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Abstract

Background: Autism Spectrum Disorder (ASD) is a neurodevelopmental
disorder. ASD is defined by deficiencies in communication and
socialization, and the presence of restricted interests and stereotypic
repetitive behaviors (Haisley, 2014). Parents with children who have ASD
experience consistently high levels of stress, which are related, to some
degree, with managing challenging child behaviors related to ASD (Estes et
al., 2013). This stress can be decreased by the use of Early Intervention
Programs for children with ASD. This will also improve parent’s
behavioral management skills. Autism Spectrum and Language Delays
Program for Parents with Preschool Children (IY-ASD) is an
internationally standardized and validated program for teaching valuable
parenting and behavioral management techniques to parents of children

with severe disabilities including ASD (Webster-Stratton, 2015).

Aim: The goal of this study is to test the efficacy of the I'Y-ASD in

reducing familial stress, increasing parenting skills of communication,
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socialization, problem solving, and reducing parental negative behaviors

toward their children with ASD, in the Palestinian context.

Participant and Methods: An interventional study design was applied
using a pre-post test approach. The research was conducted at An-Najah
Child Institute (ACI) in Nablus. Thirty-one parents met the eligibility
criteria and participated in the program groups for mothers (61.3%; n=19),
and fathers (38.7%; n=12). Twenty one parents (68%) completed the
program,; ten parents withdrew from intervention prior to the completion of

the study.

Results: Parental Stress Index (PSI) decreased after treatment with a mean
difference of 11.1, which was found to be significant (95% CI 4.3, 17.9)
(p = .002). Similarly, the mean related to total Parental Domain subscales
decreased significantly (95% CI 1, 17; p=.030), while the mean score
related to total stress decreased from 310 at baseline to 288 post-
intervention with a mean difference of 22.1 (95% CI 9, 35.3) (p = .002).
Fathers demonstrated lower negative behavior than mothers. The mothers
discipline scores pre to post intervention was higher by 0.9 (95% CI; 0.2,

1.5) (p=0.017) as compared to the fathers of children with ASD.
Conclusion:

Generally, the positive findings provided initial support to the hypothesis
that the Incredible Years Program can reduce the stress of parents of
children affected by ASD in Palestine, as well as improve behavioral

management skills for participating parents. In general, mothers reported
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higher scores in aggression and physical discipline toward their children
than fathers. Families with lower economic resources reported decreased

levels of aggression compared with families of a higher salary.

Keywords: ASD, Incredible Years Program, Parent Training, Parental

Stress
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Chapter 1

1.1 Introduction

Childhood is a critical period of time which will determine much of a
child’s future; therefore, many states have been prompted to ensure that
children are provided care for, in terms of their mental, psychological and
social health, as to assure their integrated balanced growth (Palestinian

Central Bureau of Statistics, 2012).

Autism Spectrum Disorder (ASD) is a neurodevelopmental disorder. ASD
characteristics include limited interests, repeated stereotypical behaviors
and insufficient communication and socialization abilities. ASD also
creates a limited desire to exchange experiences with others and limited
nonverbal communication, such as pointing, eye contact or nodding. These
behaviors create a failure to develop positive, mutually beneficial

relationships (Haisley, 2014).

At the point when a child is diagnosed with ASD, parents may experience a
variety of conflicting emotions. Experiences during the diagnostic period,
especially in regards to the method that the diagnosis is revealed in or
facilitated by professionals, may have an important and long-term effect on
parents’ psychological health (Baird, McConachie, & Scrutton, 2000).
Parents’ initial reaction to a diagnosis often includes information gathering

and guidance from others (Stoner et al., 2005).
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Most parents will require some assistance in caring for a child affected by
ASD. This assistance may be in the form of information, emotional and
social backing (e.g. widening a parent’s social network), community
assistance (e.g. professional rehabilitative services), respite support and
financial assistance (Bailey et al., 1999). Moreover, mothers have been
found to suffer more stress than fathers, particularly with regards to dealing
with their child’s behavioral challenges  (Hastings, 2003). Fathers
demonstrate more stress related to their family’s financial burden due to
the disability (Rodrigue, Morgan, & Geffken, 1992). In order to increase
children with ASD’s abilities and increase their parent’s abilities to manage
the effects of ASD, support is critical and compulsory (AL Jabery, et al.
2013).

The nature of ASD demands an extensive variety of services in regards to
education, medical and rehabilitative needs. Parents must work alongside
providers for these services, participating in diverse services or treatments,
and devoting their financial resources, time, and energy to the well-being of

the child with ASD (Goin-Kochel et al. 2009).

Caring for children affected by ASD can be a challenge for their service
providers and parents; including their paraprofessionals, primary health
providers, and teachers. These difficulties engender from the extreme
varieties in the child’s characteristics and needs, the peculiar and
sometimes inflexible nature of the child’s behavioral concerns, and the

firmly held and assorted opinions concerning appropriate intervention, as
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well as the litigious environment which may occur due to these varying

opinions (Dunlap et al. 2008).

Evidence of parent education advantages has been seen throughout history
(McConachie & Diggle, 2007). This education includes training created to
disseminate information and share skills related to child development and
behavioral management. Parent education for those raising children with
challenging behaviors is one of the most common areas of parent education
(Brookman-Frazee, Stahmer, Baker-Ericzen, & Tsai, 2006). Training
parents allows them to build their abilities to handle the challenging
behaviors (Cordisco, Strain, & Depew, 1988). After trainings, parents feel a
greater confidence in their parenting abilities and decrease their stress.
Parent education reduces stress in families with ASD even more than it
does in families facing other developmental disabilities or no disabilities

(Koegel, Bimbela, & Schreibman, 1996).

Particularly because there is a lack of agreement about adequate education
practices, parents of children with ASD face extraordinary and intricate
difficulties which demand that they settle on choices about the kind of
therapies that are suitable for their children, while also considering the
implementation requirements and how to define the efficiency of these
therapies. This is not easy considering the lack of agreement in regards to

training needs (Dunlap et al. 2008).

Many years of studies have concluded that parents of children with ASD

deal with consistently high levels of stress, which are related to some
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degree with managing challenging child behaviors related to ASD (Estes et
al., 2013). In a study by Tomanik, Harris, and Hawkins, 2004, 66% of
moms with children affected by ASD scored significantly high on a
parenting stress measure. Mothers of children with ASD show higher levels
of parenting stress, even more than mothers of children who have other

disabilities (Estes et al., 2009).

Early interventions which are concerned with attention, social play,
imitation skills, and parental responsiveness can help to promote
communication abilities in children with ASD (Kasari, Paparella, Freeman,
& Jahromi, 2008). Parent training was suggested as an efficient method to
treat children with ASD (Matson, Mahan, & LoVullo, 2009). Recently, an
evaluation of a community/home based parent- training program, targeting
early intervention, noted significant gains in child social communication
and receptive language skills, compared to a clinic only sample (Wetherby
et al.,, 2014). Generally, interventions which focus on parent-child
interactions within home environments have demonstrated encouraging
improvements in children’s social communication skills and other critical

ASD symptoms (Stahmer & Pellecchia, 2015).

ASD early intervention programs differ in their theoretical capacities.
Some methodologies use Applied Behavior Analysis (ABA) or Early
Intensive Behavioral Interventions (EIBI) in programs which are
implemented in the home but executed by trained therapists. Some
programs have an educational framework, other programs concentrate on

communication partners, such as parents, as well as naturalistic
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communication, encouraging interchange between communication partners,
eliciting social behaviors, and increasing children's interests for social

interaction (Oono, Honey, & McConachie, 2013).

The contribution of parents in intervention strategies designed to assist
their children with the goal of establishing social relationships is essential,
as parents form the primary social network of all children. It is important,
given the characteristics of ASD, that parents help their child in developing
mutual interests with other people while practicing imitation. When
caretakers behave in methods that are ‘synchronous’ with their child's, then
language and communication are enhanced (Siller & Sigman, 2008).
Moreover, parent training carried out in a group setting allows for
reciprocal support and potential decrease of parental stress (Oono et al.,

2013).

In spite of the fact that most of the literature focuses on the western
community, researchers in the Arab World and the Middle East have
latterly begun researching matters related to children with ASD and their
parents. Crabtree (2007) found that due to political instabilities and
socioeconomic issues, ‘‘formal” services provided for children with
disabilities in Jordan, Lebanon, and Palestine are usually at an early level.
Additionally, it was noted that ‘‘formal” services in Arab Gulf countries
are limited by the shortage in relevant and qualified professionals, as well

as the social attitudes regarding disabilities (Crabtree, 2007).
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In Palestine, parents of children affected by ASD exhibit great levels of
stress. While we know that there is a shortage of ASD related services and
qualified professionals to support these children and their families, there is
limited information about families’ access to ASD-related services in the

West Bank (Dababnah & Bulson, 2015) .

To highlight the most important needs of these parents, one particular
program, The Incredible Years Program (IYP), has been effectively
examined in a randomized controlled trial with parents of preschoolers who
have developmental disabilities (Mclntyre, 2008). The Incredible Years is a
group-based program which provides developmentally relevant
interventions to parents, children, and teachers (Dababnah and Parish,

2014).

IYP has been carried out in a different places and countries, including
Canada, Denmark, England, Finland, Ireland, Australia, New Zealand,
Norway, Portugal, Russia, Wales, Scotland, Northern Ireland, Sweden, the
Netherlands, and in the USA. Presently, there are eight accredited trainers,
thirty six mentors and fifty two peer coaches administering training and

support in fifteen countries (Incredible Years, 2013).

