagues (2009) examineceld@onship
between parenting stress and child characteristics for carggofe children with
CHARGE syndrome. CHARGE syndrome is an acronym derived froomdbination of
childhood disability issues includinfgoloboma of the eyes$jeart defectsAtresia of the
choanae,Retardation of growth and/or development and/or central nervous system
anomaliesGenital hypoplasia, anBar anomalies and/or deafness. A primary aim of the
research was to determine whether or not characteriséi8RGE syndrome and level
of adaptive functioning related to parent stress levels. Parerg ohildren with the
syndrome participated in the study. The results of the study shbwaegdarenting stress
was related to increases of child behavioral problems on measitefor depression,
disruptive/antisocial behavior, self-absorbed behavior, and the autiseensg
algorithm. Also, though not found to be significant, a trend towardehighrent stress
for caregivers with non-speaking children was found. These resglgest that the more
behaviorally and physically impaired a child with CHARGE is, thare stress that the

parent will experience.
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Lach and colleagues (2009) also analyzed the impact of sevedigatfility on
parenting stress. The researchers utilized the data gatheved the National
Longitudinal Survey of Children and Youth in Canada to develop four prigranps of
caregivers: 1) caregivers of children with a neurologicabrder and externalizing
behavior problems, 2) caregivers of children with a neurological disardly, 3)
caregivers of children with an externalizing behavior probleng,arid 4) caregivers of
children with neither condition. The researchers utilized the datected to measure
caregiver health, caregiver psychological health, and caregsyehosocial adjustment.
Results from the study showed that caregivers who had childremettira neurological
disorder and an externalizing behavior disorder were more likelgptart higher family
distress as well as poorer physical health than to parentedrhad children with only
one condition or neither condition. This suggests that the severity anulesaty of the
disorders had a significant impact on stress and health for caregivers udijne st

Lastly, Grosse, Flores, Ouyang, Robbins, and Tilford (2009) examinéthplaet
that having a child with spina bifida had on parents. The primarygnars of 98
children ranging in age from 0 to 17 with spina bifida were s@wdeflforty-nine parents
of children without spina bifida also participated in the study. $&vaeasures were
administered to the parents who were separated into groups byatelvsignificance of
the spina bifida related lesion (sacral, lower lumbar, and uppédralutnoracic). The
authors noted that lesion level is associated with level of impair Specifically,
persons with lower level lesions are ambulatory whereas thokehigiter level lesions
are more significantly impacted and typically are not abledi without assistance. The

researchers found that parents of children with higher level leg¢ioose impaired)

www.manaraa.com



35

experienced less sleep and lower quality of well-being in conmpatis parents of
children with lower level lesions (less impaired). Interesyingharents of children with
lower level lesions scored similarly to parents of childretheut spina bifida who took
part in the study.

Life Orientation and Parenting Stress

Life orientation, or an individual’'s tendency toward optimism or peissn, has
been found to have an impact on stress levels. The authors of positb®lpgy, lead
by Martin Seligman, believe that optimism is a factor teatls to a subjective positive
life experience that improves quality of life and prevents psychopagh@nd emptiness
(Seligman & Csikszentmihalyi, 2000). Positive psychology theoligtiseve that a
tendency toward optimism for the future is a valued trait thatlggnificant impact on
the individual. People high in optimism are hypothesized to have beiteisnare more
persevering and successful, are more effective in problem solvingxaedence better
physical health according to Seligman and Csikszentmihalyi (2000).

Research studies have supported the ideas put forth by positive psychology
theorists. Kayfitz, Gragg, and Orr (2010) explored the impact thatiygosxperiences
had on mothers and fathers of children with autism. Specificallysttltyy examined the
positive experiences that parents raising school-aged childreauwtism reported with a
particular focus placed on these experiences in the contextreftipg stress. The
researchers sought to understand if parental focus on the positivés asipeaising a
child with autism had a significant impact on the stress thpgreenced. Participants for
the study included 23 mother/father pairs who had children with iautisgorder,

asperger’s disorder, or pervasive developmental disorder-not otherpessfies!
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according to the DSM-IV classification. Families who partitéplain the study were
asked to complete a survey packet that included a demographic exeasuarenting
stress survey, and an instrument measuring the positive contribatiotie family
member with a developmental disability. Scores obtained from bothensoand fathers
on positive experiences were found to be significantly negativetglated with parental
distress suggesting that parents who were able to view the coommbut their child
more positively experienced relief from the parenting stasssciated with caring for a
child with a developmental disability such as autism spectrum drsofdi®thers in the
study reported significantly more positive experiences thineifa reported. The authors
speculate that having a more positive approach to viewing their citficautism allows
parents to pay less attention to the child’'s limitations and, in potentially their
limitations as parents and protect against a negative sense of well-bein

Aspinwall and Grunhart (2000) also conducted a study in relation to optimism and
its impact on effective coping. The authors concluded from their shadyhigher levels
of optimism facilitates the ability to process informationatetl to health and that
optimistic beliefs may play an especially important and beiaéficle in earlier stages of
the coping process. It was determined from their study thds tod optimism, in
conjunction with coping, may offer some benefits in managing multiple lifessties

Baker, Blacher, and Olsson (2005) conducted a study investigagrngpact of
optimism on measures of well-being for parents of pre-school ehildith and without
developmental delays. The study primarily explored the correlatidweba child
behavior problems and various measures of parental well-being (g@gessien, marital

adjustment), as well as the moderating impact of optimism. Thowghetults found
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generally no difference for depression or marital adjustmeasunes between parents of
children with or without delays, behavior problems were strongbtaelto scores on
these measures. Additionally, optimism moderated this relationgmgpwhs particularly
true for mothers. Mothers who were rated as being less optimegtorted lower scores
on measures of well-being when child behaviors were high, more sanibizers who
were more optimistic.

De Schipper and colleagues (2008) conducted a study comparing canegockr
and observed quality of interaction between the caregiver and fkdesahin their care.
Analysis of several traits found that optimism contributed sigamtily to both the quality
of caregiver behavior toward children and to the children’s well-being.

In a study conducted by Karazsia and Wildman (2009), the mediatiegofol
parenting behaviors on positive affect and negative affectdi@ncontext of child
behavior problems was explored. The authors hypothesized that paedfitaports of
positive affect (the extent to which a person experiences positughts and emotions)
would be related to child behavior problems. Participants for they stetlded 1,461
primary caregivers of children ranging in age from 2 to 16 piesented at one of four
primary medical care clinics in the Midwest. Caregiversewasked to complete a series
of questionnaires that assessed demographics, child behaviors, andefmesgjttive
affect. Increased levels of parental positive affect waseociated with decreased
problem behaviors by the child. Also, high levels of positive affeste significantly
correlated with low levels of maladaptive parenting behaviors. Inwitie the theories
described previously on positive psychology, this study found that posiiidang was

associated with lower levels of problem behaviors by the child amer fenaladaptive
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parenting behaviors. Based on this study, it is reasonable to #sserfewer child
difficulties and more adaptive parenting allows for less stedaged to caring for a child
with or without developmental disabilities.

Social Support and Parenting Stress

Social support appears to be a strong predictor of stress famtpaf children
with disabilities. Langford and colleagues (1997), in a conceptualysis of social
support, found that social support was linked to various positive healtls stete
included effective coping behaviors, sense of stability, psychologieitbeing, and
perceived control among others. This linkage to the outside worlde¢oveeregard and
assistance appears to negate the impact that stress can haventad peell-being. Other
research supports this position.

Sipal, Schuengel, Voorman, Van Eck, and Becher (2009) examined the impact
that parenting stress and social support had on the course ofidoeh@roblems for
children with cerebral palsy. The study’s primary intereas W test whether parenting
stress and social support played a significant role in the coutsshafior problems for
the child with cerebral palsy. Participants for the study weeruited as part of a 3-year
longitudinal investigation and included 110 parents and their children diagmote
cerebral palsy. Children were assessed for motor ability whilents completed surveys
measuring their child’s behavioral problems and their own perceiveshtpay stress
along with two measures of social support. Findings revealed thésithational stress
vS. support” measure was significantly correlated with thetiglal stress vs. support”
meaning that stress caused by lack of environmental suppodlated with stress

experienced by parents in their relationships with their childtheid significant other.
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Also, social support was significantly tied to child behavior probl@nisrnalizing and
externalizing).

Pottie and Ingram (2008) conducted a study investigating deglgsstcoping, and
well-being in parents of children with autism. Specifically, thederating effects of
coping on the distress experienced by parents as well asdtal avell-being of parents
were examined. Social support was found to moderate the daily/stoesl relationship.
The authors suggest that social support can potentially enharleeewngl and devalue
daily distress in parents of children with autism.

Beckman (1991), in a study comparing the perceptions of parents oeahilith
and without disabilities, found that parents of children with disalsliteported more
care giving requirements and stress in all domains. Stresalseasegatively correlated
with informal support (friends, family) for both mothers and fathews \@as positively
associated with increased care giving requirements for mothers.

Spratt, Saylor, and Macias (2007) conducted a study that alsotigated
correlates of stress for parents of children with developmeigabilities. However, in
this study, a broader range of disabilities were analyzed.samgple included children
experiencing a variety of health, developmental, behavioral and ngicadl@roblems.
Utilizing a multiple regression analysis the authors found tiaiperceived inadequacy
of family support and maternal support were related to parentiegssin the samples
investigated.

Social support may also have an impact on parental cognitions. H&ssad| and
McDonald (2006) studied the impact of cognitive appraisals on levels of stressudye s

investigated the correlations between parental cognitions, fasulyport, child
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characteristics, and stress. The results indicated that, inoadtbtthe finding that the
most variance in parenting stress was explained by child behafficultes, there was a
strong correlation between family support and parenting stresga®ymSmith, Oliver,
and Innocenti (2001) found in their study of parenting stress in &sol children with
disabilities that the variable of social support predicted parestiegs more accurately
than variables related to the child’s level of functioning.

Another study analyzing the relationship of social support and tomgsiof
mothers with children with developmental delays was conducted bylBeritz, and
MacPhee (1991). The authors examined the correlations between supyworksend
maternal self-perceptions. For mothers, satisfaction with supp@adsrelated to their
sense of parenting competence and their ability to manage and balauitiuaenof role
demands. The logical conclusion that can be drawn from this findithgtisatisfaction
with social supports would result in decreased stress through dtieemfeeling more
competent in the role as a parent. Mothers of children who were seeveeely disabled
were less satisfied with the support received and had fevemdior family who they
relied upon for support.

Cowen and Reed (2002) examined the impact of respite care rebgiadisk
families of children with developmental disabilities on stres®ls. Respite care in this
study would be considered a formal social support. The researcherd that the
extensive care needs of the children and the family’s inabdligope with the situation
were major contributors to high stress in the relationships anfemgy members.
Comparison of tests offered to parents before and after seweresrendered revealed

significant decreases in total stress. Life stress, ssg@ort, and service level were all
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correlated to the occurrence of child maltreatment during théidahtime involved in
the study.
Summary of Previous Research

Developmental disabilities encompass an extensive collectiongpiitv® and
physical disorders. These problems cause limitations that sanntiefinitely. This
results in a reliance upon others by the child with a disaldityave their basic needs
met. Assistance provided to the person with a disability, espedating childhood,
usually falls to the parents or primary caregiver. This a@s®ist is greater and more
enduring in nature than that which would be provided to a normally developing child.

Research supports the conclusion that parents of children withopeental
disabilities experience more stress than parents of normallgiagpevg children. The
prolonged amount of time and energy that must be devoted to the chiéddtk had
safety likely contribute to stress. Whereas for parents ofirelmlwithout disabilities a
time can be reasonably predicted when their child will be falligpendent and parental
involvement becomes more supportive in nature, the same is not trysarforts of
children with a cognitive and/or physical disability. The child'gel of impairment can
remain the same, or worsen, throughout their life. This placesasentedemands upon
the parent to ensure their needs are met. This can raisain ¢evel of distress within
the parent.

Research suggests that certain variables, existing bothahtard external to the
parent, contribute greatly to the stress experienced relatigaritog for a child with a
developmental disability. In relation to the environment, past studies staiwsocial

support is a pivotal factor in predicting stress for parentsitdren with disabilities. If a
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parent has a functional and available support system in place $6 thesn, less stress
results. Parents of children with disabilities experiencenareased burden related to
providing the level of care their child requires. Social support, bothaloand informal,
allows the parent to possibly delegate at least a portion oésipensibility for child care
and/or tending to other important tasks in life. Social support alsoda@®tie parent an
outlet to vent their frustration and stress related to child chile wiso helping the parent
devise options to alleviate stress that the parent alone may vetchasidered. More
formal supports like agency based case management services aracgadrganizations
may assist the parent by providing services such as paid suppdndptcare for the
child, respite services, or experienced referral support should the pap@nt eessistance
in being linked with available services. In sum, social support iktoithe wellness of a
parent with a child with a developmental disability. As has bestedstwithout a stable
support system in place, parents are at risk of experiencindetnenental impact of
stress.

A variable that exists as part of the parent’s internal lpsggical structure that
has been found to correlate with stress is life orientationh@rotientation toward
optimism or pessimism. Research is consistent in finding thatrentfs orientation
toward optimism results in less stress in relation to caforgtheir child with a
developmental disability. Life orientation is paramount to parentchifiren with
disabilities as this trait impacts both parent and child. As has $iated, the course of a
developmental disability is chronic in nature. There is typicalljknown end to the
disability. A parent must find a way to continue to provide the lef/elare that a child

with a developmental disability requires knowing that their chiltlikely never recover
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and become fully independent. For the parent this can have a dampdeatgeftheir
spirit. Optimism is key in helping the parent to continue to movevdd. This trait
allows the parent to see beyond the moment and view the potentialrvalu®therwise
neutral, or negative, situation. Optimism is also a very impofgator as it also could
potentially impact the child. If a parent is not hopeful about tlifeirand their future,
then the parent is likely not hopeful for their child either. An ojstiim parent is more
likely to see the possibility that their child may attaineatain level of independent
functioning or that the child may be able to develop a certain sMill This optimistic
approach toward their child allows the parent to continue to provide supgbéir child
without a sense of hopelessness. Parents who are pessimiiielar® view their child
as an individual who will never function independently and, in turn, nasgnp with that
thought in mind. This likely inhibits the child’s ability to developtear skills that they
otherwise would have been able to.

