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ABSTRACT

Background : Parents of children with ADHD/ Learning Disability (LD) have high levels of stress and
lack of familiarity with their child’s disorder resulting in a significant impact on their lives; we studied this
impact and it’s correlation with illness, socio demographic variables, attribution of disorder and social
support.

Methodology : A cross-sectional comparative study was done in a municipal tertiary care centre; 50
mothers each of children with ADHD and LD recruited from child psychiatry OPD and 50 mothers of
non-referred children from Paediatric OPD. Data regarding sociodemographics and attribution collected
from their interview along with scores from scales applied (Family Impact Questionnaire — Revised;
Multidimensional Scale for Perceived Social Support) were compared and analyzed.

Results : A more significant impact was found with ADHD than in LD; worse impact in ADHD was
observed with hyperactive subtype, lack of knowledge about disorder, lower socio-economic strata, larger
family size, having more family members with same disorder and lower social support. In LD, impact is
greater when there is lack of knowledge and attribution is to perceived child characteristics (suggesting
intentionality).

Conclusions : The results of our study imply that in the Indian context the overall impact due to both
ADHD and LD are at par as academics are given as much priority as respectful behaviour. However, this
impact is affected by certain variables which are subject to through change through intervention. These are
illness, socio demographic variables, perceived support by the family and parental attribution of their
child’s disorder. Thus interventions addressing the feasible variables at individual, family and community
levels can lessen this impact.

Keywords: Attention Deficit Hyperactivity Disorder, ADHD, Specific Learning Disorders, family impact,
factors affecting family impact

INTRODUCTION

Attention Deficit Hyperactivity Disorder (ADHD) and Specific Learning
Disorders (LD) are ‘invisible’ disorders where the affected children, despite appearing normal, show
scholastic backwardness as well as behavioural problems, causing significant stress in their families. This
stress, in the Indian society, is further compounded by the fact that we place a very high premium on both
academic excellence as well as courteous and respectful behaviour in children [1].

Family dysfunction in relation to communication, problem solving and
relationships has been noticed in families with children who have a diagnosis of ADHD [2], leading to a
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host of limitations within multiple domains of life, including family relationships, sibling relationships,
peer relationships and school functioning. Its high prevalence, chronic course and substantial impact on
daily life functioning for children, their parents, peers, and teachers have made it a major public health
concern [3].

The impact on family of having a LD child also is substantial. Parents of children
with LD have significantly higher stress level as compared to non-referred as shown by previous studies
[4]. The marital relationship between parents, relationship with siblings and the family’s social support and
finances all get negatively impacted leading to a poorer quality of life for the family of the LD child [5].
The child’s condition creates a continual pressure on the family and therefore the child is usually viewed
more negatively and found to be more difficult to live with as compared to normal children; there is
resulting disruption of family relationships causing more marital stress in parents, more social stress and
poor social support for the family, degradation in the siblings’ quality of life as well and a substantial dent
in the family’s finances in providing for the child’s special needs [6]. Despite this issue being quite
pertinent, at least in the urban Indian setup, we did not find any Indian studies on this topic and a few
international studies.

Therefore, we decided on conducting this study so as to understand the family
impact and the role of factors affecting it such as social support, illness and socio demographic variables
and attribution of illness.

METHODOLOGY

Mothers (as they are the primary caregivers) of children with LD/ADHD (of age 8
to 12 years) were the subjects of the study. The study aimed to document the impact of LD/ ADHD on
the family and the factors affecting this impact on them, viz. illness variables, socio-demographic variables,
attribution of the disorder and their perceived social support.