In the curriculum, parents meet as a group (normally 2 hours per week), in
the presence of two qualified facilitators. Parents are provided with
opportunities to jointly and singly strategize new methods for supporting
their children. The curriculum incorporates role plays, homework, creating

personal goals, and evaluation. Facilitators use videotaped scenarios to spur
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dialogue, problem-solve and share ideas. Participants are provided with
hand-outs, activities to implement at home, and reminder notes to put on

their refrigerator (Incredible Years, 2013).
1.1.1 Aim of the study

Y Autism Spectrum and Language Delays Program for Parents with
Preschool Children (I'Y-ASD) is an internationally standardized and
validated program for teaching valuable parenting and behavioral
management techniques for parents of children with severe disabilities,
including ASD. This study aims to evaluate the efficacy of the I'Y-ASD in
reducing familial stress, increasing parenting skills, and reducing parent’s
negative behaviors toward their children with ASD, in the Palestinian

context.
1.1.2 Problem statement

In the West Bank of Palestine, there has been little attention given to
interventions for children affected by ASD and no such programs available
for parents to develop the skills needed to address characteristic symptoms
of ASD (Dababnah & Bulson, 2015). Globally, early intervention has been
shown to be useful for both children with ASD and their families (Koegel,
Koegel, Ashbaugh, & Bradshaw, 2014). However, families raising children
with ASD in the West Bank experience considerable delays in accessing
ASD-related services (Dababnah & Bulson, 2015). The lack of intervention
compounds the high level of stress prevalent with caregivers of children

with ASD (Davis & Carter, 2008) Additionally, nonexistent screening
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practices, inappropriate diagnostic procedures, and financial stressors, child
behavioral and medical challenges, stigma from extended family members
and the larger community exacerbate parent isolation and discrimination in

the West Bank (Dababnah & Parish, 2013).
1.1.3 Significance of the study

To date, the capacity of the Incredible Years Parent Training program has
not been evaluated with Palestinian parents of children with ASD in West
Bank. This study will explore the efficacy of the I'Y-ASD program in
decreasing stress of parents who have children affected by ASD in the
Palestinian society. In addition, to better understand early intervention for
children with ASD, this study was designed to evaluate the capacity of 1Y-
ASD in coaching parents to promote positive behaviors toward their
children with Autism instead of aggressive and disruptive behaviors,
physical force and other harsh punishments, with the goal of later

dissemination of this program across Palestine.

This study is considered pioneering, as it is the first to test a program for
parents of children with ASD in Palestine, increasing awareness of the
importance for such programs in Palestinian society. This study is also
exceptional because it is the first, internationally, to use the I'Y-ASD

program with a fathers (male) only group, in addition to the mothers group.



1.1.4 Research questions

This study was devised in order to examine the following questions as

detailed below:

1- What is the mean difference in total stress and in each subscale in the
parent sphere (capability, aloneness, attachment, health, role limitations,
depression, spouse) and the child sphere (distractibility/hyperactivity,
adaptability, reinforces parent, demandingness, feeling, acceptability)

before and after delivery of the intervention?

2-What are the observed changes in mean total stress level comparing

fathers to mothers?

3-What are the changes before, during, and after the intervention in
parental behavior (aggressive and disruptive behaviors, physical force and
other harsh punishments, academic performance, stress level, positive

interactions, confidence level) toward their children with ASD?

4-Do observed changes in parent’s behavior differ between fathers and

mothers?
1.2 Background
1.2.1 Definition of ASD

In origin, the word "autism' derives from the Greek word “autos,” meaning
“self.” Swiss psychiatrist, Eugene Bleuler, coined this term in 1906, to

characterize behaviors in patients who appeared to see events surrounding
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them with regard to themselves (Goldstein, 1978). In 1943, Austrian
psychiatrist, Leo Kanner, shared the notion of autism in regards to children
(1943). Kanner utilized the phrase ‘early infantile autism’ to depict the
irregular patterns of behavior he was seeing in young children
characterized by a great deal of impairment in social interaction,

communication and having a strong pushback to change.

In the fifth revision of the American Psychiatric Association's Diagnostic
and Statistical Manual of Mental Disorders 5th edition (DSM-5), Autism
Spectrum Disorder (ASD) is stated to include a variety of disorders
classified as neurodevelopmental disorders not caused by psychological or
environmental factors but by genetic, or neurobiological factors. In 2013, in
the DSM-5, ASD was expanded to the previous (DSM-IV-TR) diagnoses
of Autism, Asperger Syndrome, Pervasive Developmental Disorder not
otherwise specified (PDD-NOS), and Childhood Disintegrative Disorder
(APA, 2013).

People with ASD exhibit repeated actions, and/or particular areas of strong
interest. For example, some people with ASD may demonstrate repeated
motor movements such as jumping, hand flapping, rocking, toe-walking,
etc., or be engrossed by one portion of an item (e.g., spinning the wheels of
a toy car) as opposed to its functional whole. Individuals with ASD, who
are at more advanced cognitive levels, may obsess on a defined topic or
object of interest (e.g., construction signs, train schedules, types of cars).
Likewise, people with ASD may strictly follow particular habits or

particular day to day schedules. Often, people affected by ASD also display
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hyper- or hypo- sensitivity to sensory stimuli including certain textures

(clothing, food, etc.), sounds, smells and actions (Haisley, 2014).

Children with ASD’s social expressiveness and ability to exchange social
cues are restricted. They rarely initiate social behaviors (Mash & Wolfe,
1999). While there is a great deal of variety of functions within ASD, and
they are not stagnant, often children with ASDs stay within the spectrum as
adults. Despite their intellectual functioning, these adults with ASD may
have trouble with employment, independent living, social relationships, and

mental health (Howlin, Alcock, & Burkin, 2005)

ASD is an important public health problem. In the last decade, increased
attention to ASD in the media and in research fields has led to an awareness
increase of the lifelong neurodevelopmental disorder in both professionals
and laypersons (Dababnah & Bulson, 2015). Early diagnosis of the
disorder leads to quick, comprehensive intervention which can mean more
success for the individual. Therefore, field research and program evolution
has focused a great deal on younger ages in the past two decades (Olley,
2005). These interventions consider ASD behaviors surrounding social
skills, communication, daily-living skills, play and leisure skills, academic
achievement, and maladaptive behaviors. However, in the West Bank, no
known studies have investigated treatment of ASD or related services

(Dababnah & Bulson, 2015).
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1.2.2 Etiology of Autism Spectrum Disorder

While genetic and/or environmental factors have been suggested as reasons
for the etiology of Autism Spectrum Disorder (ASD), the precise cause is
unknown (Newschaffer et al., 2007). The topic has caused great debate for
several decades (Russell, Kelly & Golding, 2009). Researchers have also
suggested that ASD causes may be a mix of three factors: genetics,
environment and neurological development (King, 2015). While genetic
underpinnings are complicated and are connected to a lot of factors,
research has found many genetic abnormalities connected to ASD. The
research from family and twin studies has led researchers to believe that
there is a genetic component in ASD. Many studies are presently being
facilitated in order to figure out the genes that appear to be most commonly

affected in children with ASD (Akshoomoff, Pierce, & Courchesne, 2002).

Using a large, scrutinized ASD-affected twin sample, a recent study by
Hallmayer and colleagues found consequential  environmental
contributions to ASD diagnosis including, parental age, low birth
weight, multiple births, and maternal infections during pregnancy
(Hallmayer et al., 2011). Although environmental factors in ASD have
been investigated, there is not enough conclusive evidence for establishing
etiology. High levels of toxins like lead, antimony (a chemical element)
and mercury have been found in the hair and blood samples of affected
children. It is possible that ASD children are incapable of detox as
efficiently as other children (Filipek et al, 1999). ASD heritability is

estimated at 0.50 and aggregates in families. However, the individual’s
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possibility of having ASD and whether it is linked to genetic causes or
environmental causes remains unclear. Causes are likely to interact most of
the time, making services for people with ASD and genetic counseling

options difficult (Sandin et al., 2014).

1.2.3 Prevalence of ASD

Clearly, ASD is one of the top considerably researched conditions in the
mental health field today, in the western world (Matson & Kozlowski,
2011). The Centers for Disease Control and Prevention (CDC, 2014)
reports that 1 in 68 children live with ASD, with boys being nearly five
times more likely to be diagnosed with ASD than girls. ASD is estimated to
affect up to 700,000 people in the UK (National Autistic Society, 2015).
Specifically within Asia, estimates vary widely across time and country
(China:0.17%, Japan: 0.21%, South Korea: 1.89%) ( Rudra et al., 2017).
While in Arab Gulf countries, the prevalence of ASD was 1.4 per 10,000 in
Oman, and 29 per 10,000 for PDD in UAE, and 4.3 per 10,000 in Bahrain
(Salhia, Al-Nasser, Taher, Al-Khathaami, & El-Metwally, 2014).

Despite the fact that more and more children are being diagnosed with
ASD in Palestine, there has been limited research on ASD in this
population. In the West Bank of Palestine, the pervasiveness of ASD is
unknown. It is predicted that 1.6% of children from birth to the age of 17 in
the West Bank have physical or intellectual disabilities (Dababnah &

Bulson, 2015) . The Palestinian Ministry of Health does not have precise
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figures on the number of cases of patients with ASD and do not have yet a

system to monitor and follow-up diagnosed cases.

Furthermore, limited studies are available in regards to parenting among
caretakers of children with ASD. This is in spite of the fact that it is well
established that parenting skills play a role in the socialization of children
or the way in which children attain the social, emotional, and cognitive

skills to be active in the social community (Grusec & Davidov, 2010).
1.2.4 Diagnosis of ASD

The diagnostic basis of ASD in the DSM-IV included three domains: social
interaction deficits, communication limitations, and stereotypic behavior.
These were condensed into two domains in the DSM-5: deficits in social
communication and restricted patterns of behavior, see DSM-V Diagnostic
Criteria for ASD in (Annex 1). Problems with communication are a strong
predictor of externalizing maladaptive behavior (Hartley, Sikora, &
McCoy, 2008) and these behavioral challenges, as well as the child
emotional state, can cause the caregiver more stress and mental health risk

than the main components of ASD (Hastings et al., 2005).

The main components of ASD are found along a sequence of severity and
can be accounted for dimensionally (Grzadzinski, Huerta, & Lord, 2013).
No diagnostic subtypes are listed; instead, ASD features are provided to
indicate the existence of intellectual and/or language deficit along with the

severity level of the main ASD symptoms. Any known genetic or medical
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disorders are also listed and other co-occurring neurodevelopmental,

mental, or behavioral disorders are recorded (APA, 2013).

Many diagnostic tools were created and used to screen and assess ASD,
for use by various professional bodies. Current instruments include ASD-
specialized history-recording instruments, such as the Autism Diagnostic
Interview — revised R (ADI-R) (Lord, Rutter, & Le Couteur, 1994) and the
Autism Diagnostic Observation Schedule-Generic (ADOS-G)(Scahill,
2005). Among these instruments the ADI-R and the ADOS-G are
internationally recognized as the ‘gold standard’ assessment protocol for
ASD (McPartland & Klin, 2006). An-Najah Child Institute (ACI) followed
this international standard in diagnosing the children of the parents that

participated in this study.

There is no cure for ASD. Due to the absence of compelling evidence
regarding the origin and preferred treatments for ASD, parents of children
with ASD create their own viewpoints regarding the disorder. Parent’s
perception of the child and the effect the child has on the family is affected
by the parent’s viewpoint regarding the etiology of ASD (Dyches, Wilder,
Sudweeks, Obiakor, & Algozzine, 2004). When parents initially face ASD
in their family they experience the loss of expectations for a typically
developing child and are forced to deal with an unpredictable future for the
child, and for the family as well (Desai, Divan, Wertz, & Patel, 2012).
Living with a child affected by ASD may often be overwhelming because

of the all the difficulties and challenges that they face. Often, parents feel
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alone and feel that others are not able to truly acknowledge the difficulties

they face on a daily basis (Mandell & Salzer, 2007).