Lastly, severity of disability for the child is tied to pareitess in the literature.
As has been stated, a child with a disability can experiencelerange of functional
limitations resulting from the disorder(s). Disabilities the¢ more severe in nature, and
limit the child’s ability for independence, have been consisteoind in research to
result in greater levels of stress for the parent. Thouglstasse may be provided
through other means, ultimately the parent or primary caregivegsponsible for the
majority of care and monitoring provided to the child. In considering wHhiatmay
involve for the parent, one must review the number of daily livingsskitid personal
care skills that a normally developing child develops as he orgdse Among others,

basic hygiene, the ability to communicate functionally with otheéesision-making, and
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self-directed action are all skills that a child of normal dgwelent learns and molds as
they age. A child with a developmental disability may likelyirbpaired in some, or all,
of these areas. Depending upon the severity of the disability riegrdoe mild to severe
impairment in these areas of functioning. The parent may only teaeéer minimal
prompts and additional supervision for the more functional child with ditligaFor
children whose disability is more pronounced and severe, the parenawe&ohprovide
total care in all areas of functioning. This continual respontibibr their child’s
wellness can take time away from the parent’'s own needs.plduss a burden on the
parent which can result in stress. As the child’s severity adbdity increases, so
typically does the level of time commitment the parent must n@lensure that their
child’s needs are met. This can have a significant impact opatemt's sense of well-
being and stability.

Parents must adopt strategies to manage the stress andetleeipsychological
and physical burden they experience through caring for their childp&ents, the
ability to cope effectively will determine how successfukssr reduction is. Lazarus
(1986) identifies two primary individual coping styles: problem-focuged emotion-
focused. Problem-focused coping is future-oriented and focused on prdislenatson.
Emotion-focused coping places emphasis on the present through eliminagative
feelings related to the stress experienced. Coping strategeeshought to occur
automatically and are stable in nature. Though Lazarus ssgtiestthe use of any
particular coping strategy is not inherently good or bad, a solid ftiondaf research
exists that suggests that those who utilize problem-focused cepatggies are more

successful in reducing stress.
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Theoretical Model of Mediation for Coping Style on Stress Perception

As previously stated, various factors are thought to contributdndostress
experienced by parents and primary caregivers of childrethh developmental
disabilities. The current base of research in this area hed heavily on measuring the
direct relationship between variables hypothesized to influencessémed the actual
perception of stress for caregivers. Research has not given needed asdnyeattention
to mediating factors and how indirect relationships influence parstéss. Focus on
such variables could provide rich data that can be utilized by #aesxc and clinical
communities alike to aid parents as they manage the stredszamsng for a child with a
developmental disability.

Coping style as a mediating factor may be the mechanism thrcugh parents
of children with developmental disabilities process the stréd®y experience.
Additionally, a parent’s style of coping with a situation coulded®aine whether or not
stress results. As previously stated, research has demeddtrat parents who utilize a
problem-focused coping style experience less stress than pamengs an emotion-
focused style. Given this, it is reasonable to assert thatpdfrent is optimistic, has a
strong social support system, and/or has a child with a mild digalsiress will still
occur if the parent uses emotion-focused coping methods. In other aidsividual
using a problem-focused coping style will likely experienss kress than an individual
using emotion-focused coping strategies who otherwise has treelidaroircumstances.
If meditational significance is found, this may offer a foundatioknaiwledge regarding
how coping style is the “vehicle” that drives stress perception. Though varialgethat

have been found to directly influence stress, the proposed meditatiodal outlining
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this relationship may show that ultimately coping style stsomdluences whether or not
stress is experienced.

Historically research has been scant in analyzing copingistytes indirect, or
mediating, manner. Past models have sought to understand the natuagarfai@ps in a
direct manner. Here, a new model is being offered that sugipedtshe influence of
stress influencing variables on the perception of stress follawsndirect route.
Specifically, this theoretical model hypothesizes that copirlg atyts as a filter between
variables thought to perpetuate stress and the experience sffgtrparents and primary
caregivers of children with developmental disabilities. Furthes, proposed that coping
in and of itself does not mediate stress. Rather, the spe@é&mfycoping a parent uses is
hypothesized to influence the relationship between known stress causgaigesand
the perception of stress for caregivers. The theoretical frarkeand its relationship to
the direct pathway model can be found in Figure 1. If this ma&supported then a
fundamental gap in knowledge that currently exists in the argmmeinting stress for
caregivers of children with developmental disabilities could bedfilFurther, the amount
of variance that exists between the stress variables anatipgrestress could be
minimized which could have significant implications for researchelisicians, and
caregivers alike. Through analysis of this new mediating theakeframework, a
significant contribution may be made in how parenting stregsriseived by researchers
and clinicians alike.

Research Questions
Based upon the aforementioned information, the aim of the presentisttaly

build a theoretical framework to determine if coping style hamediating influence
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between stress influencing variables and the perception of $brgsarents/caregivers of
children with physical and/or cognitive disabilities. Specificathis study examined if
coping style mediates the impact that known stress influencingbles (e.g., life
orientation, severity of disability, social support) has on the degreestress
parents/caregivers experience. Statistical analyses weidedliinto preliminary and
primary groupings. Preliminary analyses were completed to ieeathe relationship
between identified demographic variables and stress experibgpgarents and primary
caregivers. Statistically, analysis of variance was usedinalyze the data in the
preliminary analyses. The preliminary analyses sought to answer th&ifg)lquestions:
1) The first set of preliminary analyses examined the iogiglip between caregiver
gender, caregiver age, caregiver relationship to the child wd#wvalopmental disability
and stress experienced by caregivers. Specifically: A) @woale parents/primary
caregivers experience more stress than male parentsfpraagegivers?, B) Do older
parents/primary caregivers experience more stress than yoymyents/primary
caregivers?, and C) Do biological mothers experience mores sthes primary
caregivers who are not the biological mother of the child with a developme ratailit
2) The second set of preliminary analyses investigated thenslaip between child age,
child disability type, parental coping style, and the stregerenced by parents and
primary caregivers of children with developmental disabilities.cpally: A) Do
parents/primary caregivers who have older children with digabiliéxperience more
stress than parents/primary caregivers of younger children wdébhelopmental
disabilities?, B) Do parents/primary caregivers of childrerhvabth cognitive and

physical disabilities experience more stress than paremsanyrcaregivers of children
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who do not have both cognitive and physical disabilities?, and C) Do gprantsy
caregivers with an emotion-focused coping style experience mstness than
parents/primary caregivers with a problem-focused coping style?

3) The third set of preliminary analyses examined the reldiipnketween social
support, severity of disability, life orientation and stress expee@ by caregivers.
Specifically: A) Do parents/caregivers with a high level ofi@agupport experience less
stress than parents with a low level of social support?, B) Do parents/casegnehave
a child with a low level of disability experience less sttbss parents who have a child
with a high level of disability?, and C) Do parents/caregivetis an optimistic outlook
on life experience less stress than parents who are pessimistic?

Primary analyses were completed to determine if coping stgldiates the relationship
between stress influencing variables and the experience o &irgsarents and primary
caregivers of children with developmental disabilities. Thassitzdl analyses followed
the recommendations for mediation provided by Baron and Kenny (1986) emd w
conducted in an effort to answer the following questions:

1) The first series of questions explored the relationship betse®al support, severity
of disability, life orientation and stress experienced by parantdor caregivers of
children with disabilities. Specifically: A) Do parents/caveys with a high level of
social support experience less stress than parents with adeWofesocial support?, B)
Do parents/caregivers who have a child with a low level of disalakperience less
stress than parents who have a child with a high level of dig&biland C) Do
parents/caregivers with an optimistic outlook on life experieass $tress than parents

who are pessimistic?
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2) The second series of questions analyzed the relationshipebeteeial support,
severity of child disability, life orientation and coping stylelizdition by parents of
children with developmental disabilities. Specifically: A) Do pasécaregivers with a
high level of social support utilize a problem-focused coping styf, Do
parents/caregivers who have a child with a low level of disphitilize a problem-
focused coping style?, and C) Do parents/caregivers who are sttiatilize a problem-
focused coping style?

3) The third series of questions examined the relationship betwpergctyle and stress
experienced by parents and/or caregivers of children with develogindisabilities.
Specifically: A) Do parents/caregivers who have an orientation towamobéem-focused
coping style experience less perceived stress than pareege/eas who utilize an
emotion-focused coping style?

4) The last series of research questions examined the medmpagt coping style has
on social support, severity of disability, life orientation in teohtheir ability to predict
parent/caregiver stress. Specifically, A) Does coping shylpact the relationship
between social support, severity of disability, and life orientatigoredicting stress for

parents/caregivers of children with developmental disabilities?

www.manaraa.com



50

Figure 1 Theoretical Model of Mediation for Coping Style on Stress Peeption

Life Orientation

. - Stress Reported by
Severity of Disability Parents/Caregivers

Social Support

a) Direct Pathway

Mediator:
Coping Style
b

Life Orientation
. - Stress Reported by
Severity of Disability Parents/Caregivers

. c
Social Support

b) Indirect/Mediated Pathway

Figure 1. Theoretical model of mediation hypothesized in study (on the baBigroh &
Kenny, 1986). The direct pathway indicates the relationship betwesss stifluencing
variables and stress experienced by parent/caregivers ofdndisiwith developmental
disabilities. The indirect pathway proposes that coping style nesdtbe relationship
between the stress influencing factors and stress perception.
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Research Questions, Variables, and Statistical Analyses

Research Questions and
Hypotheses

Variables Under
Investigation

Statistical Analysis

Q1: How do differences in
parent/primary caregiver
gender, age, and
relationship to the child
with a developmental
disability relate to the stres
experienced by
parents/primary caregivers

H1: There will be a main
effect for gender on stress
experienced by
parents/primary caregivers
Females will report a highe
level of stress than males.

H2: There will be a main
effect for age on stress
experienced by

parents/primary caregivers,

Older parents/primary
caregivers will experience
more stress than younger

parents/primary caregivers,

H3: There will be a main
effect for relationship to the
child with a developmental
disability on stress
experienced by

parents/primary caregivers,.

Biological mothers will
experience more stress tha
any other relationship with
the child with a
developmental disability.

Independent Variables:
Parent/Primary Caregiver
Gender

Parent/Primary Caregiver
SAge: Young vs. Old

?Parent/Primary Caregiver
Relationship to Child:
Biological Mother vs. Not
Biological Mother

. Dependent Variable:

r Parental Distress Scale
score on Parenting Stress
Index

A

N

A factorial analysis of
variance (ANOVA) will be
utilized to examine the
influence that
parent/primary caregiver
gender, parent/primary
caregiver age, and
relationship to child have o
the stress experienced by
parents/primary caregivers
of children with
developmental disabilities.

>
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Research Questions and
Hypotheses

Variables Under
Investigation

Statistical Analysis

Q2: How do differences in
child age, disability type,
and parent/primary
caregiver coping style relat
to stress experienced by
parents/primary caregivers

H1: There will be a main
effect for child age on
stress. Parents/primary
caregivers of older children
will experience more stress
than parents/primary
caregivers of younger
children.

H2: There will be a main
effect for disability type on
stress. Parents/primary
caregivers of children with
combined cognitive and
physical disabilities will
experience more stress thg
parents/primary caregivers
of children with any other
disability type.

H3: There will be a main
effect for coping style on
stress. Parents/primary
caregivers who utilize an
emotion-focused coping
style will experience more
stress than those who utiliz
a problem-focused coping
style.

Independent Variables:
Child Age:
Young vs. Old

D

Disability Type:
?Combined Cognitive and
Physical Disability vs. Not
Combined Cognitive and
Physical Disability

Coping Style:
Problem-focused vs.
Emotion-focused

Dependent Variable:
Parental Distress Scale
score on Parenting Stress
Index

1

A factorial analysis of
variance (ANOVA) will be
utilized to examine the
influence that child age,
type of disability, and
parent/primary caregiver
coping style have on the
stress experienced by
parents/primary caregivers
of children with
developmental disabilities.
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Research Questions and
Hypotheses

Variables Under
Investigation

Statistical Analysis

Q3: How do differences in
social support, severity of
disability, and life
orientation relate to stress
experienced by
parents/primary caregivers

H1: There will be a main
effect for social support on
stress. Parents/primary
caregivers with a high leve
of social support will
experience less tress than
parents/primary caregivers
with a low level of social
support.

H2: There will be a main
effect for severity of
disability on stress.
Parents/primary caregivers
of children with a low
severity of disability will
experience less stress thar
parents/primary caregivers
of children with a high
severity of disability.

H3: There will be a main
effect for life orientation on
stress. Parents/primary
caregivers who have a high
level of optimism will
experience less stress thar
parents/primary caregivers
with a low level of
optimism.

Independent Variables:
Social Support:
High vs. Low

Severity of Disability:
?High vs. Low

Life Orientation:
High vs. Low

Dependent Variable:
Parental Distress Scale
score on Parenting Stress
Index

A factorial analysis of
variance (ANOVA) will be
utilized to examine the
influence that social
support, severity of
disability, and life
orientation have on the
stress experienced by
parents and primary
caregivers of children with
developmental disabilities.
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Research Questions and
Hypotheses

Variables Under
Investigation

Statistical Analysis

Q1: Does social support,
severity of child disability,
and life orientation have
predictive value in
determining the type of
coping style used by
parents/caregivers of
children with developments
disabilities?

H1: High social support wil
predict a problem-focused
coping style

H2: Low level of disability
will predict a problem-
focused coping style

H3: High optimism will
predict a problem-focused
coping style.

Predictor Variables:

Level of social support
Level of severity of child’s
disability

Level of optimism

Criterion Variable:

Il Coping Orientation
(measured as a continuou
variable)

A regression analysis will
be utilized to examine the
variance explained by the
social support, severity of
child disability, and life
orientation in predicting the
use of problem-focused or
emotion-focused coping
sstyle for parents/caregivers
of children with
developmental disabilities.

Research Questions and

Hypotheses

Variables Under
Investigation

Statistical Analysis

Q2: Does coping style have

predictive value in
determining level of stress
experienced by

parents/caregivers/caregiver|

of children with
developmental disabilities?

H1: An orientation toward a
problem-focused coping styls

will predict a low level of

stress for parents/caregivers

of children with
developmental disabilities

Predictor Variables:
Coping Orientation

variable)
S
Criterion Variable:

1%

(measured as a continuou

Parental/caregiver stress

A regression analysis will
be utilized to examine the
svariance explained by
coping style in predicting
stress for
parents/caregivers of
children with
developmental disabilities
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Research Questions and
Hypotheses

Variables Under
Investigation

Statistical Analysis

Q3: Does social support,
severity of child disability,
and life orientation have
predictive value in
determining level of stress
experienced by
parents/caregivers of childre
with developmental
disabilities?