Our inclusion criteria included mothers of child (8 to 12 years) diagnosed
exclusively with either LD (tested by Woodcock Johnson —III test and Wechsler Intelligence Scale for
Children [WISC]) or ADHD (as per DSM IV-TR criteria) using a multi disciplinary approach comprising
of detailed assessment of the child, in the referred group by a psychiatrist, psychologist, special educator,
occupational therapist and a paediatrician. Mother of non-referred child (8 to 12 years) i.e. child who is
not LD or ADHD formed the control group. The children of the non referred group were screened using
criteria of DSM-IVTR for ADHD [7]. For assessment of LD the mother was asked regarding history of
difficulty reading (including poor comprehension), writing (reversals, omissions, additions in writing) and
difficulty in mathematics (calculations, difficulty in the language of math) resulting in scholastic
backwardness as observed by her or as reported by the school. This group comprised children having a
non-life-threatening and non-chronic illness (e.g. upper respiratory tract infections, diarrhoea etc. and all
such other disease of non-serious nature where the patient’s long-term health is not grossly compromised,
lasting for short duration from which the child is most likely to make a full recovery and will not have any
significant, lasting impact on the child or her/his family). The children included were judged clinically to
be having average or above average intelligence. The mothers were questioned for any developmental
delays, history of scholastic backwardness or failures to gauge the intelligence of the child. Children with
developmental delays and history of poor academic problems were excluded in the non referred group. For
children of the LD and ADHD group, a WISC and a clinical assessment of intelligence were done
respectively.

The inclusion criteria were mothers willing to participate and give informed consent were
included in the study. Our exclusion criteria consisted of mothers of child of age less than 8 years or more
than 12 years, those whose children had co-morbid child mental illnesses (e.g. mental retardation/ autism)
Exclusion of other mental disorders were done using our clinical assessment. Mothers with children who
had other chronic illness (e.g. tuberculosis, bronchial asthma, polio etc. and other such disease which are
of serious nature as they would grossly compromise patient’s long-term health and would have a lasting
impact on the child and her/ his family) and also mothers not willing to give informed consent were
excluded.
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This study was a cross-sectional comparative study design conducted after
obtaining permission from the Institutional Ethics Committee. After a baseline evaluation, 50 consecutive
mothers were chosen as participants for each group (LD/ ADHDY/ non-referred). Mothers of children (age
8-12 years) diagnosed with LD/ ADHD by a multi-disciplinary team were recruited from Psychiatry child
services. Mothers of non-referred children i.e. non-LD/ ADHD children with non-threatening non-chronic
illnesses (age 8-12 years) were recruited from the Psychiatry child clinic / Paediatrics out patients
department (OPD). The mothers were interviewed by single interviewer only. For the specific purpose of
this study we assessed the mothers as they usually are the primary care-givers to the child, spend most time
with and are most intimately involved with all the aspects of the child’s life and therefore are the most
impacted when it comes to dealing with the pressures of raising a child with special needs.

The interview consisted of a semi-structured proforma which including
socio-demographic variables, illness variables and questions assessing maternal attribution (to factors of
hereditary disorders, ante/perinatal factors, environmental problems or perceived child characteristics) of
the children’s illness. Data analysis was done with the help of statistical software (SPSS version 15) and
Sigma Plot (Version 11). Results were presented in the form of percentage and frequency tables.
Quantitative data was analyzed with the help of Kruskal Wallis and Anova test for comparison between
three groups. The test of significance applied was as per the results of normality testing. Quantitative data
was analyzed with the help of Mann-Whitney test for comparison between two groups. Qualitative data
analysis was done with the help of Chi square test. Correlation between quantitative variables was done
with spearman correlation coefficient. A p value less than 0.05 was taken as statistically significant.

The tools used in the study were —

(1) Semi-structured proforma — It consisted of questions regarding socio demographic variables,
illness variables and questions assessing the mothers’ attribution of their child’s illness to above
mentioned factors.