A great portion of parents of children with disabilities or reoccurring health
issues endure severe stress. Research has shown that parents of children on
the ASD spectrum experience the greatest amounts of stress (Schieve et
al.,2007). Studies show that as compared to parents of typically developing
children or parents of children with other disabilities, parents of children

with ASD experience greater amounts of stress (Osborne and Reed, 2010).
Annex 1
The DSM-V Diagnostic Criteria for ASD

The American Psychiatric Association's Diagnostic and Statistical Manual
of Mental Disorders is the main diagnostic reference used by mental health
professionals and insurance providers in the United States. The current
(fifth) edition, which was published in 2013, is commonly referred to as the

"DSM-V."
Diagnostic Criteria for Autism Spectrum Disorder

1. Persistent deficits in social communication and social interaction across
multiple contexts, as manifested by the following, currently or by history

(examples are illustrative, not exhaustive):
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1. Deficits in social-emotional reciprocity, ranging, for example, from
abnormal social approach and failure of normal back-and-forth
conversation; to reduced sharing of interests, emotions, or affect; to failure

to initiate or respond to social interactions.

2. Deficits in nonverbal communicative behaviors used for social
interaction, ranging, for example, from poorly integrated verbal and
nonverbal communication; to abnormalities in eye contact and body
language or deficits in understanding and use of gestures; to a total lack of

facial expressions and non-verbal communication.

3. Deficits in developing, maintaining, and understanding relationships,
ranging, for example, from difficulties adjusting behavior to suit various
social contexts; to difficulties in sharing imaginative play or in making

friends; to absence of interest in peers.

2. Restricted, repetitive patterns of behavior, interests, or activities as
manifested by at least two of the following, currently or by history

(examples are illustrative, not exhaustive):

1. Stereotyped, or repetitive motor movements, use of objects, or speech
(e.g. simple motor stereotypes, lining up toys or flipping objects, echolalia,

idiosyncratic phrases).

2. Insistence on sameness, inflexible adherence to routines, or ritualized

patterns of verbal or nonverbal behavior (e.g. extreme distress at small
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changes, difficulties with transitions, rigid thinking patterns, greeting

rituals, need to take same route or eat same food every day).

3. Highly restricted, fixated interests that are abnormal in intensity or focus
(e.g. strong attachment to or preoccupation with unusual objects,

excessively circumscribed or perseverative interests).

4. Hyper- or hypo reactivity to sensory input or unusual interest in sensory
aspects of the environment (e.g. apparent indifference to pain/temperature,
adverse response to specific sounds or textures, excessive smelling or

touching of objects, visual fascination with lights or movement).

3. Symptoms must be present in the early developmental period (but may
not become fully manifest until social demands exceed limited capabilities,

or may be masked by learned strategies in later life).

4. Symptoms cause clinically significant impairment in social,

occupational, or other important areas of current functioning.

5. These disturbances are not better explained by intellectual disability
(intellectual developmental disorder) or global developmental delay.
Intellectual disability and autism spectrum disorder frequently co-occur; to
make comorbid diagnoses of autism spectrum disorder and intellectual
disability, social communication should be below that expected for general

developmental level.
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1.2.5 Definition of stress

When people try to reconcile with their environmental conditions, stress is
often a result. Stress takes the form of a negative emotional, cognitive,
behavioral and physiological process (Bernstein, et al 2008). These new
environmental conditions disturb, or threaten to disturb, the status quo and

force change and adaptation (Auerbach and Grambling, 1998).

When intimidating or hazardous circumstances are perceived, stress, an
undesirable condition of emotional and physiological arousal is
experienced. Moreover, stress may produce severe emotional or health
conditions if not handled properly. Physical problems, such as heart
disease, and mental conditions, such as anxiety, can result when individuals
are dealing with chronic stress. The Health Psychology field targets, in
part, how stress affects bodily functioning and how individuals can manage
stress in order to restrict or decrease potentially negative consequences

(Auerbach and Grambling, 1998).

1.2.6 Parents of Children Affected by ASD

ASD is quite different from other developmental disorders. Parents of
children with ASD appear to experience more stress than parents of
children who are not disabled (Sander JL, (1997), have other physical or
learning disabilities; or other developmental disabilities(Hastings &
Johnson, 2001). Just as ASD is multidimensional and relentless, so are the
consequences of the presence of ASD on a family. Considering the fact that

about 85% of people with ASD experience cognitive and/or adaptive
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restrictions that limit their capacity to live independently, parent assistance

in their lives will probably is needed for the long term (Volkmar F, 2000).

Researchers have noted the disproportionate level of burden faced by
children with disabilities and their families, as compared to families with

children without special needs (Parish et al., 2009).

Families with children with ASD experience permeating economic
hardships such as, lower family incomes, significantly higher costs of
living, and more job-related burdens than those families with children
without ASDs (Montes & Halterman, 2008). Financial burdens and other
various antecedents contribute to high levels of stress which can result in
negative management techniques and depression in parents with children

with ASD, particularly those with young children (Davis & Carter, 2008).

Additionally, parents with a child with ASD have been shown to
experience more stress(Rezendes & Scarpa, 2011). Approximately 85 % of
individuals with ASD present with cognitive and/or adaptive limitations
that limit their ability to live independently, leading to the possibility that
they will need some measure of care or assistance from their parents and
families for the duration of their lives (Karst & Van Hecke, 2012Many
factors are included in why the stress of those parenting children with an
ASD is so great. While all parents of children with disabilities must deal
with heartache, fear about what’s to come and the burden of finding needed
services, parents of children with ASD deal with even more stressors. First,

despite it being undeserved, parents stress over the origin and potential
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guilt of how their child got ASD, wondering if they did/didn’t do
something that played a role. Second, because the disorder is highly
connected with social factors, and parents desire a loving and close
relationship with their child, they adapt, learning to love in the same
manner that their child loves, but usually not without struggling through
discomfort and pain. Third, regardless of the particular ASD diagnosis,
children on the autism spectrum usually display challenging behaviors such
as severe rigidity, a high frequency of tantrums and refusing to sleep

(Schieve et al.,2007).

It appears that mothers, as compared to fathers, experience greater effects
of having a child with ASD. While fathers say that they are not affected
personally by the challenges present due to the disorder, they do recognize
the consequences of the disorder on the family (Gray, 2003). This feeling
may be because fathers focus on their perceived duties to coach the child to
achieve financial independence. This, however, is not the case for mothers,
who carry the weight of the responsibilities of the child with ASD.
Consequently, this leads to mothers often seeking medication and/or
psychotherapy due to the extreme levels of chronic stress and exhaustion

(Gray, 2003).

Studies have concluded that parents of children with ASD face consistently
tremendous levels of stress, which are associated in part with managing
challenging child behaviors (Estes et al.,, 2013). Parenting stress is
correlated with many troubling consequences for children and families,

such as poor quality of life for the family (Lee et al., 2009), parent
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depression (Phetrasuwan & Shandor Miles, 2009), and decreased
effectiveness of early intervention on child behavior and social skills
(Osborne et al., 2008). The amount of stress that parents will face is
dependent on their resources, including social support, coping mechanisms,
attitudes  regarding  interventions and the level of ASD

symptomatology (Hastings, 2001).
1.2.7 Early intervention for children with ASD

Early intervention can mitigate some of the burdens of managing life with a
child affected by ASD. It has been found that early intervention programs
for children with ASD can reduce parent stress (Baker-Ericzen et al.,
2005). These interventions usually include an emphasis on creating
protective factors, including positive parent-child synergy, social and
emotional support, known routines, proactive discipline, and working
alongside schools and teachers in order to ensure the child’s academic
success. Parent training has been proposed as a potentially effective method
to deliver treatment to children with ASD (Matson et al., 2009). Parental
training, in which the parent is instructed to use behavioral management
techniques directly with their child, has been widely received as a critical
part of effective ASD intervention (Maglione et al., 2012). However, a
recent systematic review found that despite the evidence of its critical role,
very few ASD interventions explicitly address parent and family training
and outcomes (Dababnah and Parish, 2015). Clearly, while there is a vital
need for early interventions focusing on caretakers of children with ASD,

the services are simply not widely available.
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There are some rehabilitation centers for autistic children, which are
scattered in the West Bank and East Jerusalem, such as Tomorrow Center
for Autism/Jenin, The Jerusalem Princess Basma Centre/East Jerusalem,
Hebron house for the care of autistic children/ Hebron, Friends of Autistic
Children Society/Ramallah, and one of the main providers of rehabilitative
services in West Bank of Palestine for children with ASD, An-Najah Child
Institute (ACI)/ Nablus. ACI offers a wide spectrum of rehabilitation
support service for ASD children and their families (ACI, 2015).

1.2.8 The Incredible Years program (1'YP)

The Incredible Years parenting program fits the benchmarks for a well-
established, evidence-based intervention (Menting, Orobio de Castro, &
Matthys, 2013). Dr. Carolyn Webster-Stratton, Professor Emeritus at the
University of Washington, is the creator of the Incredible Years
Curriculum. The Incredible Years Program has been delivered in more
than twenty four countries and the program interventions translated into
many languages other than English including Chinese, Danish, Dutch,
Finnish, French, Norwegian, Portuguese, Russian, Spanish, and Swedish

( Incredible Years, 2013).

The Incredible Years Program is a group-based early intervention
curriculum which provides a number of developmentally-fitting
interventions for parents, children, and teachers tackling problematic
behaviors (Webster-Stratton, 2011). The goals of the Incredible Years

Program for parents include increased parent communication, problem-
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solving, and stress management, all of which are critically important in
managing children affected with ASD. Building a strong foundation early
on allows skills to develop in the areas of problem solving, communicating
effectively, and navigating healthcare and special education systems which
can reduce stress, which parents might experience in the future (Dababnah

and Parish, 2014).

The main component of the I'YP is the use of video clips of modeled
parenting scenarios. The videos stimulate the targeted parent group
dialogue, problem solving and collective learning by portraying social
learning and child development interactions. This program method of
support is created in order to limit the parent isolation risk factor by

facilitating parent support networks (Webster-Stratton, 2006).