H1: High social support will
predict a low level of stress
for parents/caregivers

H2: Low level of disability
will predict a low level of
stress for parents/caregivers

H3: High optimism will
predict a low level of stress
for parents/caregivers

Predictor Variables:

Level of social support
Level of severity of child’s
disability

Level of optimism

nCriterion Variable:
Parental/caregiver stress

A regression analysis will
be utilized to examine the
variance explained by the
social support, severity of
child disability, and life
orientation in predicting
the total amount of stress
experienced by
parents/caregivers of
children with
developmental disabilities|
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Research Questions and
Hypotheses

Variables Under
Investigation

Statistical Analysis

Q4: Does coping style
mediate the predictive
influence that level of socig
support, level of severity of
child’s disability, and life
orientation have in
determining the total
amount of stress
experienced by
parents/caregivers of
children with
developmental disabilities?

H1: Social support will not
be a significant predictor of
stress by the
parent/caregiver if the
parent/caregiver exhibits a
orientation toward the use
of an emotion-focused
coping style. Coping style i
predicted to be a significan
mediator. An orientation
toward emotion-focused
coping will negate the
significant correlation that
is predicted to exist betweg
social support and stress.

H2: Level of severity of
child’s disability will not be
a significant predictor of
stress experienced by the
parent/caregiver if the
parent/caregiver exhibits a
orientation toward an
emotion-focused coping

Predictor Variables:

Level of social support
ILevel of severity of child’s

disability

Level of optimism

Mediating Variable:
Coping Orientation
(measured as a continuoug
variable)

Criterion Variable:
Parental/caregiver stress

—~ O

2N

-

style. Coping style is

A regression analysis will
be utilized to examine the
predictive influence of
social support, severity of
child disability, and life
orientation in determining
the amount of stress

5 experienced by
parents/caregivers of a chi
with a developmental
disability with coping style
included as a potential
mediating variable.
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predicted to be a significan
mediator. An orientation
toward emotion-focused
coping will negate the
significant correlation that

is predicted to exist between

severity of disability and
stress.

H3: Life orientation will not
be a significant predictor of
stress experienced by the
parent/caregiver if the
parent/caregiver exhibits a
orientation toward an
emotion-focused coping
style. Coping style is
predicted to be a significan
mediator. An orientation
toward emotion-focused
coping will negate the
significant correlation that
is predicted to exist betweg
life orientation and stress.

—+

—

N

* Parent gender, marital status, caregiver status, parenchid age, type of disability,
and ethnicity served as controlling variables in all regressiatyses performed. These
variables were held as constants in order to measure theimicdlwn the relationship

between the independent and dependent variables in each analysis.
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CHAPTER 1l
Methodology

Participants

Participants were 127 parents or primary caregivers of childnath
developmental disabilities receiving services through a large ComtyrMental Health
agency in Southeastern Michigan. For this study the biological orieeqmrent was
accepted for participation and primary caregivers could includedgeasents, extended
relatives, or any other individual who provided the majority of éar¢he child with the
developmental disability. Parents and primary caregivers afrehilwith developmental
disabilities who ranged in age from birth to 26 years werlkeidlecl for participation in
the study. A developmental disability was identified as anyitwg and/or physical
condition that was present prior to the age of 22, was predicted towsmidefinitely,
and caused substantial adaptive functioning limitations for the chalénPor primary
caregivers of children whose condition met these criteria wer@ded as potential
participants in the study. In the cases where two-parent horees pvesent, both
caregivers were included for participation in the study. Sincgcypants in the study
were anonymous, comparisons between parents of the same child could not be made.
Instruments

Parenting Stress Index-Short Form (PSI-SF) -The PSI-SF is an abbreviated
version of the full Parenting Stress Index (Abidin, 1995).The PSkSFthirty-six item
measure of parent stress consisting of three subscalear¢éhats follows: 1) Parental
Distress, 2) Parent-Child Dysfunctional Interaction, and 3) MilfiacChild. These

subscales collectively yield a Total Stress Scale. ThenRd@istress Subscale indicates
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the level of stress resulting from personal factors andéséictions resulting from the
demands of child care. The Parent-Child Dysfunctional Interactiale $&an indication
of parents’ dissatisfaction with the interactions they havevhttheir children and the
Difficult Child Subscale consists of items that measure pgirpatceptions of the child’s
self-regulatory abilities. The Total Stress Scale givesoaesof overall parenting stress
that a person is experiencing. Items are responded to using a 4igemtScale ranging
from 1 (strongly agree) to 5 (strongly disagree).

The PSI-SF is strongly correlated % .87) with the full Parenting Stress Index
(Haskett et al., 2006). Abidin (1995) reported that the Total Stresle $r the PSI-SF
correlated highly (.94) with the Total Stress Scale on thedulith PSI. Both test-retest
reliability (.84) and internal consistency reliability (.91) atemsg for this instrument.
Roggman and colleagues (1994) found an alpha reliability of .90 for tla Jtress
Score on the PSI-SF.

The validity of the PSI-SF was measured in comparison to théehgth PSI.
The Total Stress scale on the full-length PSI correlated .9vthat Total Stress Scale on
the PSI-SF. Also, the Parental Distress Subscale on the P&&SHighly correlated
with the Parent Domain on the full P$I< .92). The PSI-SF’s Difficult Child Subscale
was found to be highly correlated with the Child Domain of thelémgth PSI( = .87).
Lastly, the Parent-Child Dysfunctional Subscale on the PSI-SFcaraelated at .73 and
.50 with the Child Domain and Parent Domain Scales on the full-l&tgthrespectively
which were predicted because the Parent-Child Dysfunctional &absontains items

from both the Child and Parent Domain Scales (Abidin, 1995).
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For the present study the Parental Distress Subscale NMzedub measure stress
experienced by parents/caregivers. The Parental Distressagubpecifically measures
the distress a caregiver is experiencing as it retatgariables that are highly correlated
with parenting (Bendell et al., 1986). Given this, the Parentatd3siSubscale was used
solely due to the relationship it had with the conceptualization andrgotisn of the
stress variable that was under investigation in the present gtbatyn (1995) indicates
that this subscale has strong test-reliability (.86) and irter8&) reliability. As
previously stated, the subscale has strong validity as it is highlyatedebith the Parent
Domain score on the full PSi € .92). Further, it is not related to the Child Domain on
the full measurer(= .49). The Parent-Child Dysfunctional Interaction, Difficult Child,
and Total Stress Scales were not utilized in the data analysis.

Revised Life Orientation Test (LOT-R) - The Revised Life Orientation Test
was utilized to measure dispositional optimism. The instrument deagloped by
Scheier, Carver and Bridges (1994) and is a 10-item meas@wssiagsan individual's
level of perceived optimism. Participants respond to statemeoisgh a 5-point Likert
scale ranging from 1 (strongly disagree) to 5 (strongly agide). measure does not
provide a cutoff score for optimism versus pessimism. Rather, domstructed to
measure optimism along a continuum with higher scores suggeseiafiae orientation
toward optimism and lower scores signifying a more pessimigiproach. The
construction of the instrument consists of three positively worddensents (item # 1, 4,
10), three negatively worded statements (item # 3, 7, 9) and fder“Btatements (item
# 2,5, 6, 8) which are not scored. Examples of positively worded statemnclude, “In

uncertain times, | usually expect the best” and “I'm alwaysgtic about my future”
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while examples of negatively worded statements are, “If dangetan go wrong for me
it will” and “I hardly ever expect things to go my way”. Exangplef filler item
statements are “It's easy for me to relax” and “I enjoy my friends.’a

The LOT-R has acceptable levels of internal consistencyestdetest reliability
(Scheier et al., 1994). Internal consistency for the entire instruasemheasured by
Cronbach’s alpha was .78. Test-retest reliability was meashredgh examination of
scores from samples of college undergraduates who completed thengrst at 28-
month intervals. The test-retest correlation was .79.

In terms of convergent and discriminant validity, the LOT-R wamd to be
highly correlated overallr(= .95) to the original version of the instrument. The
instrument is also highly correlated with the original LOT base gender as men €
.95) and womenr(= .95) both scored similarly to how their gender scored during the
administration of the original instrument. Additionally, the measureeshanly relatively
modest variance with scales measuring similar concepts incladingticism ( = -.36),
self-mastery (.48), self-esteem (.50), and trait anxiety (--B3¢. correlations for men
range from a high of -.52 (trait anxiety) to -.36 (neuroticisrth wimilar scores found
for women as they had a high of .54 (self-esteem) and a lov@®f(reuroticism). All
correlations were significant at the p < .001 level. Differetedseen men and women
were minimal (Scheier et al., 1994).

Multidimensional Scale of Perceived Social Support (MSPSS)An estimate of
perceived social support was obtained through the use of the Matdiomal Scale of
Perceived Social Support (MSPSS) (Zimet, Dahlem, Zimet &#at988). The MSPSS

is a 12-item self-report measure which analyzes an individughective assessment of
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social support adequacy. Through the use of a 7-point Likert Swvalénstrument

measures ratings of social support received from three spsoiirces: family, friends,
and significant others. Each subscale represents a unique form af sgaport. Users
rate their response to each statement using this 7-point whiereeans “very strongly

disagree” and “7” is “very strongly agree”. The sum of thesbscales provides an
overall social support score. The total score was used to measiakssipport in the

present study.

The MSPSS was found to have adequate psychometric properties. #yslispl
good internal reliability (.88 on Cronbach’s coefficient alpha, .83rétest reliability).
The measurement has strong factorial validity. The Kaiseral@ation test was utilized
to determine factorial validity and three factors for the ppalcicomponents factor
analysis were found. Items had high loadings on factors for vihieph were intended
(Significant Other =.74, .91, .91, .92; Family = .83, .84, .84, .81; and Frienélg,=.79,
-.86, -.86) with minimal cross-loadings.

The instrument has adequate construct validity as found through compaoisons
measurements of anxiety and depression. The construct validitgetsrsnined through
comparison of the MSPSS with the Hopkins Symptoms Checklist (HSECBB-item
checklist used to measure the extent to which symptoms relatigtetent disorders are
present. Perceived social support from family was significargtatively related to both
depression; = -.24, p <.01, and anxiety= -.18, p <.01. Social support from friends was
significantly related to depression= -.24, but not to anxiety. Support from significant
others was significantly related to depression,-.13, p <.05. The total scale was found

to significantly negatively related to depressior € .25, p <.01).
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SF-10 Health Survey for Children (SF-10) -The SF-10 (Saris-Baglama et al.,
2006) is a 10-item instrument used to measure the physical arftbpsg@l functioning
of children ages five and over. The SF-10 is a caregiver cordpbsfsessment and
gathers information across several areas of physical (& itetal) and psychosocial (5
items total) health utilizing varying Likert scales. Respgsnare scored in a manner
where higher scores are attributable to higher functioningaharea and better health.
This instrument was utilized as a measure of severity ablility in the present study
due to its ability to estimate a child’s level of physical g@sgchosocial functioning.
Both the physical and psychosocial categories were used in the data analysis.

The category of physical health is subdivided into physical funaigp(g items),
role functioning (1 item), bodily pain (1 item), and general healthgih)i Both the
physical functioning and role functioning subcategories are satieing a four-point
Likert scale, ranging from “yes, limited a lot” to “no, nanlted”. Bodily pain is scored
using a 6-point Likert scale ranging from “none” to “very seVekastly, general health
is scored using a five-point scale which ranges from “excéltentpoor”. All of the
physical health subscales were utilized during data analysis.

The psychosocial health category is constructed using subcategBoés
disability due to emotional behavioral problems (1 item), seleast items), behavior
(1 item), and mental health (1 item). Role disability measiresnipact that emotional
and behavioral problems have upon role functioning using a four-poird §tyas,
limited a lot” to “no, not limited”). The self-esteem itemska parents’ perceptions
pertaining to their child’s satisfaction with friendships and ovesatilsfaction with their

life along a five-point scale ranging from “very satisfied™very dissatisfied”. Behavior

www.manaraa.com



64

is scored utilizing a five-point scale from “excellent” to “pband it gathers a general
conceptualization of the child’s behavior in comparison to other childréde same age.

The Mental Health Subscale measures the extent to which tlikehelslacted upset or
bothered in any way over the past four weeks utilizing a five-gmale ranging from

“none” to “all the time”.

The SF-10 has strong reliability. Internal consistency reltgl@stimates for the
subscales were roughly equivalent across the various modes of stcatiom and found
to be adequate (physical health = .76, psychosocial health = .83)B3gl@sna et al.,
2006).

This instrument also has sound validity. The subcategories have bedrtddum
valid in comparison to groups of children with known health or psychologoralitions.
Children with a physical condition (asthma) were found to score lowesmparison to
the United States general population sample on the physical heakhwhile children
with a mental health disorder scored lower on the psychosocathhscale in
comparison to the same sample (PHS: M = 52.4; PSS: M = 52.8). €regaphysical
health scores were also found to be lower for children with physaaditions { = -
13.98, p <.0001), while the average psychosocial health scale scorewnastd be
lower for children with both mental health disorders (t = -9.09, p <.080d oehavioral
problems (t = -10.59, p <.0001) than for children with no physical and/orahtezelth
conditions reported.

Ways of Coping Scale (WCS) -The WCS is a 66-item measure (50 clinical
items; 16 fill-in items) developed by Folkman and Lazarus (1986) wisicimed at

assessing an individual's coping process. Individuals complete thainadasough
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providing responses to potential stressful situations utilizing a rt-gokert scale
whereby “0” represents “not used at all” and “3” signifies tlaegreat deal.” The fill-in
items are comprised of questions that did not load into any partifadeor during
standardization.

The WCS vyields a Total Problem-Focused Coping score asasel Total
Emotion-Focused Coping score. Each score denotes a percentagehdratboth are
summed together, equal 100. Each total score consists of four subsoeds. Problem-
focused coping subscales that are part of the instrument incleten@&ocial Support
(efforts to seek informational, tangible, and emotional support), AoceResponsibility
(ability to acknowledge one’s personal role in a problem with @mimn of trying to put
things right), Planful Problem-Solving (deliberate problem-focuséorte to alter a
situation coupled with an analytic approach to solving the problem), Pasitive
Reappraisal (efforts to create positive meaning by focusing eosomed growth).
Emotion-focused coping subscales include Confrontive Coping (aggressugis to
alter the situation that suggest some form of hostility aridtaising), Self-Controlling
(efforts to regulate one’s feelings and actions), Distancingnjtive efforts to detach
oneself and to minimize the impact of a given situation), and Esvapdance (wishful
thinking and behavioral attempts to escape or avoid the problem).

The Seeking Social Support Subscale is comprised of six iteciading
statements such as, “talked to someone to find out more about tlgosit, and
“accepted sympathy and understanding from someone.” The AcceptipgriRslity
Subscale includes four items that involves statements like, “criticizedtardd myself”,

and “l apologized or did something to make up.” Six items make upldnéuPProblem
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Solving Subscale. This subscale includes statements like, “I matin af action and
followed it”, and “just concentrated on what | had to do next- the stept” Lastly under
the Problem-Focused Coping category is the Positive Reap@aisstale. This consists
of seven items that includes statements like, “I was insporatbtsomething creative”,
and “changed or grew as a person in a good way”.