(2) Family Impact Questionnaire — Revised (FIQ-R) [8] — It is a 50-point questionnaire given by Geri
Donenberg and Boyle to assess the impact the children with illnesses/ special needs have on the
life of their parents. The reliability is 0.66-0.83 and its validity is high. This scale is qualitative with
7 subscales with both positive and negative questions. The subscales are overall impact, financial,
social, marital, sibling impact, difficulty with living with child and parental attitude. For the
purpose of scoring we converted it into quantitative by assigning scores of 1-4 to the four
possibilities and scored the positive and negative questions by marking and reverse marking
respectively to obtain a total score out of a maximum value of 60 and minimum 6 for each impact.
(Higher the score, more negative is the impact). The term impact in this study has a negative
connotation and whenever used denotes negative impact.

(3) Multidimensional Scale Of Perceived Social Support (MSPSS) [9] - Zimmet, Dahlem and Farley
developed the MSPSS to concisely measure an individual’s perceived social support from three
support sources i.e. family, friends and her/ his significant other (these consist the three
subscales). It is a 12-item scale to be used with a 7-point likert scale. Higher the score, better is the
support. Each of the three subscales can be scored out of a maximum value and compared; scores
of 16 and below reflect poor social support for each subscale. The reliability is 0.85-0.88, with
strong factorial validity between the three subscales.

RESULTS

Graph 1 shows us how the perceived social support is divided into three domains as follows with
comparison of various dimensions of perceived social support among study group.

Overall impact was significantly and equally (Tablel) poor in both ADHD and LD groups as compared to
non-referred as per our findings. Our results show a significant difference in parental attitude between all
three groups, ADHD having the most negative impact on parental attitude towards their child followed by
LD followed by non-referred.
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Our results also show a significant and equal impact on the parents’ marital life in both ADHD and LD as
compared to non-referred. A significant impact on social life of ADHD families as compared to LD and
non-referred was noted. However the social impact in LD families is not significantly different and is
comparable to non-referred families. A significant difference in financial impact in the descending order
between ADHD, LD and the non referred was also seen. Sibling impact shows a significant difference
with it being the highest in ADHD whilst the LD and non-referred groups are similar. Degree of difficulty

of living with the child was equally significant in both ADHD and LD groups as compared to non-referred
(Please refer to Table 1).

Table 1: Comparison of impact among ADHD, LD and non referred

KRUSKAL WALIS TEST

ADHD SLD Non referred Chi Square P value
(Mean * SD) (Mean * SD) (Mean * SD) test

Overall impact 412 3+2 0x1 54.98 1.15E-12

Parental 405 34+38 24+ 4 83.44 7.60E-19
attitude

Marital impact 13+3 12+3 912 37.42 7.47E-09

Social impact 17£5 12+3 12+3 35.83 1.65E-08

Financial 17+ 4 13+4 102 58.82 1.68E-13
impact

Sibling impact 204 13£3 12+1 49.75 1.57E-11

Difficulty living 5*1 412 212 68.144 1.59E-15

with child
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The mean for overall impact in the hyperactive-impulsive subgroup was 4+1.99
and inattentive subtype was 1.33+2.07. Thus there was a statistically significant (p 0.004) between the two
ADHD groups. Almost all the children suffering from LD were co morbid with more than one type of LD
and hence could not be compared. Our results show that the lower the socio-economic status, the worse is
the impact on the family; this finding however is significant (table 2; p 0.021) only in the ADHD group
and not in the LD or non referred group. Our results show a significantly (table 2; p 0.024) higher negative
impact in ADHD families when family size is larger (joint family); no such findings are present in the LD
group suggesting family size does not have an effect on impact due to LD. Our results show both a
significantly (table 2; p 0.005) higher overall impact and degree of difficulty of living with child in ADHD
families when other family members have same disorder; no such findings are present in the LD group.
Our results suggest statistically significant (table 2; p 0.004) lesser overall impact if mother has knowledge
of child’s disorder in both ADHD and LD groups. Also, we found a significantly higher degree of
difficulty of living with child in LD mothers who did not have knowledge of their child’s disorder in
comparison to those who did; no such findings were present in the ADHD group.