The Incredible Years series has decades of evidence pointing to improved
levels of parent stress, depression, and coping skills, as well as decreased
unfavorable child results like aggressive behavior, in a wide array of
diverse populations (Jones et al., 2007; Kim et al., 2008; Reid et al., 2001).
IYP has been popular in the United Kingdom (Melhuish, 2007) and
Sweden (Axberg, 2007). Its affordability studies in England have resulted
in successful outcomes (Edwards et al., 2007). Past research has
successfully piloted The Incredible Years Parent Program with parents
raising children with ASD in the United States (Dababnah and Parish,
2014; Dababnah and Parish, 2015).
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The bulk of the ASD literature is based on Western populations; however,
social isolation of individuals with disabilities and their families is a global
problem (Ghosh et al., 2016). Palestinian families of children with ASD
face considerable stigma and discrimination, leading some parents to
develop stress, depression, withdraw socially, or deny their child’s
diagnosis (Dababnah and Parish, 2013). The small body of literature on
ASD in the West Bank suggests that the need for family-centered services

IS urgent.

The focus of the current study is on the Incredible Years Parent Program —
ASD Spectrum or Language Delays (I'Y-ASD) the content and objectives

are listed in (Appendix 2) and its application in the Palestinian context.

Regarding the theoretical foundation, various I'YP principles augment the
program’s cultural sensitivity: (a) [YP utilizes group format that reiterates
parents’ common issues instead of individual challenges, (b) it explicitly
respects cultural differences (e.g., parent groups set their own guidelines,
parents set their own weekly goals), and (c) it seeks and handles potential
cultural obstacles to the intervention plans (e.g., discussing obstacles to
child-directed play or praise is part of the program (Webster-
Stratton, 2009). One aim of the curriculum is to assert the diversity
through multi-cultural cooperation to facilitate the incredible years parent

programs (Incredible Years, 2009).
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1.2.9 1Y Autism Spectrum and Language Delays Program for Parents

with Preschool Children (I'Y-ASD)

To address the specific demands of parents raising children with ASD, a
new 1Y program was developed, 1Y for Preschool Children on the ASD
Spectrum or with Language Delays (I'Y-ASD) (Webster-Stratton, 2015).
The I'Y-ASD is designed to complement the 1Y Preschool Basic Parent
Program (Basic 1Y) for groups where children (2 to 5 years) have a mix of
behavior and developmental problems. Alternatively, 1'Y-ASD can be used
independently in a 13 to 14 session, two hour weekly course for a group of
8 to 10 parents with children who have ASD. In order to deliver 1'Y-ASD,
group leaders must first be trained in basic I'Y and have experience with
this program. They then participate in two additional days of training and
practice with I'Y-ASD. It is recommended that group leaders have graduate
degrees in psychology, social work, or education. Effective 1'Y-ASD group
leaders must also possess a broad understanding of ASD, including its
symptoms and intervention approaches, as well as have experience working
with children with ASD and their families. There are eight units: (1) child
directed narrated play; (2) pre-academic and persistence coaching; (3)
social coaching; (4) emotion coaching; (5) developing imagination through
pretend play; (6) motivating children’s self-regulation skills; (7) using
recognition and rewards to motivate children; and (8) useful limit setting
and behavior management. The program uses video vignettes, which
include examples of parents and children on the ASD spectrum, role play to

practice skills, and home activities (Webster-Stratton, 2015).
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Chapter 2

2.1 Literature Review

Considering that this study is the first to investigate the efficacy of I'Y-ASD
among Palestinian parents, and it is the first, internationally, to include a
fathers only group, in addition to a mothers group, this chapter reviews and
analyzes the available literature on parents of children with ASD. The
research will be fully explained in the matrix literature of the study, see

table 1.

Autism Spectrum Disorder (ASD) is a neurodevelopmental issue
characterized by challenges in social communication (both verbal and non-
verbal), limited interests and repetitive behaviors (American Psychiatric

Association, 2013).

According to Centers for Disease Control and Prevention (CDC)
predictions, about 1 in 68 children have been identified to have ASD. ASD
occurs within all racial, ethnic, and socioeconomic groups. It is about 4.5
times more common among boys (1 in 42) than among girls (1 in189)

(Centers for Disease Control and Prevention, 2014).

ASD children socialize poorly, experience censure and harassment, and
often self- isolate (Bonis & Sawin, 2016). A child who has the signs of
ASD (difficulty with communication/language and social norms, and
repetitive habits and routines) is facing challenges to express his /her needs

to others. Therefore, the prevalence of anxiety or related behaviors such as
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aggression or conduct disorders among ASD children is high (Kanne &
Mazurek, 2011). These behavioral conditions result in increased stress
levels, anxiety and depression for parents. How communities react to
children with ASD and the minimal amount of support available for

caretaker respite often results in parental stress (Benson & Dewey, 2008).

Research has commonly concentrated on how parental stress reflects on the
child. The link between ASD behaviors and parent stress is clear (Tomanik,
Harris, & Hawkins, 2004). Parents of children with ASD have elevated
amounts of parenting stress(Koegel et al., 1992). A lot of research notes the
greater levels of stress in parents of children with ASD in relation to
parents of typically developing children or parents of children with other
disabilities (Reed, Picton, Grainger, & Osborne, 2016). More than 80% of
two million parents of children with ASD said that they have been "stressed

beyond their personal limits”’(Bonis & Sawin, 2016).

Families with children with ASD increasingly face more economic
hardships, which are particularly pervasive, such as decreased family
incomes, significantly increased expenses, and increased work-related
burdens than those families with children without ASDs (Montes &
Halterman, 2008). How parents handle the expected stress will decide how
much stress they will face. Support, resources and attitudes regarding the

efficacy of the interventions also plays a role (Hastings & Johnson, 2001).

Parent educational programs have decreased child behavior issues and

increased parental capacity and positive parent—child relationships
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(Webster-Stratton & Hammond, 1997). Early interventions which target
joint attention, social play, parental responsiveness, and imitation skills can
help to develop communication abilities in children with ASD (Kasari,
Paparella, Freeman, & Jahromi, 2008; Poon, Watson, Baranek, & Poe,
2012; Siller & Sigman, 2008). Parent training has been proposed as a
potentially effective method to deliver treatment to children with ASD

(Matson, Mahan, & Matson, 2009).

The Incredible Years Program has seen positive results in a randomized
controlled trial with parents of preschoolers with developmental disabilities
(Mclintyre, 2008). The theoretical framework of I'YP is based on attachment
theories (Ainsworth, 1974; Bowlby, 1988), social learning theory
(Patterson, 1995), social cognitive theory (Bandura, 1986), and

developmental stage theories (Piaget, 1962).

Decades of evidence shows that the Incredible Years Program has positive

outcomes on parent stress, depression, coping strategies, reducing parent
burden, and limiting unwanted child outcomes, including combative
behavior, in a wide scope of diverse populations (Dababnah and Parish,
2014). Mclntyre 2008, found a reduction in child behavior issues in the
study sample group receiving I'Y (Mclntyre, 2008).

The essence of the I'YP is video clips exhibiting positive parenting
behaviors (over 300 clips, lasting about 1-3 minutes) shared by a facilitator
in groups of 8-12 parents. The videos exhibit social learning and child

development principles and stimulate the targeted discussions, problem
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solving, and team learning. I'YP was also created to assist parents in
comprehending standard child development and temperaments (Webster-

Stratton and Reid, 2010).

Findings by Hutchings et al., 2007, showed that compared with the control
group, there was an increase in positive parenting for parents who attended
a 12 week Incredible Years pre-school basic parent program and a
reduction in problem behavior in their children. This study was made up of
parents from socially disadvantaged communities from eleven areas in

north and mid-Wales (Hutchings et al., 2007).
2.1.1 Parents of children with ASD

Stress is an evident theme in families of children with developmental
disorders (Webster, Majnemer, Platt, & Shevell, 2008). Stress levels for
parents of children with ASD have been well documented. Studies have
repeatedly presented that these parents face increased amount of stress
compared to parents of typically developing children (Eisenhower, Baker,
& Blacher, 2005).Recent meta-analysis, Hayes and Watson (2012),
presented significant combined effect sizes when analyzing stress levels in
parents of children with ASD compared to other disorders and disabilities
(Eisenhower et al., 2005). Baker and colleagues’ (2003) research
discovered that the relationship between parenting stress and challenging
behavior in children with developmental delays was transactional. Shine
and Perry’s 2010 research inspected the exchange between intervention

gains, adaptive behaviors and parenting stress in families affected by ASD.
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There has been limited research regarding the relationship between
parenting stress and a child’s benefits in intervention. Preliminary study
outcomes show the value in considering a parent’s experience of stress
alongside the child’s intervention plan. The researchers discovered an
inverse trend between Intensive Behavioral Intervention (IBI)
advancements and amount of parental stress. The study also found a
sizeable inverse relationship between parental distress and adaptive

functioning level (Shine & Perry 2010).

The study by Soltanifar et al (2015) discovered a connection between the
severity of the disorder in children and the level of parental stress for
fathers, suggesting that fathers of children with more severe developmental
disorders are exposed to greater stress levels. Study outcomes also
presented major contrasts between fathers and mothers in the three
Parenting Stress Index (PSI) subscales, including the PSI-child domain
score; with mothers reporting significantly more stress than fathers

(Soltanifar et al., 2015).

Benson and Dewey, 2008 inspected reports of parents of children with
ASD in respect to the resources they felt most valuable for decreasing
stress. The result was that on Total PSI Stress, the Child domain, the Parent
Domain and most of the subscales, the parents of children with ASD stated
much higher levels of stress as compared to the normative sample. Parents
were classified by high stress or low stress into groups set on the PSI Total
Stress cutoff mark. Group variance in the mean rankings for parents in the

high and low stress groups showed that there were stark differences in the
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need for support and the need for agency information or cooperation.
Parents categorized into the low stress group ranked the urgency for agency
information higher and the need for support lower than high stress parents

(Benson and Dewey, 2008).