The Emotion-Focused Coping category includes the Confrontive Coping Subscal
that is made up of six items. Examples of statements inubisaegory include, “I did
something which | didn’t think would work, but at least | was doing etbg”, and
“tried to get the person responsible to change his or her mind.” Aldus category is
the Self-Controlling Subscale. This subscale consists of sex@as &nd includes items
like, “tried not to burn my bridges, but leave things open somewhat™ aneld to keep
my feelings to myself’. The Distancing Subscale has smst with statements such as,
“went along with fate; sometimes | just have bad luck”, and “veenéas if nothing had
happened”. Lastly, the Emotion-Focused Coping category has tlapd=Awoidance
Subscale. This consists of eight items made up of statemkefs‘tioped a miracle
would happen”, and “slept more than usual”.

Psychometric properties of this instrument are sound as evidencsttobyg
internal consistency as measured by Cronbach’s alpha (P = .81 Also, the WCS
has been found to have good internal consistency (ranging from .68 té-o#dpén &
Lazarus, 1986). The initial norming data obtained by Folkman and Ladatusot
include a review of validity. Validity for the WCS has been dagemarily on factor
analyses on exploratory models developed by different resear&tbvarfds & O’Neill,

1998). Parker and colleagues (1993) performed orthogonal and oblique ctorfrma
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analyses on the models developed by others to measure constuity aakl found that
the models had statistically significant chi-squares and adegaatihess-of-fit indexes
and adjusted goodness-of-fit indexes that ranged from .73 to .78.

As stated, the total score on the Ways of Coping Scale hagrinvary scores: a
Problem-Focused Coping score and an Emotion-Focused Coping score.c&alis s
comprised of four subscale scores and denotes a percentage thaditagitber total
100%. Given the structure of the scores, if the total score on the Problem-Focused Coping
Scale is obtained then one should theoretically know the total scorteedBnotion-
Focused coping Scale if the calculations are performed corrégithgn the nature of
scoring on this instrument and to allow for proper statistical aisalyhe Problem-
Focused Coping score was treated as a continuous variable aretlutilidata analysis.
The Emotion-Focused Coping score was thus not used during analysis.

The directions for the WCS were modified slightly to be more eaple and
identifiable for parents and primary caregivers of children wilkvelopmental
disabilities.

Procedure

Parents or primary caregivers of children with developmentabitlitsss aged
birth to 26-years-old who receive Community Mental Health Serviced/ashtenaw
County were included as participants in the study. Participants drawn from a list
provided by the Washtenaw Community Health Organization in Ypsilarthilyan. The
total sample was drawn from a grouping provided by the recruitinghsitencluded the
parents and primary caregivers of 368 individuals falling within age range being

studied.
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Surveys were mailed to all caregivers who qualified for theystlide sample
was divided into three groups of 150, 150, and 68. Packets were mailed tgreagh
approximately three weeks apart from one another. Each prospectiegpat received
an information sheet explaining the study and the study instrunretite mail. Parents
and primary caregivers were sent a reminder card approximanelyweek after the
initial packet was mailed in an effort to enhance participation in the study.

Each study packet included a letter introducing the principaktigagor and the
research study, an information sheet, a demographic survey, theirRp&inéss Index-
Short Form, The Ways of Coping Scale, The Multidimensional S¢derceived Social
Support, the SF-10, and the Revised Life Orientation Test. Counteribglaoic the
instruments in the study packets was utilized to ensure thaffetgfive responses on a
particular instrument did not carry over into the administration leéroinstruments and
influence scores. Anonymity of all study participants was adswa® names of
parents/primary caregivers and children were not obtained throughaldattheollection
process. Also aiding in privacy, the vast majority of participamtse centrally located in
two large, urban areas within the county which greatly reducedpdissibility of
identification via zip code on return mail to the principal investigaEach packet
included a stamped envelope addressed to the principal investigasidsnce where
completed materials were to be sent. Participants were requestomplete instruments
included in the study only once. The study received full Waynie Staiversity Human
Investigation Committee approval before implementation. All dats analyzed utilizing

the SAS/STAT statistical software.
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CHAPTER IV
Results

This study examined the mediating impact of coping style osssegperienced
by parents or primary caregivers of children with developmelgabilities. Specifically,
the study sought to determine whether or not coping style accoumtduefvariance in
the relationship between stress perception and variables known uenicdl stress for
these parents and primary caregivers. This chapter will bedn avreview of the
demographic characteristics of the sample and conclude with a comprelaaradiges of
the findings.

Demographics.The administration of the Washtenaw Community Health Organization
provided a list of 368 prospective participants for the study. Survekefsawere mailed

to all. Of the 368 mailed, a total of 139, or 37.8%, were returnedlvevsurvey packets
were discarded due to non-completion of surveys and/or the return of incosypletgs.

A survey was considered incomplete if it was left blank onefé were greater than 2%
missing answers. Thus, 127 participants (34.5% of survey packets nvagledjncluded

as part of the study.

Participants included 31 males and 96 females ranging in age2ffdm77. The
average age of participants was 52.9 years of age. Of théefemdhe study 76 reported
that they were the biological mother of the child with a developrhdisiability. Another
18 stated that they were the adoptive mother, while 2 femalestaepbeing a
grandparent. Of the 31 males who participated, 28 reported beihiptbgical father, 2

stated they were the adoptive father, and 1 an uncle. Marital star the sample
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included 91 married individuals, 15 single, 16 divorced, 3 separated, and 2 péople w
were cohabitating. The sample was overwhelmingly Caucasian (N=102).

As stated, each participant in the study was a parent of, cargroaregiver for, a
child with a developmental disability. The age range of the chilidréme study was 2 to
26 with an average age of 19.1. The children experienced a broad fahgabdities as
14 were identified as cognitively disabled, 7 were reported to $@we form of physical
disability, while another 45 reported having a combination of cognéive physical
disabilities. Another 38 children were diagnosed with autism and 15diegrosed with
a genetic/chromosomal disability. Eight children were diagnosigd ketal Alcohol
Syndrome. A frequency distribution outlining the demographic charaatsri®r the
sample is listed in Table 1.

Table 1

Demographic Characteristics and Associated Frequency Distribution of Sample
(N =127)

Demographic Variable Frequency Percent
Caregiver Gender:
Male 31 24.4
Female 96 75.6
Caregiver Age:
20-30 1 0.8
31-40 4 3.1
41-50 43 33.9
51-60 59 46.4
61-70 19 15.0
71-80 1 0.8
Caregiver Marital Status:
Married 91 71.6
Divorced 16 12.6
Single 15 11.8
Separated 3 2.4
Cohabitating 2 1.6
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Demographic Variable Frequency Percent

Caregiver Relation to
Individual with a
Developmental Disability:

Biological Mother 76 59.8
Biological Father 28 22.0
Adoptive Mother 18 14.2
Adoptive Father 2 1.6
Grandparent 2 1.6
Other 1 0.8
Caregiver Ethnicity:
Caucasian 102 80.3
African American 16 12.6
Asian American 5 3.9
Hispanic 3 2.4
Native American 1 0.8

Age of Individual with a
Developmental Disability:

0-5 4 3.1
6-10 9 7.1
11-15 26 20.5
16-20 23 18.1
21-26 65 51.2
Disability Type:
Cognitive 14 11.0
Physical 7 5.5
Cognitive and Physical 45 35.4
Genetic/Chromosomal 15 11.8
Fetal Alcohol Syndrome 8 6.3
Autism 38 29.9

Note. Due to rounding errors the percentages in some categories does not equal 100
Means, standard deviations, and range of score$he means, standard deviations, and
range of scores for participant scoring on each instrument adengusdre listed in Table
2. Parents and primary caregivers averaged 30.50 on the Paremésg lBtex-Short
Form. This represents a mild to moderate level of strestidsetwho participated in the

study as the score does not quite meet the half way point (36¢dretiie possible
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minimum score and the possible maximum score on the test. pamtgiobtained an
average score of .57 on the Ways of Coping Questionnaire. This scagserdprthe
percentage of problem-focused coping strategies used by paremisy caregivers in

the study. Thus, caregivers in the study showed a slight dr@ntaward the use of a
problem-focused coping style (57% use of problem-focused coping strategies, 4826 use
emotion-focused coping strategies).

Regarding life orientation, or optimism, participants in theystlitained a mean
score of 15.94. The range of possible scores is from 0 to 24 witlnigie score
representing the maximum level of optimism possible on the instrurithe mean score
indicates that parents and primary caregivers who participatéhe study displayed a
moderate tendency toward optimism. For severity of disabilayegivers rated their
children on average at 36.74 for severity of physical disabilitiyh \tYie possible range
being —10.90 to 57.22 the mean score obtained indicates that children undghdidtnot
have severe physical limitations and exhibited a moderate level of physiependence.
The average score for psychological severity of disabilitg Ww@.88 with a possible
minimum score being 8.81 and possible maximum score being 62.29. The coean s
obtained for psychological severity of disability suggeststti@thildren were of higher
psychological functioning and did not exhibit severe limitations ia #rea. Lastly,
caregivers averaged 60.17 on the instrument measuring social supp@rtscore
suggests that parents and primary caregivers in the stpayi@xced a moderate level of
social support in their lives at the time they participatethéenstudy. The possible range
of scores for the social support measurement was from a low aicheto a high score

of 84.
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Table 2

Means, standard deviations and ranges of scores obtained on measurements
administered

Variable Mean Std Dev Minimum Maximum Possible Possible
Minimum Maximum

Parental Stress 3050 9.12 12.00 55.00 12.00 60.00
Coping 0.57 0.08 0.26 0.75 0.00 1.00
Life Orientation 1594 4.75 0.00 24.00 0.00 24.00
Physical Severity 36.74 19.57 -7.49 57.22 -10.90 57.22
Psychological 40.88 11.37 11.43 62.29 8.81 62.29
Severity

Social Support 60.17 15.91 12.00 84.00 12.00 84.00

@ Scores for Physical Severity and Psychological Severityatefrom a mathematical
formula provided by the instrument’s publisher.

Independent and dependent variable correlationsA Pearson Coefficient Correlation
Matrix was constructed to show the relationships among the varimglesled in the
study. This can be found in Table 3. All stress influencing vasablhich included life
orientation ( = -.35, p < .0001), physical severity of disability € -.20, p < .05),
psychological severity of disability € -.45,p < .0001), and social support£ -.39,p <
.0001) were found to be significantly correlated with parental sst@sping style was
also found to be correlated with life orientation=(.43,p < .0001) and social support (
= .46, p < .0001). Coping style was also significantly correlated withclpsipgical
severity of disability = .21, p < .0001) but not physical severity of disability.
Interestingly, social support was correlated with life oagoh ¢ = .42,p < .0001) and

psychological severity of disability € .22,p <.0001)
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Table 3

Correlation matrix of variablesin study

Parental Coping Life Physical Psychological Social
Stress Orientation Severity  Severity Support
Parental -0.417 -0.35" -0.20 -0.45" -0.39"
Stress
Coping 0.43"7 -0.15 0.21 0.46"
Life 0.01 0.15 0.42"
Orientation
Physical -0.01 0.03
Severity
Psychological 0.22
Severity
Social
Support

"p<.05" p<.01” p<.001.

Preliminary analysis. A series of analyses of variance (ANOVA) were completed to
analyze the role that demographic variables may play witlardedgo the stress
experienced by parents and primary caregivers of childrethh developmental
disabilities. Three preliminary analyses were completed exagithese relationships
and are as follows:

Caregiver gender, age, relationship to child, and stres3he first analysis was
completed to investigate the differences in caregiver stresg asP x 2 x 2 ANOVA
where caregiver gender, age, and relationship to the child with a deegltspdisability
served as independent variables. In this analysis caregiver(chgevs. young),
relationship to child (biological mother vs. not biological mother), anénpagender
served as independent variables with stress being the dependentevaggbivas placed

into “old” and “young” categories based on a median split. Twolegroaps of 63 were
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created as part of the median split. The “young” parent group aded&gg2 years and
the “old” group averaged 59.19 years of age.

No significant differences between caregiver gender, caegage, and/or
caregiver relationship to child were found. It was hypothesized cduagiver gender
would significantly influence stress. Results for caregiver geRdé, 123) = 1.64p =
.20 did not support this hypothesis. Likewise, the data for caregiveF &9d,23) = 1.58,
p = .21, and caregiver relationship to chitd(1, 123) = .42p = .52 were not found to be
significantly tied to parent/caregiver stress and failed uppert the hypothesized
differences predicted between these variables. The resultsisoanalysis are listed in
Table 4.

Table 4

Analysis of variance for caregiver gender, caregiver age, and relationship to child on
stress

Source DF Sum of Squares Mean Square F
caregiver gender 1 135.64 135.64 1.64
caregiver age 1 130.75 130.75 1.58
relationship 1 34.48 34.48 0.42
Error 123 10184.88 82.80

corrected total 126 10485.75

Note. relationship = caregiver relationship to child with developmental disability.
Child age, disability type, caregiver coping style, and stresé second 2 x 2 x

2 ANOVA was conducted to analyze the differences between cleldyaging vs. old),

child disability type (combined cognitive and physical disability mst combined

cognitive and physical disability), caregiver coping style (mwbfocused vs. emotion-
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focused) and stress. As with parent age in the previous analjkisage was placed into
“old” and “young” categories based on median splits. Again, two equal groups of &3 wer
created. The average age of the “young” group was 14.19. The avgeafye the “old”
group of children was 24.02.

A main effect was found for child age on strdsg1,123) = 9.34p < .01. This
supported the hypothesis that there would be a significant diffebeteeen age groups
in their impact on stress experienced by parents or primary caregil@saAnain effect
was found for caregiver coping styfe(1, 123) = 9.89p < .01. This finding lent support
to the hypothesized differences predicted between coping style gprdbtused vs.
emotion-focused) and its impact on parent stress. The results of this acatybes found
in Table 5.

Table 5

Analysis of variance for child age, disability type, and caregiver coping style on stress

Source DF Sum of Squares Mean Square F
child age 1 688.16 688.16 9.34
disability 1 7.41 7.41 0.10
caregiver coping style 1 728.46 728.46 9.89
Error 123 9061.72 73.67

corrected total 126 10485.75

Dlote. disability = child disability type
p <.01.