Table 2: comparison of factors affecting impact

ADHD SLD NR
Socio Economic Status
Low 5+1 5+0 0x1
Middle 442 412 0x1
High 213 312 0+1
P value 0.004 0.054 0.830
Family type
Nuclear 3+2 312 0x1
Joint 412 312 1+2
P value 0.024 0.688 0.201
Family member with disorder
Yes 510 3+2 0+0
No 312 312 0x1
P value 0.005 0.980 0.566
Knowledge of disorder
Yes 312 312 0x1
No 5+1 5+1 1£2
P value 0.029 0.012 0.610

Our results (table 3) show a difference in impact in relation to parental attribution of
child’s disorder. In the LD group parents attributing their child’s disorder to their perceived child
characteristics (which would suggest a component of intentionality) had a significantly worse impact than
parents with the other attributions. No significant differences were found in the ADHD group.

Graph 1 shows, at a glance the perceived social support in all the three domains of social
support, which is support from significant other, other family members and friends. Our results (table 4)
suggest that perceived social support from significant other, family, and friends is significantly poorer in
ADHD group as compared to LD and non-referred groups, which are comparable to each other. The
tables show that higher support from significant others and family lessen the overall impact in ADHD
group significantly while higher support from family and friends do the same for LD group.
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Table 3: Comparison of attribution among study group with the impact

Group Impact due to Mean Standard Deviation Kruskal-Wallis test applied

ADHD Hereditary/ brain disorder 486 0.73 H value P value
Ante-/ peri-natal factors 4.36 1.39 5.68 0.128
Environmental problems 5.00 0.63 Difference is not significant
Perceived child characteristics 5.29  0.83

LD Hereditary/ brain disorder 4.06 1.56 H value P value
Ante-/ peri-natal factors 3.89 132 12.49 0.006
Environmental problems 4.77 1.17 Difference is significant
Perceived child characteristics  5.50  0.55

Non-referred Hereditary/ brain disorder 1.62 1.92 H value P value
Ante-/ peri-natal factors 0.00 0.00 9.75 0.021
Environmental problems 1.43 1.99 Difference is significant
Perceived child characteristics 3.50  1.27

Table 4: Correlation between overall impact and social support

ADHD group

support SO out of 28 Spearman's CC  -0.356
P value 0.012*

support FAM out of 28 Spearman's CC -0.473
P value 0.001*

support FRI out of 28 Spearman's CC -0.228
P value 0.111

LD group

support SO out of 28 Spearman's CC -0.254
P value 0.082

support FAM out of 28 Spearman's CC  -0.460
P value 0.001*

support FRI out of 28 Spearman's CC  -0.427
P value 0.002*

*significant (p < 0.05)

DISCUSSION

In the present study there is a comparison of impact that a child having either
ADHD, LD or a normal child has on their family and also studied are factors affecting this impact. Impact
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The impact is studied in terms of; parental attitude, marital, social, financial, sibling impact, degree of
difficulty living with the child and overall impact. Of these ADHD is found to have a worse impact where
parental attitude [9-10]; social [11-13] , financial [14-16] and sibling impact [17-19] are concerned, as in
keeping with western literature. However, marital impact [20], degree of difficulty living with child [21]
and overall impact [22] are at par in both ADHD and LD. This is understandable because Indian parents
place an equal premium on both academics and respectful behaviour. This is in contrast to western
literature where presumably behaviour is given more weight than academics.

Our finding that hyperactive-impulsive type of ADHD has more significant
negative impact on family in domains of overall impact and degree of difficulty of living with child as
compared to inattentive type, most likely owing to the child’s externalizing behaviour in the former
subtype. The findings of our study are in accordance with literature, which suggests that overall impact
worsens with lower socio-economic strata. This finding however is significant only within the ADHD
group and not in the LD or non referred group. A significant family environmental risk factor that has
been consistently identified as a predictor of a diagnosis of ADHD is low socio-economic strata [23].
When parents have higher levels of income there tends to be more positive parenting strategies leading to a
more positive family environment. These findings are similar to the positive correlation shown in our
study between low socio-economic strata with increased burden of the disorder.