In order to analyze the connections between parenting a child with autism
and stress indicators, Schieve et al (2007) compared parents of children
with autism to parents of children with specialized health care needs such
as emotional, developmental, or behavioral issues, besides autism, that
necessitated treatment and children who have special health care needs
without developmental problems to children without special health care
needs. The parents of children with autism and recent special service needs
were considerably more likely to deal with higher aggravation compared to
parents of children with recent special service needs. Contrarily, parents of
children with autism who did not have recent special service needs were
not more likely to have increased aggravation than parents of children with
other developmental problems. (Schieve, Blumberg, Rice, Visser, & Boyle,

2007)

To investigate the impact of diagnostic practices on mothers of children
recently diagnosed with ASD, Reed et al (2016) observed the effect of
various facets of the diagnosis process on the self-recorded mental health of
mothers of children being diagnosed with ASD. The level of the children’s
ASD and their intellectual capabilities was assessed within twelve months
of the diagnosis. Mothers undertook a psychometric assessment battery

including the Hospital Anxiety and Depression Scale, General Health
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Questionnaire, and Questionnaire on Resources and Stress. The actual time
from first reporting a challenge to receiving a diagnosis, and the pace of the
diagnostic process from first to last appointment, were both negatively
correlated to parenting stress. In contrast, mothers’ opinions of the speed
and assistance of the process were negatively related to levels of anxiety

and depression (Reed et al., 2016)

A study by Fewster and Gurayah 2015, explored the experiences and
coping mechanisms of parents of children with ASD in South Africa. The
results showed that when practitioners administer timely psychosocial
support they can contribute a great deal in the lives of parents who have

vulnerabilities (Fewster & Gurayah, 2015)

Eikeseth et al, in his study, “Stress in parents of children with autism
participating in early and intensive behavioral intervention,” investigated
stress levels of 43 parents prior to and one year into the Early and Intensive
Behavioral Intervention (EIBI) treatment. Sixty-six parents (33 fathers and
33 mothers) began the intervention and twenty-two mothers and 21 fathers
concluded the post assessment. All 23 children, four of which were female,
whom met the independent diagnosis of autism, according to the
International Statistical Classification of Diseases and Related Health
Problems 10th Revision (ICD-10) criteria, took part. Parents were
evaluated according to the Parenting Stress Index (PSI 3rd ed) initially, as
well as after one year of EIBI, the children’s adaptive skills were evaluated
using the Vineland Adaptive Behavior Scales. While no connections were

found between the initial parental stress evaluations and increases in
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children’s intellectual or adaptive capabilities, other findings proved
positive. Mothers and fathers both stated high parental stress at intake;
however, after one year of treatment, mothers reported a lower level of
stress. Throughout the course of the program fathers’ stress levels did not

change much (Eikeseth, Klintwall, Hayward, & Gale, 2015).

Shine and Perry examined the stress levels of 151 mothers of children with
autism when their children were starting Intensive Behavioral Intervention
(I1B1), in relationship to the level of progress and outcomes for the children,
and also when leaving the IBI program. PSI change scores for the three
outcome/progress periods were not compelling, although there seemed to
be a pattern within the variables in the direction anticipated. Children with
lower outcomes at Time 2 had parents with relatively increased parental
stress scores in comparison to the moderate outcome groups. The moderate
outcome group stress rated a bit higher than the good outcome group.
However, no statistical connection appeared between parental distress and

child achievements in the IBI (Shine and Perry, 2010).

2.1.2 ASD Rehabilitation: Early intervention

Study results regarding the influences of a child’s day to day living skills
on the amount of parenting stress have been varied. Estes and colleagues
(2009) showed that once challenging behaviors were considered, day to day
living skills also stopped adding to increased levels of parenting stress

(Estes et al., 2009). Yet, Green and Carter (2011) showed that the
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connection between day to day living skills and parenting stress increased

as time passed (Green and Carter 2011).

The study of Aldred et al (2004) experimented with a new theoretical social
communication program focused on parental communication. The study
sample consisted of 14 children diagnosed with ASD (Median age, 48
months, 13 male) in the treatment group and 14 children (Median age 51
months, 12 male) in the control group. All parents were Caucasian,
excluding two mothers of African Caribbean descent. The Outcome
Measures were the Autism Diagnostic Observation Schedule (ADOS), PSl,
and the Vineland Adaptive Behavior Scales. The results of the study
showed significant improvement in the active treatment sample as
compared with controls on the initial outcome measure ADOS total score,
specifically in reciprocal social behaviors, and on secondary measures of
expressive language, communicative initiation and parent-child synergy

(Aldred et al., 2004).

While the study of Drew et al. (2002) about parent training intervention for
autistic pre-school children aimed to report results with a spotlight on the
development of joint attention abilities and joint action habits, there were
some findings that the parents in the training group advanced in language
development compared to the local services group. However, due to other
responsibilities (jobs, other children, family) a large number of parents
stated that it was a challenge to make use of the suggested activities as

carefully as they would like (Drew et al., 2002).



36

Research by Eapen et al 2013, ascertained the effectiveness of early
intervention programs for preschool-aged children with ASD. Here, parents
shared that their child’s receptive communication skills and motor skills
improved and that there was a great reduction in autism-limited features.
Statistically compelling advancements in general intellectual functioning,
children’s abilities on the visual reception, receptive language and

expressive language domains were found (Eapen, Crncec, & Walter, 2013).

A Swedish research by Fernell et al (2011) was conducted to evaluate ASD
outcomes in a large naturalistic study. For two years, 208 children, ages
20-54 months, with a clinical diagnosis of ASD received intervention and
observed prospectively in a naturalistic method. The children were
categorized into three cognitive groups: learning disabilities,
developmental delays, and normal intellectual functioning. The research
group was made unaware of the chosen interventions and intensity
provided. Vineland composite scores increased over the two year period
with192 children having a complete Vineland composite score result. This
increase was accounted for by the subgroup with normal cognitive
functioning. No major variation was found between the intensive and non-
intensive groups. Individual differences were notable, but no participants
were free of disorder challenges during the post assessment (Fernell et al.,

2011).

In 2016, Bello-Mojeed et al, assessed the possibilities surrounding parent-
mediated behavioral intervention for difficult behavior in children with

ASD in Nigeria. The study reported, in a pre-post intervention pilot study
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which included 20 mothers of children with DSM-5 diagnosis of ASD, that
both Aggression towards a Person and Property (APP) and Self Injurious
Behavior (SIB) post intervention scores, in all four domains of the APP and
SIB, were greatly reduced in relation to pre-intervention scores. Mother’s
greatly benefited through education and 75% of the participants were very
satisfied, 100 % stated that they would suggest the intervention to others
who have children with ASD (Bello-Mojeed, Ani, Lagunju, & Omigbodun,
2016)

2.1.3 Validity of the IYP

For adapting Webster-Stratton’s 1Y parent training to families of children
with developmental delays, in order to provide a base for the feasibility of
the developmental disabilities (DD), adaptations were made. The
intervention included ages 2-5; twenty-five families with children with
developmental delays participated. The intervention included 12 weekly
meetings lasting 2.5 hours. Subjects included were developmentally
appropriate play, praise, recognition, boundary setting and dealing with
difficult behavior. Outcomes included parents seeing positive results for the
child and efficacy in limiting harmful parent and child behavior (Mclntyre,

2008).

Dababnah and Parish’s (2014) aim was to report on the outcomes,
acceptability and results of an assessment from an empirically backed
intervention. For 15 weeks, two teams of parents (N=17) were involved in

a mixed methods intervention, without a comparison group. Data was
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gathered pre, post and weekly. Moderate attrition occurred while
acceptability and participation were high. Post intervention found that
parent stress had vastly lowered. Parents valued the play —based methods,
social support and peer education. Some challenges however, included
initiating intervention methods, such as time-out for noncompliance for
children with sensory or self-regulation difficulties (Dababnah and Parish,

2014).

To compare the parenting behaviors and their effect on children in families
who reported a history of child mistreatment to families who did not,
Hurlburt et al 2013, stated that parenting behaviors and child behavior,
evaluated by blinded raters by in-home observations and self-reported
surveys, resulted in developments along many parenting capacities and in
the traits of observed child behavior. Program outcomes were alike for
parents who did state a history of child mistreatment and those who did not

(Hurlburt, Nguyen, Reid, Webster-Stratton, & Zhang, 2013).

In the Incredible Years application in Ireland, the investigation aimed to
examine the specific components which affect the sensed success of the
intervention in the long term, as well as how the parent’s experiences
transform. It was reported that the program had a compelling positive
effect on parental wellbeing and psychosocial capabilities in the long term.
Parents improved stress levels and psychological anxiety revealing
potential long term positive effects on their psychosocial capabilities.

Further evidence of program success was the continuous positive effect on
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parenting abilities found in the data between the initial assessment and the

post assessment at 12 months (McGilloway et al, 2012).

In New Zealand, Fergusson et al 2009 conducted an initial assessment of
the efficacy and cultural standing of the Incredible Years Basic Parent
Program (I'YBPP). Fergusson et al accumulated research from 214 parents
who participated in at least nine I'YBPP sessions. Pre—post assessments
signified a notable change in behavior and social competence levels. The
program was found highly satisfactory by the parent participants

(Fergusson, Stanley, & Horwood, 2009).

To evaluate the use of social services by parents and their costs, post I'YBP
intervention, in the UK, parents with children liable to behavior disorders
were randomized to participate in the program or to a wait-list control
group. Beck Depression Inventory-Second Edition (BDI 1) total and BDI
Il clinical depression cut-off totals were compared to the amount of usage
and expenditure of parents' social services access, at baseline, six, twelve
and eighteen months into the program for the intervention group as well as
the control group. Participants in the Intervention group who scored above
the clinical cut-off on the BDI Il at baseline accessed more health and
social care services than those who scored below at baseline, six and
eighteen months. Only in the intervention group was there evidence of far
less use of social services (Charles, Bywater, Edwards, Hutchings, & Zou,

2013)



40

Table 1 Matrix-literatures of the study.

Authors | Study Title Study Study Method Study Findings
and Date Purpose
(Aldred, A new social | To evaluate a | The sample | There was a
Green, & | communicati | new, consisted of 14 | significant
Adams, on theoretically | children improvement in the
2004) intervention | based social | diagnosed  with | active  treatment
for children | communicati | ASD., All parents | group on  the
with autism: | on Caucasian, except | ADOS, especially
Pilot intervention | for 2, The | in reciprocal social
randomized focused on | Outcome interaction--and on
controlled parental Measures  were, | communicative
treatment communicati | the Autism | initiation,
study on in a| Diagnostic secondary
suggesting randomized | Observation measures of
effectiveness | design Schedule expressive
against (ADOS), PSI and | language,
routine care | the Vineland | communicative
alone. Adaptive initiation and
Behavior Scales. | parent-child
interaction.
(Benson Parental To evaluate | Included 55 | Compared to the
and Stress  and | parent of | biological parents | normative  group,
Dewey. Needs in | children with | of children with | parents of children
2008) Families of | ASD ASD, 20 of which | with  ASD  had
Children with | requested were fathers. much higher levels
Autism needs in | Measures of stress. Variances
Spectrum respect to | included the | in support
Disorder essential Third Edition | necessary was
stress (PSI), evident p < .05, and
minimization | Resources/Needs | as well as the need
Inventory for agency
(developed by the | information or
authors), and the | cooperation, p <
Gilliam  Autism | .05.
Rating Scale
(GARS).
(Bello- Feasibility of | To assessed | A pilot study | Post  assessment
Mojeed et | parent- the feasibility | including 20 | results evidenced a
al., 2016) | mediated of parent- | mothers of | reduction in all
behavioral mediated children with | four domains of the
intervention | behavioral DSM-5 diagnosis | APP  and  SIB.
for behavioral | intervention | of ASD. All the | Mothers greatly
problems in | for difficult | mothers increased their
children with | behavior in | concluded the | education
Autism children with | five session | regarding program
Spectrum ASD in | weekly  group- | content. All of the
Disorder in | Nigeria. based program set | parents  reported
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Authors | Study Title Study Study Method Study Findings
and Date Purpose
Nigeria: a by the program |that they would
pilot study manual. All | advise friends with
children received | children with
a Functional | challenging
Behavioral behaviors to
Analysis and an | participate and
individualized 75% of parents
behavior reported being very
management satisfied.
strategy. The
major  outcome
evaluator was the
Aggression  and
Self Injury
Questionnaire,
which determined
Aggression
towards a Person
and Property
(APP) and Self
Injurious
Behavior (SIB).
(Benjak, Comparative | To assess | A total of 350 | The study found
Vuletic study on self- | self- parents that parents of
Mavrinac, | perceived perceived participated in the | children with ASD
& Pavic | health of | health of | study: 178 parents | reported
Simetin, parents of | parents of | of children with | significantly more
2009) children with | children with | ASD (71% | self-perceived
autism autism response rate) and | health problems
spectrum spectrum 172 parents of | than the control
disorders and | disorders non-disabled group parents,
parents of | (ASD) in | children matched | Eleven percent of
non-disabled | comparison by age, education, | parents in the ASD
children  in | with those of | and place of | group reported
Croatia parents of | living.  Parents’ | psychological
non-disabled | self-perceived disorders,
children. health was | compared to 4.3%