Social support, severity of disability, life orientation, and gtess.A final 2 x 2
x 2 ANOVA was completed to determine the differences in levietocial support (high

vs. low), severity of disability (high vs. low), and life orientati(high vs. low) and their
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impact on stress for parents/primary caregivers. The averagefec the “low” group on
social support was 47.57 with the “high” group averaging 72.73. For sewdrity
disability, the “high” severity group had an average score of 21.03 wihd “low”
severity group averaged 52.32. Lastly, the “high” life orientation grodpahaean score
of 19.68 while the “low” life orientation group averaged 12.17.

A main effect was found for social suppdft (1, 123) = 21.62p < .001. Main
effects were also found for severity of disabilify,(1, 123) = 6.68p < .05, and life
orientation,F (1, 123) = 19.09p < .001. The findings supported the hypotheses that each
stress influencing variable would show significant differencegeiation to stress
experienced by parents and primary caregivers. The resuhssanalysis are found in
Table 6.

Table 6

Analysis of variance for social support, severity of disability, and life orientation on
stress

Source DF Sum of Squares Mean Square F
social support 1 1330.66 1330.66 21762
severity of disability 1 411.16 411.16 6.68
life orientation 1 1174.79 1174.79 19:09
Error 123 7569.14 61.54

corrected total 126 10485.75

Note. disgpility = child disability type
p<.05 p<.001.

Primary analysis. To analyze the relationship between coping style, stress infhgenci

variables, and caregiver stress perception a theoretical modehedfation was
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developed. This model utilized a series of four regression anatysesermine if coping
style was a significant mediator between stress influenganigbles and the experience
of stress for parent/caregivers. The model was developed accotdinghe
recommendations for establishing mediation by Barron and Kenny (1986)sand i
displayed schematically in Figure 1 (see page 50). Baron and Kmewoynmend 4
distinct steps for establishing mediation. They are as followsSH)w that the
independent variables are correlated with the dependent variablthe=present study,
this would entail establishing a significant relationship betwkenndependent variables
of social support, severity of disability, and life orientation d&ldependent variable of
stress experienced by parents/primary caregivers, 2) shothéhadependent variable is
correlated with the mediator. In this study this would involve forrmgaa regression
analysis where the independent variables (social support, sevkdtgability, and life
orientation) are the predictor variables and the mediator (ccgtyig) is the criterion
variable, 3) show that the mediator is significantly relatethe dependent variable. For
the present study this would involve showing a significant coroseldietween coping
style (independent variable) and stress experienced by parengsiprcaregivers
dependent variable), and lastly 4) to establish mediation, ansanatyst be completed
where the effects of the independent variables (social support,tgefedisability, and
life orientation) on the dependent variable (stress) are meshstnile controlling for the
mediator (coping style). Barron and Kenny state that if prewaestiblished significant
relationships between the independent and dependent variables arearcsignijicant
when the mediator is controlled for, then mediation has been establi$hdee

relationship between the independent variables and the dependent vari@blerino
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longer existing, then complete mediation has occurred. If a relaipoasll exists but is

no longer significant, then partial mediation is indicated. For eadheofour primary

analyses demographic variables (caregiver age, caregivegrgeactegiver marital status,
caregiver relationship to child, child age, child disability tygknieity) were controlled

for and held as constants to determine their influence on the relafidostween the

independent and dependent variables. The steps in the mediation processoaradeal

findings from the study are as follows:

Step 1. Stress influencing variables and stres3he first regression equation
involved determining the level of direct relationship between dfness influencing
variables in the study (life orientation, severity of disahilgocial support) and stress
experienced by parents/caregivers. It was expected thatrélss sfluencing variables
would be significant predictors of parental stress. Data asatgsealed that both life
orientation (t = -3.07) and social support (t = -2.70) were sigmfipredictors of stress
for parents/caregivers. Though psychological severity of disaiayg found to be a
significant predictor of stress (t = -3.70), physical severitgisability was not found to
be significantly correlated with stress for parents/caregiv@f the controlling variables
only parent gender (t = -3.83) was found to significantly influencesst No other

controlling variable approached significance. Table 7 displays these results
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Table 7

Predictive relationship between social support, severity of disability, life orientation and
stress perception

Predictor B S T p value
Intercept 56.05 8.89 6.30 <0.0001
orientation -0.52 0.17 -3.07 0.0027
severityl -0.07 0.04 -1.60 0.1110
severity2 -0.27 0.07 -3.70 0.0003
socsupp -0.13 0.05 -2.70 0.0080
parent gender -3.83 1.71 -2.23 0.0274
Total R 0.44

Adjusted R 0.34

No. Observations 127

Note. orientation = life orientation. severityl = physical seveoitglisability, severity2 =
psychological severity of disability. socsupp = social support.
a Controlling variables included parent/caregiver gender, paaestfiver age, child age,
parent/caregiver marital status, type of disability, caregreéationship to child, and
gethnicity N

p<.05 p<.01. p<.001.

Step 2: Stress influencing variables and coping styleThe second regression
analysis investigated the predictive influence that social suppesdrityeof disability,
and life orientation had on determining coping orientation for caregi@»cial support,
severity of disability, and life orientation served as predigtorables in this equation
with coping orientation being the criterion variable. The resultshf analysis are

displayed in Table 8.
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Table 8

Predictive relationship between social support, severity of disability, life orientation and
coping style orientation

Predictor B SE t p value
Intercept 0.414911 0.083536 4.97 <0.0001
orientation 0.004632  0.001585 2.92 0.0042
severityl -0.00087 0.000412 -2.12 0.0361
severity2 0.000994  0.000693 1.43 0.1545
socsupp 0.001802 0.000466 3.87 0.0002
Total R 0.34

Adjusted R 0.24

No. Observations 127

Note. orientation = life orientation. severityl = physical seveoitgisability, severity2 =
psychological severity of disability. socsupp = social support.
a Controlling variables included parent/caregiver gender, paaeegioer age, child age,
parent/caregiver marital status, type of disability, caregreéationship to child, and
*ethnicity .

p<.05 p<.01. p<.001.

It was predicted that all three stress influencing variablesldvbe significant
predictors of coping orientation for parents/ primary caregivers. eta@r,
parents/caregivers who reported to have a stable support systemevwehoptimistic in
their life orientation, and who had children with relatively loweleof severity of
disability were hypothesized to be oriented toward using problemédcusping
strategies. Life orientation (t = 2.92) and social support (t = 3.8r¢ Wwoth significant

predictors of coping style for parents/caregivers of individualth wievelopmental

disabilities. Though physical severity of disability was sigaifitly related to coping
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orientation (t = -2.12), severity of psychological disability ddilto be a significant
predictor of coping for parents/caregivers. None of the controllargbles were found
to significantly influence stress perception in this analysis.

Step 3: Coping style and stressThe third regression analysis involved coping
style orientation and stress experienced by parents/careg8masifically, this analysis
examined the predictive influence that an individual’'s coping styldetecy had on the
amount of stress experienced by parents or primary caregiensdividuals with
developmental disabilities. It was hypothesized that coping stgidd be significantly
related to stress. Specifically, it was predicted thag¢miafcaregivers who were oriented
toward a problem-focused coping style would experience less gtasshose utilizing
an emotion-focused coping style. Coping was measured as a continuiaievasing
the Problem-Focused Coping Scale on the Ways of Coping Survey. Thipossaible
because the Problem-Focused Coping Scale score is measuae@easentage that,
coupled with the Emotion-Focused Coping Scale, equal 100%. Thus, theale/csares
measure the same thing. Coping style orientation (t = -5.32)detsmined to be a
highly significant predictor of stress experienced by parensgivers. Child age
(t = -0.46) was a controlling variable that significantly presticstress as part of this
analysis. No other controlling variables approached significaresul®® for this analysis

are displayed in Table 9.
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Table 9

Predictive relationship between coping style orientation and stress perception

Predictor B S t p value
Intercept 57.02 10.35 5.51 <0.0001
copingl -49.24 9.25 -5.32 <0.0001
child age -0.46 0.16 -2.89 0.0046
Total R 0.31

Adjusted R 0.22

No. Observations 127

Note. copingl = coping style.
a Controlling variables included parent/caregiver gender, paaeagfiver age, child age,
parent/caregiver marital status, type of disability, caregreéationship to child, and
Sthnicity

p<.0l. p<.001.

Step 4: Coping style as a mediatorThe final regression analysis served to
determine whether or not coping style was a significant mediatdne relationship
between the stress influencing variables and the experience res stby
parents/caregivers of children with developmental disabilities. imii&al regression
analyses showed that both life orientation and social support weiécant predictors
of stress and coping style orientation for parents/caregivers. As both aspssterdl of
disability (physical and psychological) were not correlatett wiress and coping style
orientation, it was not factored into the final analysis. It wesdicted for this final
portion of the model that, when controlling for coping style, the samti relationships

between the stress influencing variables (life orientation, Isewgort) and stress would

no longer hold true. This would provide statistical support that mediatieroccurred.
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The results showed that, after controlling for coping styfe, drientation remained a
significant predictor (t = -2.25) of stress perception for parearegivers. However,
social support (t = -1.58) was no longer significantly correlated parental stress once
coping style was controlled for. The effect of social support osssfrerception in this
final analysis did not equal zero which indicates that coping styétation does not
completely mediate the relationship. However, given that theoedtip between social
support and stress no longer reaches significance suggestepimat style significantly
accounts for some of the variance in the relationship betvmeevariables. Thus, coping
style serves as a partial mediator. This analysis offeight into the role that coping
style plays as a partial mediator in the relationship betweeialssupport and stress
perception for parents/caregivers of children with developmental biliiss.
Specifically, the data suggests that parents may experigress segardless of the
amount of social support they have available in their livesaf thave an emotion-
focused orientation toward coping with environmental demands. Parent ¢eendars1)
was the only controlling variable found to significantly influentess as part of this
analysis. No other controlling variable reached significance. Tke fdam the final

analysis is found in Table 10.
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Coping style orientation as mediator between social support, severity of disability, life

orientation and stress perception

Predictor B SE t p value
Intercept 68.33 9.51 7.18 <0.0001
copingl -29.61 9.88 -2.99 0.0034
orientation -0.38 0.17 -2.25 0.0263
severityl -0.09 0.04 -2.23 0.0278
severity?2 -0.24 0.07 -3.38 0.0010
socsupp -0.08 0.05 -1.58 0.1168
parent gender -3.51 1.66 -2.12 0.0364
Total R 0.48

Adjusted R 0.39

No. Observations 127

Note. copingl = coping style. orientation = life orientation. severityl -sjay severity

of disability, severity2 = psychological severity of disability. socsuppciassupport.

a Controlling variables included parent/caregiver gender, paaeatfiver age, child age,
parent/caregiver marital status, type of disability, caregreéationship to child, and

gethnicity "
p<.05 p<.01. p<.001.
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CHAPTER V
Discussion

This chapter offers a summary of the present research andewméw the
characteristics of the sample, the findings from the prelimiaagatyses, and the major
findings from the primary analyses. An assessment of the significatioe findings will
follow. Following that, implications of the study are included and renendations for
practice and future research are provided. Benefits and liomtatf the study are
discussed and, lastly, this chapter will close with concluding remarks.
History and background. A critical review of prior research studies indicates that
parents and primary caregivers of children with developmental disgbixhibit more
stress than parents/primary caregivers of normally developirdrei (Gupta, 2007,
Cushner-Weinstein et al., 2008; Hussain & Juyal, 2007). Equally, treeterge amounts
of research that has found that there are numerous factorsottiebute to the stress
experienced by these caregivers. However, despite the dad&abkeyaa gap still exists in
the literature regarding the link between the variables thatilootgrto stress and the
experience of stress itself by parents and primary camsgie¢ children with
developmental disabilities. The majority of research completediyzath the direct
relationship between the variables hypothesized to influence srebsthe actual
experience of stress for caregivers of children with developahalisabilities. The
available research largely neglects the influence of indredationships between stress
influencing variables and the experience of stress for caregiMareover, coping style

as a factor in an indirect relationship has been fully ignored.
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Coping is a variable that is directly related to the expegieoic stress by
individuals (Lazarus, 1986). When confronted by environmental demands, individuals
must determine whether or not a situation is taxing and exceetlpgysonal resources.
If, through this determination, it is concluded that the demands ofittreti@n are too
great, then coping ensues. Coping occurs through the use of speatkgiss. Lazarus
(Lazarus & Folkman, 1984) hypothesized that people cope through ¢hefusvo
primary styles: problem-focused coping and emotion-focused coping. Those wleoautiliz
problem-focused coping style attempt to reshape their environmenttdbahabject of
stress currently does not produce stress in the future. Lazaggesss that individuals
utilizing an emotion-focused coping style make changes in tlsemiréo ensure that the
physiological reaction to stress is subdued and no longer of condesse utilizing an
emotion-focused coping pattern are not concerned about the future arad plan in a
manner that prevents the stress from occurring again in the fuamarus believed that,
although both manners of coping can be efficacious in the moment, lomguecess in
maintaining balance and minimizing the experience of stress mae likely if a
problem-focused coping style is used (Lazarus 1999, 2006).

When considering the link between coping and stress perception, callogi
guestion can be asked regarding this relationship. Could coping styilee biactor
through which stress influencing variables filter and ultimatiéyate how an individual
perceives stress? The present study sought to answer thimmuéke purpose of the
present study was to determine if coping style mediatedetaBanship between factors

that influence stress for parents/primary caregivers of chilavith developmental
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disabilities and the amount of stress experienced by parentsargricaregivers of
children with developmental disabilities.

A theoretical model was developed to address this concern. Thtees fdtat
prior research found to contribute to stress for parents/primaggicars of children of
developmental disabilities (level of social support, severity ofdchitisability, life
orientation) were utilized as independent variables in the preseit. stThese factors
were integrated into the model to ensure that a variable bothah{éfe orientation) and
external (severity of child’'s disability) to the caregivemas| as an environmental factor
(social support) were included. Coping style (problem-focused vs. enfotiosed)
based upon Lazarus’ Transactional Model of Stress and Coping adteel mediating
variable. Parental stress served as the dependent variable. The mo@stedchthtough a
series of regression analyses based upon Baron and Kenny’s @&&®)mwendations for
establishing mediation. Four research questions were addressadhtithe primary
analysis and were as follows: 1) Are the independent variablaal(sopport, severity of
disability, life orientation) correlated with the dependent vagiglstress)?, 2) Are the
independent variables (social support, severity of disability,olifentation) correlated
with the mediator (coping style)?, 3) Is the mediator (copiylg)ssignificantly related to
the dependent variable (stress)?, and lastly 4) Are the indepevalgsbles (social
support, severity of disability, and life orientation) significanttlated to the dependent
variable (stress) when controlling for the mediator (copinlg)2yAs stated, the ultimate
goal of the present study was to determine if coping styleifisigntly mediates the

relationship between stress influencing variables (social supperyrity of disability,
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and life orientation) and the perception of stress for parents andrgrcaregivers of
children with developmental disabilities.