Parents from higher socio-economic strata displayed better coping, whereas
parents from lower socio-economic strata had a negativistic/ indifferent approach (passive strategies)
showing poor involvement and poor support towards child [24]. Our results show that overall impact
increases in families when one member has ADHD compared with LD and non-referred families and that
this stress may be exacerbated as social and financial resources have to be divided when more than one
member has the disorder. No significant difference is noticed in LD and no relevant literature was
available. Our findings are in keeping with literature for both groups, ADHD and LD, suggesting knowing
about their child’s disorder indeed helps parents develop more positive parenting practices and thus
reducing its overall impact and leading to a healthier family environment.

A negative correlation was found between parent’s knowledge of attention
deficit hyperactivity disorder & their stress levels. This finding is in keeping with studies suggesting that
strengthening parent’s recognition of ADHD is important for reducing parent stress [25]. LD families
knowledgeable about their child’s disorder have a more positive outlook [26] resulting in a much less
negative impact. The positive outlook is either achieved by themselves through positive thinking [27], by
actively seeking out help/ psycho-education or by psychological interventions [28-29]. Our findings are in
accordance with this. The LD group result is in keeping with literature, suggesting wrong attribution,
especially belief in the child’s intentionality in causing symptoms, negatively affects the domains of impact
in parents. Our result in ADHD is statistically not significant, however a correlation can be seen between
parental stress levels are higher if the parents consider the child’s behaviour to be intentional.

Wrongful attribution of their child’s disorder by parent always causes more
negativity in the parent - child relationship. It is usually due to poor knowledge, parents believe their child
is intentionally causing the symptoms and so have a much less caring attitude towards child [18], fail to
understand their emotional needs and have more erratic parental practices®, which in turn affects the
child’s self-image and behavior adversely [30]. In keeping with literature, our results show that good social
support from significant other and family in ADHD lessens the overall impact. The support of those close,
especially spouse and family, help lessen the impact while support from friends make no significant
difference; curiously though, in LD, social support from significant other shows no significant correlation
with overall impact, in keeping with literature, social support of LD parents does show a lesser impact
with better social support from family and friends. Parents of children with LD display higher impairment
in their social life and poorer social support from their significant others, families and friends [31].
Contrary to literature, LD parents in our study show social support comparable to non-referred population
in all three dimensions.

CONCLUSIONS
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The purpose of this study is to examine the presence of family adversity
and dysfunction in families having children with ADHD/ LD. Thus we realize that there is significant
impact on families of children with ADHD and LD with the former more affected. Perception of social
support is also lower in ADHD families. The overall impact on the family of ADHD child is more when
the child has hyperactive subtype as opposed to the inattentive subtype, it is a joint family, family members
have similar illness, and the family has poor knowledge about illness and when attribution of illness lies
within the ambit of child behaviour. This impact is mitigated if there is support from the significant other
and family. Hailing from a low socio economic strata makes its difficulty increase. In families with a child
of LD, the impact is greater if there is poor knowledge and when attribution of disorder is to perceived
child characteristics. Here too, social support from family and friends decreases the negative impact.

CLINICAL IMPLICATIONS

Whilst assessing the children with either ADHD or LD, it is imperative to assess the family impact and
factors affecting them. This would enable help to the affected families improving the quality of life and
outcome in both the child and the family. This is especially pertinent in children with ADHD. Thus all
professionals dealing with these children need to be sensitized to this aspect to arrest further complications.
This also emphasizes the previous findings that upon diagnosis of ADHD, parents need to be educated
regarding the resultant dysfunction of the family and the need for utilization of psychological services by
the parents as well as the child for increasing positive outcomes with their children, thus reducing the
impact of ADHD on families and communities.
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