assessed using the
Croatian  version
of the health
status
questionnaire SF-
36.

of parents in the
control group.
Stress, anxiety and
depression were the

primary
psychological
disorders reported
in  both  groups
(accounting for
over 80%  of

reported
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Authors | Study Title Study Study Method Study Findings
and Date Purpose
psychological
disorders).
(Charles Parental To Using a | The Intervention
et al., | depression understand if | subsample (N = group parents
2013) and child | an above | 119) from the first | utilized social
conduct clinical cut- | U.K. community- | services much less
problems: off score on | based randomized | than the others.
evaluation of | the Beck | controlled trial of | Parents from that
parental Depression the 12-week 1Y | group which scored
service  use | Inventory |l | Basic Program (N | above the clinical
and (BDI 1) is|= 153), parents | cut-off on the BDI
associated linked to a |with children at|Il at baseline
costs after | particular risk of developing | utilized more
attending the | level of | conduct disorder | health and social
Incredible parental were randomized | care services
Years Basic | health  and | to participate in | compared to
Parenting social  care | the program or to | parents who scored
Program service a waiting-list | below at baseline.
access in | control group.
high-risk BDI 1l total and
families BDI Il clinical
participating | depression cut-off
in the 1Y | scores were used.
Basic
Program.
(Dababna | Incredible Determine For 15 weeks, | Acceptability and
h and | Years the two groups of | attendance  were
Parish. Program acceptapility | parents  (N=17) | high, attrition
2014) Tailored to | n and results | were included in a | modest. Parents
Parents of | from an | mixed approach | appreciated the
Preschoolers | empirically | trial without a | play-based
With Autism: | supported control group. methods of the
Pilot Results | practice. Measures: program, as well as

Quantitative data
incorporated a

pre/post  parent
stress

questionnaire and
a weekly

acceptability
questionnaire.

the social support
and peer learning.

Post  intervention
parent stress
lowered
significantly.
Parents  reported
challenges in
utilizing

intervention tactics,
like time outs for
misbehavior,

especially in
regards to children
with  sensory or
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Authors | Study Title Study Study Method Study Findings
and Date Purpose
self-regulation
difficulties.
(Drew et | A pilot | To report the | Selected using the | The parent training
al., 2002) | randomized findings of | CHAT  screen, | group appeared to
control trial | this  study, | families of 24 | have made more
of a parent | targeting the | children who met | gains in language
training development | the ICD-10 | development
intervention | of joint | criteria for | compared to the
for pre-school | attention childhood autism | local services
children with | abilities and | (mean age = 23 | group.  However,
autism joint  action | months) were | numerous parents
Preliminary habits. randomized to the | stated the
findings and parent  training | challenges
methodologic group or to local | associated with
al challenges services only. | consistently
Study included a | utilizing what they
12 month post | had learned, due to
evaluation. busy schedules.
(Eapen et | Clinical Determine Interventions Parents shared that
al., 2013) | outcomes of | efficacy of | were about ten |there were major
an early | early months and | gains in their
intervention | intervention | included 26 | child’s  receptive
program  for | for children. communication and
preschool preschool- Participants were | motor skills on the
children with | aged children | engaged in | VABS-II, and a
Autism with ASD. individualized, substantial decline
Spectrum weekly sessions | in autism-specific
Disorder in a and 15-20 hours | features on the
community of  group-based | SCQ. Major post-

group setting.

sessions. Pre and
post analysis
including the
Mullen Scales of
Early  Learning
(MSEL) and two
parent-report

questionnaires -

intervention gains
were  found in
children’s abilities
on the visual
reception, receptive
language and
expressive

language domains

the Social | of the MSEL as
Communication | well as  their
Questionnaire general intellectual
(SCQ) and | capabilities, as
Vineland assessed by
Adaptive standardized
Behaviors Scales— | developmental
Second  Edition | quotients.
(VABS-II)  were
conducted

(Eikeseth | Stress in | Assess Early | Parents (22 | While no
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Authors | Study Title Study Study Method Study Findings
and Date Purpose
et al., | parents of | and Intensive | mothers, 21 | connections  were
2015) children with | Behavioral fathers) were | found between
autism Intervention | evaluated using | intake parental
participating | (EIBI) the Parenting | stress and gains in
in early and | treatment’s Stress Index (PSI | children’s
intensive effect on | 3rd ed.) initially | intellectual or
behavioral parent stress. | and after one year | adaptive
intervention of EIBI. | capabilities,
Children’s findings shared that
adaptive abilities | mother’s stress
were  evaluated | levels declined one
with the Vineland | year into  the
Adaptive program. Mothers
Behavior Scales | and fathers stated
The 23 children | high parental stress
with autism met | initially, but
the autism criteria | Fathers’ stress
according to the | levels did not
ICD-10. change much
throughout the
intervention.
(Fergusso | Preliminary Examine Assessment Participants (Maori
n et al,|Data on the | initial methods included | and non-Maori)
2009) Efficacy of | effectiveness | pre/post test | were pleased with
the Incredible | and cultural | scores on the | the program.
Years Basic | acceptability | Eyberg intensity | Pre/post-test
Parent of the | and problem | comparisons
Program  in | Incredible scales;  pre/post | showed measurable
New Zealand | Years Basic | test scores on the | positive change in
Parent parent rendition | behavior and social
Program of the child Social | competence scores
(I'YBPP). Competence (p<0.001). Effect
Scale; and parent | sizes ranged from
satisfaction 050 to 0.77.
ratings.  Parents | Effects were
numbered 214 | similar for Maori
and participated | and non-Maori
in nine sessions. | subjects.
(Fernell et | Early To assess | For two years, | While none of the
al., 2011) | intervention | ASD 208 children, ages | participants left the
in 208 | outcome in a | 2054  months, | program free of
Swedish large with a clinical | challenges, the
preschoolers | naturalistic diagnosis of ASD | Vineland
with  autism | study. were enrolled in | composite  scores
spectrum this program and | did rise over the
disorder. A observed by | span of the
prospective naturalistic program. This
naturalistic means. change was
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Authors | Study Title Study Study Method Study Findings
and Date Purpose
study. Participants were | accounted for by
categorized into | the group with
the following | normal  cognitive
groups: learning | functioning. A
disability, compelling
developmental difference between
delay, and typical | the intensive and
intellectual non-intensive
functioning. groups was not
Researchers were | found. Individual
blind to the | differences  were
variety and | notable.
intensity of
interventions
provided, 192
children received
Vineland
composite  score
results.
(Fewster | First port of | To explore | Study included 11 | There  were a
& call:  facing | the lives and | parents of | number of themes
Gurayah. | the parents of | coping children with | throughout parents’
,2015) autism mechanisms | ASD. Information | experiences and
spectrum of parents of | was gathered by | coping  methods.
disorder children with | semi-structured “A road map to
ASD from a | interviews. coping with ASD”
South Interviews were | theme was utilized
African recorded and [ to guide service
perspective. | transcribed providers in
verbatim  using | assisting parents of
false names for | children with ASD.
the parents. To | By presenting
categorize the | prompt
information into | interventions, care
themes, thematic | takers are able to
analysis was | contribute greatly
utilized. to the experiences
of susceptible
parents.
(Hurlburt | Efficacy of | To compare | Blind observers | I'Y similarly
et al., | the Incredible | whether evaluated families | effected parents
2013) Years group | parenting of 481 children. | who did and did
parent practices and | Through not have child
program with | child questionnaires mistreatment in
families  in | behavioral and in- home | their past. Child
Head  Start | outcomes observations, they | conduct and
who self- | differentiated | evaluated parenting  results
reported a | between parenting showed  positive
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Authors | Study Title Study Study Method Study Findings
and Date Purpose
history of | families with | practices and | change post
child child child behavior. intervention.
maltreatment. | mistreatment
in their past
and families
without.