Sample characteristics.Parents and primary caregivers of children with developmental
disabilities took part in the study. Participants were obtainedigir a large Community
Mental Health agency in Washtenaw County, Michigan where tinddren received
services. Overall, 127 parents and primary caregivers partidip@fethe 127, 31 were
male and 96 were female. Though on the surface this finding bmagurprising, a
possible explanation for this could be the increasing number of singlet fjeouseholds
that exist where a mother is the primary caregiver for tid o the home. The average
age of participants was 52.9 years of age.

Of the 31 males who participated, 28 reported being the biologtbairf& stated
they were the adoptive father, and 1 an uncle. Seventy-six fematesthe biological
mother of the child with a developmental disability with another 18dothe adoptive
mother. Two females reported being the grandparent. Ninety-oneigants reported
being married, 15 stated they were single, 16 were divorced, 3atapaand 2
participants reported that they were cohabitating. The sampiel@it 102 Caucasians,
15 African Americans, 5 Asian Americans, 3 Hispanics, and 1 Natiwmeri&an. The
sample was overwhelmingly Caucasian however this was reprigeatathe population
of individuals attending services at the Washtenaw Community Health Orgamizat

Children in the study ranged in age from 2 to 26 with an aveggef 19.1. The
high average age of children was expected as there werelargeanumber of children
aged 10 and below with developmental disabilities receiving servioesigh the

Washtenaw Community Health Organization at the time the stadycempleted. This

www.manaraa.com



90

could be due to the type of services offered by the agency. Theitgnajoservices are
geared toward achieving independence (e.g. community living suppapgpprsed
employment) which becomes more prominent as children progneasd adulthood and
not as useful for families when children are very young. A diveasge of disabilities
were exhibited by these children. The breakdown of disability tyge as follows: 14
were identified as cognitively disabled, 7 were reported to have $om of physical
disability, 45 were a combination of cognitive and physical digigsi] 38 children were
diagnosed with autism, 15 were diagnosed with a genetic/chromosaahllith and 8
were diagnosed with Fetal Alcohol Syndrome.
Review of preliminary analyses.A series of ANOVAs were completed to analyze
differences among several demographic variables in relatptsihine stress experienced
by caregivers. Also, an ANOVA was completed to obtain a basebtiemate of how
differences in the independent variables in the study impactss$skEor the first of these
analyses, no significant differences between caregiver gendexgiver age, and/or
caregiver relationship to child were found. This suggests that teipant's gender,
whether he/she was young or old, or whether the participant wasittis biological
parent or not was insignificant in relation to the stress tix@greenced. The finding
regarding parental gender was interesting considering thatathple included a large
number of females. Considering this, it would be expected that tloerd Wwe significant
differences among males and females in relation to stress.

The second set of analyses focused on characteristics of teanHilcaregiver
coping style. It was found that differences in child age andgname coping style

significantly impacted parental stress. The amount of seeperienced by caregivers

www.manaraa.com



91

based on differences between young children and old children wastexk@es care
giving needs change for children with disabilities over time, ancbdio 8 manner where
the needs at a younger age are significantly different fromehbds required by an older
child. The differences found in coping style were expected asopievesearch (Glidden
& Natcher, 2009; Orsmond et al., 2009) has routinely shown that yseldém-focused
coping strategies is significantly related to lower stress levelsafegivers.

The last of the preliminary analyses investigated differentdsvels of social
support, severity of disability, and life orientation and their impacstress. Significant
differences were found for all the variables. Levels of sosigbport, severity of
disability, and life orientation were all significantly redtto stress for caregivers. These
findings were expected and predicted as previous research has shosotiklasupport
(Pottie & Ingram, 2008; Spratt, Saylor, & Macias, 2007), sevefitjisability (Belmont
et al.,, 2009; Mitchell & Hauser-Cram, 2010), and life orientation (BaB&acher, &
Olsson, 2005; Karazsia & Wildman, 2009) are all significantlyteelao stress for
caregivers of children with developmental disabilities.

Review of primary analyses.As previously stated, the present study involved the
construction of a theoretical model to determine if coping stykxtdfely mediated the
relationship between variables known to influence stress for parem@&fprcaregivers

of children with developmental disabilities and the level of steagerienced by these
caregivers. This section will expound upon the findings that ardlfize theoretical
model of mediation that was developed.

Step 1: Predictive relationship between social support, senty of disability,

life orientation and stress.The initial regression analysis was conducted to establish a
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relationship between the independent variables in the study (soppbrt, severity of
disability, life orientation) and the dependent variable (stressis €alculation was
necessary as further statistical analyses would be invalitdheif stress influencing
variables were not significantly related to the stress rexpeed by parents/primary
caregivers of children with developmental disabilities.

Data analysis conducted as part of this first step revealeddtialife orientation
and social support were significant predictors of stress foenpslcaregivers. This
finding suggests that having an optimistic personal disposition is iugpgrtant for
parents and primary caregivers to avoid the stress associ#tteprawviding care to their
child with a developmental disability. Perhaps having a positive outlodkeoallows
caregivers to see the benefit and joy of having a child andl perseveration on the
potential negative aspects of parenting a child with a developnaistdlility. Given
this, it seems logical that having an optimistic disposition watddatribute to a
parent/primary caregiver avoiding the stress associated wigntpag. This finding was
similar to results from previous studies (e.g., Aspinwall & Garhh2000; Baker,
Blacher, & Olsson, 2005; Karazsia & Wildman, 2009) that also foundnggti to be
significantly related to parental distress.

Social support was also significantly related to the stregmerenced by
caregivers. This finding reveals the importance of both formal arminiad support
systems in the lives of parents and primary caregivechitddren with developmental
disabilities. This finding was consistent with previous studies @&itingram, 2008;
Beckman, 1991) that found social support to be significantly relatedess stxperienced

by parents and primary caregivers of children with developmensalbitities. The
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instrument used to measure social support (Multidimensional Sc#eroéived Social
Support) was comprised of three subscales that included the folléypeg of social
support: 1) significant other, 2) family, and 3) friends. The sigmfieaof this finding
indicates that all types of social support are important faxgigers. The social support
system likely provides the caregiver an outlet to share twsrgnd frustrations and also
serves as a steady presence in his/her life. Additionallyalssigpport may alleviate the
burden of care giving for the parent by intermittently providing ¢ar the child so that
the parent can receive much needed respite to revive their minblodyd It is of the
utmost importance for caregivers to remain connected with faanidl their community
and/or become involved in professional organizations that can provide supgort a
assistance with caring for their child. Support for this is fourntthenresearch conducted
by Seybold, Fritz, and MacPhee (1991) where satisfaction witlqulaéity of social
support present in their lives was related to the sense of pareatmpetence and the
ability to manage and balance a multitude of role demands for raother took part in
the study.

Analysis of the relationship between severity of disability anesstexperienced
by parents and primary caregivers offered an interestnayniyj. Psychological severity
of disability was found to be a significant predictor of stress|lenphysical severity of
disability was not significantly correlated with stress f@arents/caregivers.
Psychological severity of disability included the functional amdaamotional/behavioral
role functioning, self esteem, mental health, and behavior. Physicality of disability
involved aspects of physical functioning, social role functioning consglghysical

health, general health, and bodily pain. Richman, Belmont, Kim, Slavin, apdeHa
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(2009) conducted a study where parents of children with Cornelia de lSygirome
experienced significantly higher levels of stress and the anodsitriess experienced was
significantly related to the amount of challenging behavior, potakbehavior, and self-
injury/stereotypy related to the disorder exhibited by thédchihe results from the
present study are consistent with the findings from this studweMer, the result from
the present study involving physical severity of disability nscontrast to previous
research (Macias et al., 2006; Vermaes et al., 2008) that foundcsighitorrelations
between the severity of a child’s physical limitation resglfrom their developmental
disability and the stress experienced by parents/primargiears. The findings suggest
that parental stress is tied to the psychological limitatressilting from their child’s
disability. In contrast to previous research, parental distres®ipresent study was not
significantly tied to their child’s physical limitations. Pate may find the additional
support required by their child due to the psychological limitati@ssilting from the
developmental disability as significantly more stressful thanptimgsical components
related to the disorder. Physical limitations may be morenaivle to the direct care
provided by parents and primary caregivers. As the behavioral andopsyichl issues
stemming from developmental disabilities are more difficult $eeas given a child’s
inability to fully communicate, the increased time, effort, guitlance that caregivers
must provide to address these needs may result in more stresstadimited impact
that they may have on the problem. In other words, the true etiobdgthe
psychological/behavioral deficits may not be known and the issuepaensigt if they are
not correctly identified and addressed by the parent, therefuking in added demands

and pressure placed on the caregiver.
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Step 2: Predictive relationship between social support, senty of disability,
life orientation and coping style.The second primary analysis sought to determine if the
independent variables were significantly related to coping stidatation for caregivers.
Lazarus (1984) theorized that there are two primary copingsstitllized by individuals
to manage stress: problem-focused and emotion-focused. A person whoposkelem-
focused coping style attempts to determine the source of sr@sting in his/her
environment and then reconfigures the environment to prevent stresedouming in
the future. Individuals who use an emotion-focused coping style arghthtmudo what is
necessary to ward off the negative feelings associated weébssin the present time
without making adjustments to prevent reoccurrence in the futurerusagaggests that,
although both styles can be effective in stress reduction short tee environmental
modifications to prevent stress in the future associated with prefbleimsed coping
leads to more effective outcomes for people long term (Lazarus 1999, 2006).

It was predicted that life orientation, severity of disahiliéyyd social support
would all be significant predictors of coping style orientation forepts/primary
caregivers. Specifically, parents/caregivers who reported ® &atable support system,
who were optimistic in their life orientation, and who had childreth\ai low level of
severity of disability were hypothesized to use problem-focusesgmtrategies more
often than emotion-focused coping strategies. Life orientation acidl ssupport were
both significant predictors of coping style for parents/caregieérgndividuals with
developmental disabilities. Though physical severity of disabivgs significantly
related to coping style, severity of psychological disability diot prove to be a

significant predictor of coping for parents/ caregivers.
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Though no previous research has been undertaken to investigate these
relationships, the findings are mostly predictable based upon the plguwoeistioned
research involving coping style orientation and parenting stressa®\been mentioned,
life orientation, social support, and severity of disability havyebakn found to be
significantly related to parenting stress. Also, Lazarus Ingsited that long-term
wellness was related to the use of problem-focused copiaggs. Based upon this
knowledge, it is reasonable to assert that parents who experighceduial support, a
high level of optimism, and who have a child with a low level odldligy would utilize
problem-focused coping strategies since both are tied to lovess stnd better outcomes
for parents. This is what was found as part of the present study.g@nthological
severity of disability was not tied to coping style orientatidnclv is of note considering
that in the previous analysis it was significantly related to parentad stres

Practically, these findings imply that individuals use less emdbcused coping
strategies style when they are optimistic, have strong social support, aral ¢talewho
has low physical limitations caused by their disability. @iv&ability parents and
primary caregivers may have the time and cognitive resourcamsader future coping
situations and rearrange their environments to ensure that@toesging encounters do
not occur in the future. Parents who are burdened by pessimism, low social ,sapgart
child with severe physical limitations are likely to not hakie tognitive resources
available to think about the future and are forced to be reactionatyeir response,
focusing on reducing the psychological and physiological impact of stréss moment.

It was interesting to find that severity of psychological loiigg did not

significantly predict coping style. This finding suggests tlmat $everity of a child’s
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behavioral issues related to their disability does not resatgarent using more or less
problem-focused coping strategies. This may be due to the natine l[wéhavioral issues
associated with the disability. Whereas physical limitatiores paedicted to be more
enduring in nature, behavioral/psychological issues are sometimesnaasient as they
may not be present all of the time. Given that these issuesdenapisodic in nature,
parents may be able to use emotion-focused coping strategeessudly at the times
they occur, but may use problem-focused strategies when the behaeinod accurring.
This may be true even if the behavioral episodes are severeune.nlltore research is
needed to analyze how coping strategies are used when pargsitamanage issues
stemming from the psychological and behavioral aspects of their child’s dsabil

Step 3: Predictive relationship between coping style andress. The third step
in the mediation analysis was conducted to examine the influenceaihiag style had
on the amount of stress experienced by parents and primary cesegfiehildren with
developmental disabilities. For this step it was hypothesizedctmng style would be
significantly related to stress. Specifically, it was presticthat parents/caregivers who
were oriented toward a problem-focused coping style would experiesgetress than
those utilizing an emotion-focused coping style. This hypothesis based upon
Lazarus’ (1999, 2006) theory that individuals who are oriented towarobdem-focused
coping style experience more long term relief from stress than thosgratate toward
an emotion-focused coping orientation. Results of this analysis founddpeig style
was determined to be a highly significant predictor of stresgereenced by
parents/caregivers. This finding suggests that parents and priaragivers who used

more problem-focused coping strategies experienced significareadesr in the stress
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they experienced through parenting their child with a developielgability in
comparison to those caregivers who typically utilized a lapgeportion of emotion-
focused coping strategies.

This finding is consistent with Lazarus’ (1999) suggestion regardiaechigher
likelihood of long term success in managing stress for those vehorignted toward a
problem-focused coping style. For parents and primary caregivecdilofren with
developmental disabilities it is probable that, through the use ofgmnetalcused coping
strategies, potential sources of parenting stress are idérdifie steps are taken to alter
the environment to ensure that the stressors are never exadenbéue future. Through
these environmental alterations the caregiver is likely pratdoten the factors causing
stress and therefore the physiological and/or emotional burgemienxced through stress
never occurs. This allows for a clear and uncluttered mind to prdheleattention
necessary to their child.

This finding is supported by previous research. Essex, SeltzeKrands (1999)
found that greater use of problem-focused coping strategies andidesof emotion-
focused coping techniques buffered the negative impact of caregjiees sn mothers’
psychological well-being. Also, Miller, Gordon, Daniele and &il{1992) found that
emotion-focused coping was significantly related to incregsgdhological distress in
mothers whereas use of problem-focused coping was tied to datikasess. Likewise,
Kim, Greenberg, Seltzer, and Krauss (2003) found in a study of pamoyang
associated with the challenges of caring for an adult child anitintellectual disability
that increases in the use of emotion-focused coping led to dedivielg of well-being

for parents.
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Step 4: Coping style as a mediatoiThe final analysis determined if coping style
significantly mediated the relationship between the stresgsemding variables in the
study and the actual experience of stress for parents and pearagivers of children
with developmental disabilities. In order for this analysis to be coedubere must have
been significant relationships in the three proceeding steps. Asypsgvimentioned, life
orientation and social support were both significant predictors of bothgaspyle and
the experience of stress for parents and primary caregivepmdstyle was also found
be a significant predictor of stress for caregivers. Sevefitdisability was not fully
related to coping style or stress. Therefore it was not wuilae part of the final
meditational analysis.