(Mclntyre, | Adapting To provide | Program was | Intervention
2008) Webster- data for the | made up of 12, | appeared to reduce
Stratton’s feasibility of | 25 hour long | unwanted

incredible the weekly meetings | parent/child
years parent | development | and included 25 | interaction and
training  for | al disabilities | families with 2-5 | building  parental
children with | (DD) year old children | attitudes  towards
developmenta | modifications | with child positive
I delay: | applied to the | developmental impact.
findings from | Incredible delays. Sessions
a treatment | Years Parent | included
group  only | Training developmentally
study (IYPT). appropriate play,
praise, ,
restrictions  and
dealing with
difficult behavior.
(Reed et | Impact of | To evaluate | One-hundred- Parent stress was
al., 2016) | Diagnostic the effect of | fifty-eight affected by the
Practices on | various mothers of | diagnostic pace
the Self- | components | consequently during
Reported of the | diagnosed appointments and
Health of | diagnosis children with | the length of time
Mothers  of | technique on | ASD did a | between initially
Recently the self- | psychometric sharing a problem
Diagnosed reported assessment to receiving
Children with | mental health | battery containing | diagnosis. In
ASD. of mothers of | the Hospital | contrast, mothers’
children Anxiety and | viewpoints of the
going Depression Scale, | pace and assistance
through  an | General  Health | during the process
ASD Questionnaire, were negatively
diagnosis. and a | related to levels of
Questionnaire on | stress and distress.
Resources  and
Stress. The
children’s ASD
level and
intellectual

capabilities were
evaluated within
twelve months of
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Authors | Study Title Study Study Method Study Findings
and Date Purpose
the diagnosis.
Schieve, The To evaluate | Parents of | The parents of
Blumberg, | Relationship | the links | children reported | children with
Rice, Between between to have autism | autism and recent
Visser, & | Autism and | parenting an | were compared | special service
Boyle, Parenting autistic child | with parents of: | needs were
2007) Stress and stress | (1) children with | considerably more
indicators. special health | likely to have more
care needs other | aggravation  than
than autism that | parents of children
required treatment | with recent special
(2) children with | service needs.
special health | Conversely, parents
care needs | of children with
without autism but without
developmental recent special
disorders and (3) | service needs were
children without | not more likely to
special health | have high
care needs. aggravation  than
parents of children
with other
developmental
issues.
Soltanifar | Comparison | To assess | The level of | Results evidenced
et al. | of  parental | parenting pervasive a positive
(2015) stress among | stress among | developmental correlation
mothers and | parents of | disorder in | coefficient between
fathers of | children with | children was | the PSl-parent
children with | ASD and | evaluated by the | domain and
autistic evaluate the | Childhood Childhood Autism
spectrum relationship | Autism Rating | Rating Scale-
disorder  in | between Scale  (CARYS); | Parent form CARS-
Iran severity  of | parent stress was | P, and between the
the disorder | evaluated by the | total stress index
in  children | Parenting  Stress | and CARS-P.
and the level | Index (PSI). Forty | Higher stress levels
of  parental | two couples with | were found in
stress. children fathers of children

diagnosed  with
ASD were
involved.

with more severe
developmental
disorders. There
were also major
differences
between fathers
and mothers in the
three PSI subscales
including PSI-child
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Authors
and Date

Study Title

Study
Purpose

Study Method

Study Findings

domain score (P <
0.005), PSl-parent
domain score (P <
0.005), and the
total stress index (P
< 0.005). When
compared to
fathers, mothers
carried much more
stress.

2.1.4 Summary and Implications

This literature review suggests that many randomized controlled trials have

found efficacy in parenting interventions for decreasing challenging child

behaviors. Many of these interventions have been evaluated for their

efficacy in the USA and other Western countries. Due to the recently found

value in such programs, interest in evaluating such programs and their

effectiveness in Palestine and the Arab word has been on the rise.
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Chapter 3
Methodology

3.1 Study Design

An interventional study design was applied using a pre-post test approach.
The research was conducted at An-Najah Child Institute (ACI) in Nablus.
The ACI operates a program enrolling 18-20 children with ASD annually.
In 2016, An-Najah Child Institute hosted two, 39-week long IY-ASD
parents groups (one for females and one for males). Each group was led by
a facilitator, with expertise in I'Y-ASD. Three questionnaires were collected
from each participant before the program began, including the PSI-3,
demographic questionnaires, and a behavioral checklist specific to the
program which was repeated after each two units. At the end of the

program, parents completed the self-administered survey (PSI-3).
3.2 Hypothesis

e Parents of Children Affected by Autism Spectrum Disorder will report

lower levels of stress after they complete the I'Y-ASD.

e There will be observed changes in level of stress, as indicated by a
statistical significant difference between pre and post scores on the parent
stress at level p value of less than .05 significant, with variances between

fathers and mothers.
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e Parents will improve behavioral management skills and increase their
positive behavior toward their children, as indicated by self reported scores
on repeated measures, (aggressive and disruptive behaviors, pro- social
behavior, physical force and other harsh punishments, academic
performance, stress level, praise and positive interactions, confidence level)
at the significant level p value of less than .05, after participation in the 1'Y-

ASD.

e There is a significant difference at a level of p value of less than .05
related to parents behavior, with variances between fathers and mothers

who completed the 1'Y-ASD.
3.3 Study subjects and selection criteria

The ACI sustains an operative system to diagnose children with ASD.
After detailed information is gathered, a team of specialists, including a
speech and language pathologist, occupational therapist, clinical
psychologist and special educator, meet to decide on the assessment

procedures to be completed and then to confirm the diagnosis.

In case of suspected ASD, an Autism Diagnostic Interview — Revised
(ADI-r) and Autism Diagnostic Observation Schedule— Second Edition
(ADOS-2) will be administrated to the child and the parents. ADI-R is a
100-item developmental interview for the parents and is used to diagnose
autism in children and adults with a mental age over two years. ADOS-2 is
an observation-based assessment of the socio-communicative behaviors

that are often delayed in autism and other pervasive developmental
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disorders. ADI-r and ADOS -2 have been translated and validated into
Arabic by the publisher (ACI, 2015). The ADOS is an observational scale

that does not need translation.

The 1Y program was instituted with parents whose children are attending
the AClI REACH (Rehabilitation, Education and Caring for Hope)
Program. The parents whose children attend the AClI REACH program
were informed about the Incredible Years program and asked for their
participation through written materials and an orientation session. All
parents and/or primary caretakers were encouraged to participate if they
were at least 18 years old. More than one primary caregiver from each
family could potentially participate, but only if they were of mixed gender
(e.g., a mother and father). The first 12 female caregivers who completed
fill the questionnaire formed the first experimental group. The first 12
males who completed fill the questionnaire formed the second experimental

group. The flow of participants through intervention is clarified in figure 1.
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Informed about intervention (n=36)

(M=17,F=19)

Did not enroll (n = 5) because
Schedule/job-related conflicts
(n=2)

(M=2,F=0)

Did not meet eligibility criteria
(n=2)

(M=0,F=2)

Other reasons (n=1)

(M=1,F=0)

Enrolled (n = 31)

(M=12,F=19)

Completed intervention (n

=21)

Withdrew from intervention
(n=10)

(M=4,F=6)

Analyzed pre/post and
through outcomes data
(n=21)

(M=8,F=13)

Schedule/job-related
conflicts (n=7)
(M=4,F=3)
Dissatisfied (n=3)

(M=0,F=3)

Figure 1: Flow of participants through intervention N=number, M=male, F=female .

3.4 Procedures

3.4.1 Research procedures

First, parents of 18 children were invited to participate in the study by an
invitation letter, which was sent to them by their child in each child’s

school bag. Parents were then contacted by phone to confirm their

attendance of the assessment session.

Participants attended a data collection session, which included filling in the

consent form, a demographic data form, and the Parenting Stress Index

Form. The assessment session lasted no more than 90 minutes.
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Participants then attended 39 weekly sessions utilizing the Incredible Years
Parenting Curriculum for Parents of Children with ASD. Two groups were
held, one for female and one for male parents and caretakers. The groups
were co-led by an English speaking trainer from the United States who is a
masters level clinical social wworker, certified as a trainer in basic 1Y and
with experience in I'Y-ASD. She possess a broad understanding of ASD,
including its symptoms and intervention approaches, as well as experience
working with children with ASD and their families. In addition to the co-
facilitator who was a native Arabic speaking Palestinian health provider
trained the Incredible Years model. The co-facilitator provided
simultaneous interpretation of live sessions and written translation of
materials and videos. The sessions lasted approximately two hours each.
During sessions, participants were taught specific parenting techniques
related to ASD. They were encouraged to share about their personal
progress using these methods and watched videos of the techniques. The
program included written exercises, guided conversations, homework

suggestions and role play.

Rules of mutual confidentiality and respect between the participants were

established during the first session and reinforced throughout the program.
3.4.2 Intervention procedures

The 1'Y-ASD met for 39 sessions pertaining to the eight units outlined in
the curriculum, with coordinated materials and exercises. Each unit

contains strategies to address the child’s behavior, the parent’s interaction
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with the child, and parent coping strategies. Each session included four
parts: (1) participant ‘‘check-in,”” where each parent discussed the previous
week’s successes and challenges with the group; (2) facilitator instruction
of new material, which involved videos and interactive discussions; (3)
small and large group practice of skills; and (4) goal setting for the coming

week and distribution of homework.

After each two units, a program specific questionnaire was administered to
monitor parenting behaviors. A weekly program evaluation was completed
to monitor participant comfort with the program. At the completion of the
program, participants received a certificate and a final individual data
collection session was administered (not more than one hour) to examine
treatment effects. Participants were encouraged to give feedback at each
session and reminded on a regular basis of the voluntary nature of their

participation in the program, as a whole, and in each activity presented.
3.4.3 Summary of the 1'Y-ASD eight unit intervention
Unit I: Child-directed narrated play promotes positive relationships

Parents learn to follow the child’s lead and utilize his or her interests during
play and to describe and comment on the child’s actions, engaging in child-
directed play, narrating and imitating play, waiting for the child to indicate
choice, considering positioning for face-to-face interaction, encouraging
verbal and nonverbal communication, and modeling and prompting play
behaviors and language. Parents share in their children’s favorite toys and

foods, any hyper- or hypo sensitivities (e.g., sights, sounds, touch and
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smells), and the kinds of physical or sensory routines they enjoy (e.g.,

running, jumping, hide-and-seek games, songs).

Unit 1l: Pre-academic and persistence coaching promotes language

development and school readiness

Parents learn to describe pre-academic concepts such as colors, shapes,
object names, numbers and positions during play. The use of visual
supports is encouraged for all children to support both expressive and
receptive language development. Parents name the child’s internal state
when s/he is being patient, trying again, staying calm, concentrating,
persisting with a challenging task, or trying to engage in joint play. Parents
explore how to support their children to persevere with tasks such as

brushing their teeth, getting dressed or doing a puzzle.
Unit 111: Social coaching promotes friendship skills

In this section, parents learn to use reading, gesturing, prompting and
modeling to promote turn-taking skills, increase children’s enjoyment of
social interactions through shared sensory activities (e.g., dancing,
bouncing on a trampoline, swinging), and prompting and enhancing face-
to-face joint attention. They learn how to use social coaching during play
interactions with their child to encourage critical social skills. Parents learn
how to follow the child’s lead, and praise social skills such as getting

dressed for school and toilet training.
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Unit 1V: Emotion coaching promotes emotional literacy

Parents learn the importance of drawing attention to their child’s feelings
by using emotion coaching. Parents start this coaching by naming their
child’s emotions at the time their child is experiencing them, they learn the
importance of describing and naming the feelings of book characters to
help their children learn feeling words. Parents learn to use social coaching,
in combination with emotion coaching, and take turns when reading, to
point out a picture and use partial prompts, by pausing to let the child fill in
the answer. Physical games (e.g., water play, spinning) can be used to

motivate a child’s feeling vocabulary.
Unit V: Pretend play promotes empathy and social skills

Parents learn how to encourage their children’s imaginary play skills;
group leaders help the parents discuss how to encourage empathy, emotion
language, and social behaviors such as helping, sharing, waiting and
trading through pretend play. The use of puppets, dolls, or other figures is
another effective way parents can encourage children’s imaginary play.
Parents also structure interactions that involve nonverbal responses from

their child (e.g., “Would you like to shake the puppet’s hand?”).
Unit VI: Promoting children’s self-regulation skills

In Part 6, parents participate in scenarios designed to help children use
visual tools, such as “calm down thermometer,” and practice self-calming

strategies, such as positive imagery, self-talk words, and deep breathing.
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For example, parents view a video vignette where a father is helping his
child learn about breathing by practicing taking big breaths while

visualizing smelling a flower and blowing out a candle.
Unit VII: Using praise and rewards to motivate children.