It was predicted that, when controlling for coping style rétationship between
the stress inducing variables (life orientation, social support) @mesissexperienced by
parents and primary caregivers will no longer be significant.tdfissical analyses
indicated that the relationships were no longer significant, then supmutd be
provided that mediation had occurred. Data showed that, after corgrédli coping
style, life orientation remained a significant predictor ofsstrperception for parents/
primary caregivers. However, social support was no longer a ismmifpredictor of
stress once coping style was controlled for. Baron and Kenny (1986}heir
recommendations for analyzing mediation, state that total mediatxists if the
previously significant relationship becomes zero once the mediator is contooll@théy
further suggest that if the relationship statistically isager than zero but no longer
reaches significance then partial mediation has occurred. Thsticah relationship

between social support and stress perception in this analysisnetazero after
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controlling for coping style. This indicates that coping style admg#scompletely mediate
the relationship. However, given that the relationship no longer reasthéstical
significance, the finding confirms the theoretical model in ithsihows that coping style
was a partial mediator of the relationship between social sugporstress perception for
parents and primary caregivers of children with developmental disabilities.

This implies that coping style serves as a filter throughclvisiocial support
passes during a parent’s determination whether or not he/shexp#rience stress
related to the nature of their support system. Practically,résislt indicates that the
nature of the support system is irrelevant if a parent iongoy caregiver utilizes an
emotion-focused coping style. The caregiver could have eitheoragsor weak support
system in place. Regardless of the nature and stability slthygort system, a parent will
still experience a significant amount of stress if emotiomded coping is the parent’s
dominant style of managing environmental demands. Inversely, a pareid whented
toward a problem-focused coping style will experience lessssiinether or not they
have a strong, stable support system.

The present study lends support to the indirect, or mediated, pathway ohode
analyzing relationships between stress influencing variables teesk perception for
parents and primary caregivers of children with developmentabititees. The findings
from this study provide theoretical insight into explaining the gaat exists in the
literature between the amount of social support available @regiver and the stress
experienced resulting from the nature of a parent’s social support system.
Implications of the study. The results from the present study could be of great

importance as they may provide an additional avenue for assedememgntal health
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professionals and other family-based providers offering sertcemrents of children
with developmental disabilities. While assessing the nature angs sth the support
system, it may be of importance to also assess a pargpitaltynanner of coping since
the results of the this study suggest that a professional casswha that a stable and
intact support system will preclude the parent from experiendnegss If a parent is
identified as being emotion-focused in their coping style, then perbhddgional
therapeutic and/or educational support should be offered to assrtérd in moving
toward a more problem-focused manner of coping with stress atbevith parenting
their child. This may be of great benefit when helping parents ramd families reach
their therapeutic goals.

Benefits of the study.A potential benefit that can be drawn from the completion of this
research is that the study brought attention to parents and pcaragivers of children
with developmental disabilities who are often an overlooked componerdsearch
literature as well as is the treatment setting. Thisystalight to place the proverbial
“spotlight” on these caregivers because they are vital to timess of their children.
Yet, despite their importance, caregivers are often overlooked irndragure as well as
by treatment providers when services are rendered. Though utis atly focused on
one aspect of a parent’'s psychological being, perhaps this madytdeaven more
attention being given to parents and primary caregivers of childién developmental
disabilities by the academic and mental health treatmentmconmy alike as both
physical and psychological wellness of the caregiver is keélyetahild with a disability

reaching their developmental potential.
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Limitations of the study. A total of 368 survey packets were mailed to prospective
participants. Of those 368 packets only 127 were returned. Those who returned wurveys
the principal investigator may have been more motivated and/obledened in their
lives. Given that mailing surveys to parents was the data totlegrocedure, it would
require some level of motivation and availability of time on bebhlthe caregiver to
complete the packet and return to it to the principal investiga®nly those with time
and motivation completing the survey packets would lead to a sahpéaticipants that
were unequally distributed as the group of caregivers who are burderedherefore
less motivated, would not be represented in the sample. Also, havingstheaes and
time available to complete the survey packet may imply thaintheidual is of a more
stable economic status and/or of higher education. Further, the cowoec status of
those completing survey packets may have influenced the findintieosié completing
the survey packets had more tangible and non-tangible resourcesblavéiiien they
would likely not experience stress at the same level as th@s®uwafer income who may
not have financial and social means at their disposal. Thesersfad true, would
significantly reduce the ability to generalize the findings.

Related to this, the demographic characteristics of the samply have also
limited the generalizability of the findings. The participantse all parents and primary
caregivers living in one centralized area in Southeastern §éinhiAlso, the ethnicity of
those participating in the study was predominantly Caucasiamough the findings are
likely relevant to other ethnic groups as well as to parents amdpyricaregivers living
in other geographic locations, the findings may not be able to beatjeaedrto those

groups because of the demographic structure of the sample usedpreskat study.
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Another limitation is related to the instrumentation used in the study. In particul
the use of the SF-10 for measuring severity of disability meadevo separate scores for
measuring severity of disability: a Psychosocial Scale dPlayaical Health Scale. Given
the inconsistent impact that these two subscales of the samsumaehad on the
dependent variable throughout the study, the discrepancy may be due sevesity of
disability was measured. This should be considered when analyzing the findings.
Recommendations for future researchThe present study offered a theoretical model
explaining the mediating impact of coping style on stress foenps and primary
caregivers of children with developmental disabilities. Thoughssital analysis offered
some support for this model, further research is required to dtengte foundation of
this theoretical framework.

Future research conducted in this area should utilize diffenesissinfluencing
variables to determine if coping style mediates the relatior&tpeen those factors and
the experience of stress for caregivers of children with devaofahdisabilities. The
current study used variables that current literature has idehaB stress influencing for
parents and primary caregivers. Variables both internal (Ifentation) and external
(social support) to the caregiver were used, while a factdedeta the child (severity of
disability) was also utilized. Given the plethora of factors thay contribute to stress for
caregivers future research should analyze the mediating irapaoping style between
those other stress influencing factors and the experience sd breparents and primary
caregivers. This could add to the foundation of knowledge created in the present study.

Secondly, future research should focus on parents and primary easegiv

younger children who have a developmental disability. As the prestedy was
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compromised of primarily caregivers of older children with disadédj more research is
needed to determine if the findings would be same for parents andydaragivers of

younger children with developmental disabilities. If researctcasducted and the
findings are in opposition to what was found in the present study, thiserfanalysis

could be undertaken to determine what variables contribute to theedd&in scores
between the parents of younger children versus the parents of older children.

In general, more research is needed that focuses on variablesfltteatce the
physical and emotional wellness of parents and primary caregdfechildren with
developmental disabilities. As has been stated, children with diiesbiheed their
parents to be physically and mentally sound in order to receivaatbeaequired to fulfill
their developmental potential. More research is needed to idehgfywadriables that
contribute to parental wellness so that interventions can be dededopeimplemented
that assist parents and primary caregivers in maintainingndzalia their lives and, in
turn, promote the wellness and development of their child.

Concluding remarks. The specific aim of this study was to determine if copingestyl
mediated the relationship between known stress influencing variahtbghe actual
experience of stress for caregivers of children with develo@hafisabilities. A
theoretical model was developed mapping how this may occur arstictéhtanalysis of
this model revealed that coping style may be a partial mediatereen social support
and stress for parents. Though having a significant finding weisingx the greatest
insight and inspiration came from being able to interadt thiése parents and caregivers
who work so hard every day to support their children. It is the hopehikagtudy will

act as a springboard for other researchers to conduct moresstudies area. By doing
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so would contribute to the greater, more global aim of this studghwivas to bring

attention to a group of individuals that truly need support in order tdl finéir roles

effectively.

www.manharaa.com




106

APPENDIX A

INTRODUCTORY LETTER

Dear Sir or Madam:

My name is Justin W. Peer and | am a graduate student at Wayne Statsityriive
Detroit, Michigan. | am working to complete a Doctoral Degree in Educational
Psychology. Part of the program requires me to complete a research stdychbsen
to complete a study that investigates the impact that different copatggsts have on
how the parent and/or caregiver of an individual with a developmental disability
perceives stress. It is my hope that through this study some light will b®@sheariables
that may assist parents and primary caregivers in alleviating strénsr lives. Enclosed
you will find an Information Sheet that explains this study and how you can tomgac
should you have any questions. Also enclosed are several surveys that | kindbt ask t
you complete and return in the postage paid envelope that | have included. By cgmpletin
the surveys you allow me to investigate these factors that | find crodhe tvellness of
both parents/primary caregivers and individuals with a developmental disdtolitgr

my deepest appreciation to you for taking time out of your busy day to assistimraywi
study.

Sincerely,

Justin W. Peer
Graduate Student/Principal Investigator
Wayne State University
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APPENDIX B
REMINDER NOTICE

Dear Sir or Madam:

My name is Justin W. Peer and | am a graduate student at Wayne Statsitynivem
conducting a research study analyzing several factors that influeese fetr parents and
primary caregivers of individuals with developmental disabilities. | récemdiled you a
research survey packet and asked that you please consider completing tyseadve
placing them in the mail in the stamped envelope that | enclosed. It is triippeythat
the findings from this study could be used to help better support parents and primary
caregivers of individuals with developmental disabilities. If you havedyreompleted
the surveys and placed them in the mail | ask that you please disregard tligevaess
accept my deepest appreciation for your assistance. If you have not eahtpéet
surveys | just ask that you please consider taking time out of your busy day teteompl
the surveys and place them in the mail using the stamped envelope that | have enclosed.
Thank you for your time and consideration.

Sincerely,
Justin W. Peer
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APPENDIX C
INFORMATION SHEET

Research Information Sheet
Title of Study: The Mediating Impact of Coping Style on Stress for Cazegof
Children with Developmental Disabilities

Principal Investigator (PI): Justin W. Peer
Wayne State University, College of Education,
Department of Theoretical and Behavioral
Foundations
(734) 365-2463

Purpose:

You are being asked to be in a research study examining the impact copingsstyte ha
stress experienced by caregivers of children with developmental disabMou are

being asked to participate because you have been identified as a parentdhticiail
developmental disability. This study is being conducted in conjunction with Washtena
County Community Support and Treatment Services (CSTS).

Study Procedures

If you decide to participate in this study you will be askedcomplete a total of 6
guestionnaires. Each questionnaire measures a different varigioleiadesd with the
study. The estimated total time to complete all the questi@mprovided is 30 minutes.
Your participation in this study is a one-time occurrence. You maoll be asked for
further participation in the future. A packet is enclosed that inslatleof the following
in addition to this information sheet:

1) Demographic Questionnaire

2) Questionnaire measuring Parenting Stress

3) Questionnaire determining Coping Style

4) Questionnaire measuring Social Support

5) Questionnaire measuring the Severity of Your Child’s Disability
6) Questionnaire measuring Life Orientation

Benefits:
As a participant in this research study, there will be nectlibenefit for you; however,
information from this study may benefit other people now or in the future.

Risks:
There are no known risks at this time to participation in this study.

Costs:
There will be no costs to you for participation in this research study.

Compensation:
You will not be paid for taking part in this study.
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Confidentiality:
All information collected about you during the course of this study will be kitpbut
any identifiers.

Voluntary Participation/Withdrawal :

Taking part in this study is voluntary. You are free to not answer any questions or
withdraw at any time. Your decision will not change any present or fut@tsorethips
with Community Support and Treatment Services (CSTS).

Questions:

If you have any questions about this study now or in the future, you may contact Justin
W. Peer at the following phone number: (734) 365-2463. If you have questions or
concerns about your rights as a research participant, the Chair of the Huestigation
Committee can be contacted at (313) 577-1628. If you are unable to contact the research
staff, or if you want to talk to someone other than the research staff, you maglhlso c
(313) 577-1628 to ask questions or voice concerns or complaints.

Participation:
By completing the enclosed questionnaires you are agreeing to particigatestudy.
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APPENDIX D

DEMOGRAPHIC QUESTIONNAIRE
1. Your Gender (circle one):
Male Female
2. Marital Status (circle one):
Married Single Divorced  Separated Widowed Cohabitating
3.Your Age:
4. Age of Your Child:
5. The Nature of Your Child’s Disability:

A. Cognitive (intellectual impairment)

B. Physical (examples include cerebral palsy and epilepsy)

C. A Combination of both Cognitive and Physical

D. Genetic/Chromosomal (examples include Down’s Syndrome and Fragile X
Syndrome)

E. Fetal Alcohol Spectrum

F. Autism Spectrum

6. Your Relationship to Child with a Developmental Disability:

A. Biological mother

B. Biological father

C. Stepmother

D. Stepfather

E. Adoptive mother

F. Adoptive father

G. Grandparent

H. Other (please specify)

7. Ethnicity:

A. African American

B. Asian American
C.Caucasian

D. Hispanic American

E. Native American

F. Other (please specify)
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APPENDIX E

INSTRUMENTATION

Revised Life Orientation Test (LOT-R)

Instructions:

Please answer the following questions about yourself by indicating the extent of your
agreement using the following scale:

[0] = strongly disagree
[l]=disagree

(2] = neutral

3] = agree

[4| = strongly agree

Be as honest as you can throughout, and try not to let your responses to one guestion
influence your response to other questions. There are no right or wrong answers.

I In uncertain times, [ usually expect the best.
2. It's easy for me to refax.
3. If something can go wrong for me, it will.
4. I'm always optimistic about my future.
5. I enjoy my friends a lot.
6. It's important for me to keep busy.
7. | hardly ever expect things to go my way.
8. [ don't get upset too easily.
9. I rarely count on good things happening to me.
10 Qverall, I expect more good things to happen to me than bad.
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Multidimensional Scale of Perceived Social SupporZimet, Dahlem, Zimet & Farley,

1988)

Instructions: We are interested in how you feel about the following staterReas each

statement carefully. Indicate how you feel about each statement.

Circle the “1” if youVery Strongly Disagree

Circle the “2” if youStrongly Disagree

Circle the “3” if youMildly Disagree

Circle the “4” if you areNeutral

Circle the “5” if youMildly Agree

Circle the “6” if youStrongly Agree

Circle the “7” if youVery Strongly Agree

1. Thereis a special person who is around whenlaminl 2 3
need.

2. There is a special person with whom | can share my jays2 3
and sorrows.

3. My family really tries to help me. 2 3

4. | get the emotional help and support | need frommy 1 2 3
family.

5. I have a special person who is a real source of comforito2 3
me.

6. My friends really try to help me. 2 3

7. 1 can count on my friends when things go wrong. 213

8. I can talk about my problems with my family. 2 3

9. I have friends with whom | can share my joys and 1 2 3
SOITOWS.

10. There is a special person in my life who cares aboutmy 2 3
feelings.

11. My family is willing to help me make decisions. ? 3

12. | can talk about my problems with my friends. 4 3

L ) BN

D

SN
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SF-10"™ Health Survey for Children

INSTRUCTIONS

1. This survey asks about your child’s health and well-being.

2. There are no right or wrong answers.

3. If you are unsure how to answer an item, please give the
best response
you can.

4. For each item, please select the response that best
describes your
answer by marking the appropriate box [X.

5. Please answer all items.

Thank you for completing this survey.
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In general, would you say your child’s health is:

Excellent Very good

v v v
. - s

During the past 4 weeks , has your child been limited in any of the followi

a. Doing things that take some energy such as riding a bike or
skating?

b. Bending, lifting, or stooping?

Good

Fair Poor
v v
s s

ng activities due to HEALTH problems  ?

No, not
Yes, limited

Yes, limited a little

alot

Yes, limited

some limited

v v v v
A 0. O: 0.

(H (P Os [

During the past 4 weeks , has your child been limited in the KIND of school  work or activities with friends he/she could do bec ause of
PHYSICAL health problems ?
Yes, limited a lot Yes, limited some ves, limited  fitte No, not limited
. O s Os
During the past 4 weeks , has your child been limited in the KIND of school  work or activities with friends he/she could do bec ause of

EMOTIONAL or BEHAVIORAL problems ?

Yes, limited a lot Yes, limited some

v v

Yes, limited a little No, not limited

v v

[ [P (e 4
During the past 4 weeks , how much bodily pain or discomfort has your child had?
Very mild Mild Moderate Severe Very severe
None
v v v v v v
. . s . s e

During the past 4 weeks , how satisfied do you think your child has felt ab

out his/her friendships?

Very Somewhat

satisfied satisfied

v v v
0. m O

Neither satisfied

nor dissatisfied

Somewhat Very

dissatisfied dissatisfied

v v
0. m
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7. During the past 4 weeks, how satisfied do you think your child has felt about his/her life overall?

Very Somewhat Neither satisfied Somewhat Very

satisfied satisfied nor dissatisfied dissatisfied dissatisfied

v v v v v
O, [E e 4 Os

8. During the past 4 weeks , how much of the time do you think your child acte d bothered or upset?

All of the time Most of the time Some of the time A little of the time None of the time
O. O- Os [« s

9. Compared to other children your child’s age, in gen eral would you say his/her behavior is:

Excellent Very good Good Fair Poor
v v v v v
O. O- Os - Os
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WAYS OF COPING (REVISED)

Please think of a situation involving your child that caused you stress that occumed ove
the past 1 month. Read each item below and indicate, by using the following rating scale
to what extent you used these strategies to manage the stress resuttitigefsituation
involving your child.

Not Used Used Somewhat Used Quite A Bit Used A Great Deal
0 1 2 3

1. Just concentrated on what | had to do next — the next step.

2. | tried to analyze the problem in order to understand it better.

3. Turned to work or substitute activity to take my mind off things.

4. | felt that time would make a difference — the only thing to do was to wait.
5. Bargained or compromised to get something positive from the situation.

6. | did something which | didn’t think would work, but at least | was doing
something.

7. Tried to get the person responsible to change his or her mind.
8. Talked to someone to find out more about the situation.

9. Criticized or lectured myself.

____10. Tried not to burn my bridges, but leave things open somewhat.
11. Hoped a miracle would happen.

12. Went along with fate; sometimes I just have bad luck.

13. Went on as if nothing had happened.

14. | tried to keep my feelings to myself.

15. Looked for the silver lining, so to speak; tried to look on the bright side of
things.

16. Slept more than usual.

17. | expressed anger to the person(s) who caused the problem.
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19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.
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Accepted sympathy and understanding from someone.

| told myself things that helped me to feel better.

| was inspired to do something creative.

Tried to forget the whole thing.

| got professional help.

Changed or grew as a person in a good way.

| waited to see what would happen before doing anything.

| apologized or did something to make up.

I made a plan of action and followed it.

| accepted the next best thing to what | wanted.

| let my feelings out somehow.

Realized | brought the problem on myself.

| came out of the experience better than when | went in.
Talked to someone who could do something concrete about the problem.
Got away from it for a while; tried to rest or take a vacation.

Tried to make myself feel better by eating, drinking, smoking, using drugs or
medication, etc.

Took a big chance or did something very risky.

| tried not to act too hastily or follow my first hunch.
Found new faith.

Maintained my pride and kept a stiff upper lip.
Rediscovered what is important in life.

Changed something so things would turn out all right.

Avoided being with people in general.
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42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

4.

55.

56.

S7.

58.

59.

60

61

62
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Didn't let it get to me; refused to think too much about it.

| asked a relative or friend | respected for advice.

Kept others from knowing how bad things were.

Made light of the situation; refused to get too serious about it.

Talked to someone about how | was feeling.

Stood my ground and fought for what | wanted.

Took it out on other people.

Drew on my past experiences; | was in a similar situation before.

| knew what had to be done, so | doubled my efforts to make things work.
Refused to believe that it had happened.

I made a promise to myself that things would be different next time.
Came up with a couple of different solutions to the problem.
Accepted it, since nothing could be done.

| tried to keep my feelings from interfering with other things too much.
Wished that | could change what had happened or how | felt.

I changed something about myself.

| daydreamed or imagined a better time or place than the one | was in.
Wished that the situation would go away or somehow be over with.
Had fantasies or wishes about how things might turn out.

. | prayed.

. | prepared myself for the worst.

. I went over in my mind what | would say or do.
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63. | thought about how a person | admire would handle this situation and used
that person as a model

64. | tried to see things from the other person’s point of view.
65. | reminded myself how much worse things could be.

66. | jogged or exercised.
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P_Si Short Form

Instructions

This questionnaire contains 36 statements. Read each statement carefully. For each statement, please focus
on the child you are most concerned about, and circle the response that best represents your opinion.
Circle the SA if you strongly agree with the statement.
Circle the A if you agree with the statement.

Circle the NS if you are not sure.

Circle the D if you disagree with the statement.
Circle the SD if you strongly disagree with the statement.

For example, if you sometimes enjoy going to the movies, you would circle A in response to the following
statement:

I enjoy going to the movies. SA @ NS D SD

While you may not find a response that exactly states your feelings, please circle the response that comes

closest to describing how you feel. YOUR FIRST REACTION TO EACH QUESTION SHOULD BE YOUR
ANSWER.

Circle only one response for each statement, and respond to all statements. DO NOT ERASE! If you need
to change an answer, make an “X” through the incorrect answer and circle the correct response. For example:

I enjoy going to the movies. SA A NS @ @
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SA = Strongly Agree A = Agree NS = Not Sure D =Disagree SD = Strongly Disagree
1. Toften have the feeling that I cannot handle things very well. SA A NS D =D
2. Ifind myself giving up more of my life to meet my children’s needs than I ever expected. SA A NS D =D
3. Ifeel trapped by my responsibilities as a parent. SA A NS D =&
4. Since having this child, I have been unable to do new and different things. SA A NS D =
5. Since having a child, I feel that T am almost never able to do things that I like to do. SA A N D =D&
6. I am unhappy with the last purchase of clothing I made for myself. SA A X8 D =D
7. There are quite a few things that bother me about my life. SA A NS D =D
8. Having a child has caused more problems than I expected in my relationship with my spouse
(or male/female friend). - SA A NS D =D
9. TIfeel alone and without friends. SA A X8 D =D
10. When I go to a party, I usually expect not to enjoy myself. SA A NS oD
11. I am not as interested in people as I used to be. SA A NS D SD
12. T don’t enjoy things as I used to. SA A NS DD
13. My child rarely does things for me that make me feel good. SA A N D 3D
14. Sometimes I feel my child doesn’t like me and doesn't want to be close to me. SA A NS D =D
15. My child smiles at me much less than I expected. SA A NS D SD
16. When I do things for my child, I get the feeling that my efforts are not appreciated very much. SA A NS D 8D
17. When playing, my child doesn’t often giggle or laugh. ) SA A NS D =D
18. My child doesn’t seem to learn as quickly as most children. SA A NS D 8D
19. My child doesn’t seem to smile as much as most children. SA A NS D 8D
20. My child is not able to do as much as I expected. SA A NS D SD
21. It takes a long time and it is very hard for my child to get used to new things. SA A NS D SD

For the next statement, choose your response from the choices “1” to “5” below.
22. Ifeel thatIam: 1. not very good at being a parent 1 2 3 4 5
2. a person who has some trouble being a parent
3. an average parent
4. a better than average parent
5. avery good parent

23. Iexpected to have closer and warmer feelings for my child than I do and this bothers me. SA A NS D SD
24. Sometimes my child does things that bother me just to be mean. SA A NS D SD
25. My child seems to cry or fuss more often than most children. SA A NS D SD
26. My child generally wakes up in a bad mood. SA A NS D 8D
27. Ifeel that my child is very moody and easily upset. SA A NS D SD
28. My child does a few things which bother me a great deal. SA A NS D 8D
29. My child reacts very strongly when something happens that my child doesn’t like. SA A NS D SD
30. My child gets upset easily over the smallest thing. SA A NS D SD
31. My child’s sleeping or eating schedule was much harder to establish than I expected. SA A NS D SD
For the next statement, choose vour response from the choices “1” to “5” below.
32. Ihave found that getting my child to do something or stop doing something is: 1 2 3 4 5

1. much harder than I expected

2. somewhat harder than I expected

3. about as hard as I expected

4. somewhat easier than I expected

5. much easier than I expected
For the next statement, choose your response from the choices “10+” to “1-3.”
33. Think carefully and count the number of things which your child does that bother you. 10+ 89 6-7 45 1-3

For example: dawdles, refuses to listen, overactive, cries, interrupts, fights, whines, etc.

34. There are some things my child does that really bother me a lot. SA A NS D SD
35. My child turned out to be more of a problem than I had expected. SA A NS D SD
36. My child makes more demands on me than most children. SA A NS D SD
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APPENDIX F

HUMAN INVESTIGATION COMMITTEE APPROVAL LETTER

HUMAN INVESTIGATION COMMITTEE

WAYN E STATE 101 East Alexandrine Building
UNIVERSITY e
FAX: (313) 993-7122

http://hic.wayne.edu

CONCURRENCE OF EXEMPTION

To: Justin Peer
College of Education g /
From: Ellen Barton, Ph.D. f%—eu—( j;‘e‘/v\)“ &
Chairperscn, Behavioral Institutional Review Board (B3)
Date: October 13, 2009

RE: HIC# 098609B3X
Protocol Title:  The Mediating Impact of Coping Style on Stress for Caregivers of Children with Developmental
Disabilities
Sponsor:
Protocol #: 0909007583

The above-referenced protocol has been reviewed and found to qualify for Exemption according to
paragraph #2 of the Department of Health and Human Services Code of Federal Regulations [45 CFR
46.101(b)].

* |nformation Sheet

This proposal has not been evaluated for scientific merit, except to weight the risk to the human subjects
in relation to the potential benefits.

e Exempt protocols do not require annual review by the IRB.

¢ All changes or amendments to the above-referenced protocol require review and approval by the HIC
BEFORE implementation.

e Adverse Reactions/Unexpected Events (AR/UE) must be submitted on the appropriate form within
the timeframe specified in the HIC Policy (hitp:/Aww.hic.wayne.edu/hicpol.htmt).

NOTE:
1. Forms should be downloaded from the HIC website at each use.
2. Submit a Closure Form to the HIC Office upon completion of the study.
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APPENDIX G

LETTER OF APPROVAL FOR RECRUITING PARTICIPANTS

o

washtenaw community
health organization

ADMINISTRATION

555 Towner Blvd.,

P.O. Box 915

Ypsilanti, Michigan 48197-0915
Phone (734) 544-3000

FAX (734) 544-6732

Patrick Barrie
Interim Executive Director

Karen Milner, MD,
Medical Director
Associate Director

BOARD MEMBERS

Diane Davidson, Chair
Michael F. Dabbs
Leila Bauer

Barbara Bergman
Linda King

Gene Brown

Jerry Walden

Patricia Hickmott
Virginia Harmon
Cassandra McCallister
Kathleen Rhine

February 19, 2009

Dear Justin:

Thank you for meeting with me to discuss your study. | understand
your intent is to recruit the parents of consumers with developmental
disabilities as subjects and that this would take place through WCHO
provider organizations. On behalf of the WCHO | want to express my
support for your proposed study.

The WCHO Outcome and Evaluation Committee is charged with

reviewing research proposals quarterly. We look forward to
receiving the proposal and collaborating with you on this study.

Sincerely,

Jerff Capobianco

Director of Research & New Program Development
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ABSTRACT

COPING STYLE AS A MEDIATOR OF STRESS PERCEPTION FOR
CAREGIVERS OF CHILDREN WITH DEVELOPMENTAL DISABILITIES

by
JUSTIN W. PEER
May 2011

Advisor: Dr. Stephen Hillman
Major: Educational Psychology
Degree:Doctor of Philosophy

Past research has found that parents and primary caregivetsidben with
developmental disabilities experience more stress than parghtehilidren of normal
development (Cushner-Weinstein et al., 2008; Hussain & Juyal, 2007). Heajpsetudy
examined the influence that coping style has on the relationshigdrettnown stress
influencing variables (social support, severity of child disability,orientation) and the
perception of stress for caregivers of children with developmdigabilities. Parents or
primary caregiversN = 127) whose children received mental health services frome larg
Community Mental Health agency in Washtenaw County, Michigancpeated in the
study. Participants were assessed using the Multidimensioal® &cPerceived Social
Support (MSPSS), SF-10 Health Survey for Children (SF-10), Revigdedkientation
Test (LOT-R), Ways of Coping Scale (WCS), the ParentingsStindex-Short Form
(PSI-SF), and a demographic survey.

A multiple regression analysis was utilized according tontieelel for statistical
mediation developed by Baron and Kenny (1986). This statisticadhatietought to

analyze the mediating impact coping style had on the relatiotstipeen the stress
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influencing variables (social support, life orientation, severity saldlity) utilized and
the perception of stress for parents and primary caregivérhoddren with
developmental disabilities. The results of this analysis indightgdcoping style acted as
a partial mediator in the relationship between social support aesk gberception for
parents/caregivers of children with developmental disabilities.

A potential benefit of the study was that the research &acos caregivers of
children with developmental disabilities who have been mostly overlookethein
literature while possible limitations included demographic charnatics of the sample
and issues related to the instrumentation utilized. It is suggésa¢duture research
utilize the current model to analyze other variables found to mfkiestress for

caregivers of children with developmental disabilities.
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