In this part of the program, parents learn to directly and clearly praise
children for positive behaviors. Parents discuss methods to enhance praise
with a warm tone or enthusiasm, smiles, eye contact, as well as gestures or
specific language. For example, one of the vignettes shows a boy who has
been rather aggressive with his cat. His parents give him attention and label
praise whenever he is gentle with his cat in order to teach him what it
means to be gentle. They also learn how to add to the impact of praise by
pairing praise with tangible rewards such as their child’s favorite stickers,
bubbles, or special food items. The group leader helps parents learn how to
praise and reward themselves, and other family members, for their

parenting efforts.
Unit VIII: Effective limit setting and behavior management.

In the final part of the program, parents learn ways to: give positive, clear,
simple and necessary limits or instructions, transition their children to new
activities using visual-auditory tools (buzzers, music, sand timers and
songs), use command cards, and positive reminders, and utilize proactive
discipline approaches such as distractions, redirections, and ignoring

selected misbehaviors.
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3.5 Outcome measures

In addition to one-time baseline demographic data (age, gender, marital
status, number of children in household less than 18 years, number of
household members, level of education, employed outside the house,
income level, number of children in household with autism, date of child
diagnosis, if the child receives ASD medication, date child began
treatment, distance from home to the ACI, living place), (Appendix 3),
participants also completed the two self-administered surveys, Parenting

Stress Index-Arabic edition and the Incredible Years Questionnaire.

3.5.1 Parenting Stress Index, Arabic Edition (PSI)

The PSI (Abidin, 1995) consists of 120 items and takes less than 30
minutes for the parent to complete. The PSI assesses parents' levels of
stress using a 5-point Likert-type scale, ranging from strongly agree to
strongly disagree. Three PSI scores that are used are the Total Stress score,
the Child Domain score (i.e. stress attributed to child characteristics such
distractibility/hyperactivity, adaptability, acceptability, demandingness,
mood, and reinforces parent) and the Parent Domain score (i.e., stress
associated with aspects of functioning in the parental role such as
depression, attachment, competence, isolation, role restriction, spouse, and
health) The child domain and parent domain are summed to yield a total
stress domain (see table 2). Alpha reliability coefficients for the Total
Stress scale, the Child Domain and the Parent Domain were found to be .90

or higher (Abidin, 1995). These coefficients represent the stability of scores
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from three weeks to one year. The measure is also used to determine
clinically significant levels of parent stress, which are based on normative
samples reported in the instrument’s manual (Dababnah and Parish, 2014)
(see table 3) .  The PSI and the PSI Arabic version has been employed in

several studies (Dunn et al, 2001) in examining stress in parents of children

with ASD.

Table 2: The PSI Domains.

Domain Subdomains Question sample of the questions
number
Child Distractibility/hyperactiv | 1-9 My child is so active that it exhausts
domain ity me.
Adaptability My child doesn’t seem comfortable
31-41 when meeting strangers.
Reinforces parent
My child smiles at me much less than |
Demandingness expected.
10-15
Mood My child has had more health problems
than | expected.
Acceptability 42-50
My child generally wakes up in a bad
mood.
16-20
My child is not able to do as much as |
expected.
21-27
Parent Competence 28-30 + I can’t make decisions without help.
Domain 51-60
Isolation | feel alone and without friends.
91-96
Attachment Sometimes my child dose things that
61-67 bother me just to be mean.
Health
Physically, | feel good most of the
Role restriction 97-101 time.
Depression Most of my life is spent doing things
68-74 for my child.
Spouse
There are quite a few things that bother
75-83 me about my life.
Since having a child, my spouse and |
84-90 don’t do as many things together.
Total Stress | The child domain and parent domain are summed to yield a total stress




60

Validated with Diverse Populations

The PSI has been empirically validated to predict observed parenting
behavior, and children's current and future behavioral and emotional
adjustment; not only in a variety of U.S. populations, but also in a variety
of international populations. The transcultural research has involved
populations as diverse as Chinese, Portuguese, French Canadian, Italian,
Korean, etc. These studies demonstrated comparable statistical
characteristics to those reported in the PSI Manual, suggesting that the PSI
IS a robust diagnostic measure that maintains its validity with diverse non-
English-speaking cultures. This ability to effectively survive translation and
demonstrate its usefulness as a diagnostic tool with non-English-speaking
populations suggests that it is likely to maintain its validity with a variety

of different U.S. populations (PAR, 2012).

The PSI-3 is currently available from the publisher in Arabic, and this

measure has been purchased for use by the ACI (Appendix 4).
3.5.2 Incredible Years Questionnaire (IYQ)

The IYQ consists of seven items measuring parents’ negative behaviors
toward their children with Autism (including, aggressive and disruptive
behaviors, pro- social behavior, physical force and other harsh
punishments, academic performance, stress level, praise and positive
interactions, confidence level) (Appendix 5). The purpose of the
questionnaire was to determine what progress was being made towards the

targeted outcomes.
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Validity of (1YQ)

The 1'YQ was used by the Holy Child Program (HCP) in Beit Sahour/\West
Bank, by certified trainers of the Incredible Years Parenting Program in
Palestine. The questionnaire was distributed to the mothers in Arabic
(Khoury, 2014). It has been approved for the ACI to have the Arabic

version (Appendix 6).
3.6 Statistical analysis

Descriptive statistics were used to summarize characteristics of parents and
children. Frequencies with percentages were used to summarize categorical
variables and mean with standard deviation (SD) for continuous variables.
Paired samples t-test was used to examine for any statistically significant
differences between baseline and end of intervention PSI levels for parental
and child domains and related subdomains. Repeated measures analyses,
using a linear, mixed-modeling approach was used to examine for
statistically significant relationships between predictor variables and
changes in PSI and 1YQ levels at baseline, and at the end of the
intervention. All tests were two-sided. A P-value less than .05 was
considered statistically significant. All analyses were conducted using the

SPSS computer program (version 23.0).
3.7 Ethical consideration

The study was approved by the Institutional Review Board (IRB) at An-

Najah National University before any data was collected.
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Informed consent forms with full disclosure about the study and its benefits
and potential risks was given and explained to all potential participants

before the study. Only those that voluntarily registered were included.

Parents voluntary filled out all surveys. A mental health professional was
available in case surveys induced distress or discomfort. Parents were
already familiar with ACI and attended regular parent sessions related to
their child’s rehabilitation there.. Group rules regarding confidentiality and
respect were established and strictly maintained to insure the comfort of
each participant. Two professional facilitators were available and
administered each session to insure the comfort of each participant.
Participants were able to terminate participation at any time if they were
not satisfied with the program. Contacts for professional counseling
services were available to all participants if the content or process of

participating in the program created distress or discomfort.
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Chapter 4

4.1 Results

The description of baseline characteristics of children and their parents is
detailed in Table 3. Thirty-one parents met the eligibility criteria and
participated in I'YP groups, 61.3% were mothers (n=19). Twenty-one
parents (68%) completed the program; ten parents withdrew from
intervention prior to the completion of the study. Causes of drop out as
reported by parents were schedule or job-related conflicts (n=7) and
dissatisfaction with the program (n=3). We used the intention to treat
analysis for any missing values due to loss to follow up. The missing
values were given their group grand mean value to maintain statistical
power.

Fifteen parents (48.4%) reported that they reside in an urban center, 12
(38.7%) in a village, and four (12.9%) were living in internally displaced
refugee camps. The closest residential distance from ACI was 1 km and the
furthest distance was 32 km (M=11.04, SD=10.93). All parents were
married (100%; n=31), with ages between 26 and 63 years (M= 42.46,
SD=8.83). The ages of their children, when diagnosed with ASD, were
from 3 to 11 years (M=5.40, SD=1.90). When the study started, the ages of
those children were from 6 to 13 years (M=7.52, SD=1.92). All parents
reported having only one child with ASD (M=1, SD=.00). The majority of
children were male (74.2%; n=23) yet females were represented (25.8%;
n=8). Most children were not taking medication for ASD (71%; n=22) but

those who did, received medication 5 times/day maximum (M=1.42,
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SD=1.94) for at least two years before beginning the intervention (M=3.19,
SD=.84). Parent education levels varied, from elementary school (3.2%;
n=1) to master’s degree (6.5%; n=2). Most of the parents were employed
(64.5%; n=20), with a mean salary of 4033.29 (SD=1520.08) ils. The mean
number of sessions attended by parents was 25 (SD=9.08).

Table 3: Baseline Characteristics of Participants .

Variable Mean (SD) Frequency (%)
Age of Parent 42.5 (8.83)

Age of Child with ASD 7.5 (1.92)

Gender of Parent 19 (61.3%)
Female 12 (38.7%)
Male

Gender of Child

Female 8 (25.8%)
Male 23 (74.2%)
Marital Status

Married 31 (100%)
Level of Education

Elementary school 1 (3.2%)
High school or equivalent 8 (25.8%)
Some college(2 years) 5 (16.1%)
Bachelor's degree 15 (88.4%)
Master's degree 2 (6.5%)
Employment Status

Employed 20 (64.5%)
Unemployed 11 (35.5%)
Salary 4033.29 (1520.08)

Number of Children with ASD 1 (.00)

Age of child when diagnosed with ASD | 5.4 (1.90)

Is focus child taking medication

Yes 9 (29%)
No 22 (71%)
Length of time child taking | 1.42(1.94)

medication/day

Length of time in treatment/year 3.19 (.84)

Residence

City 15 (48.4%)
Village 12 (38.7%)
Refugee Camp 4 (12.9%)
Distance from family home to ACI /km | 11.04 (10.93)

Number of sessions attended 25.33 (9.08)

Note: SD= standard deviation. Continuous variables are summarized by

mean (SD) and categorical variables by frequency (%).
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4.1.1 Parental Stress Index

Parental Stress Index related to Child Domain

The difference in mean between parental PSI scores related to Child
Domain, at baseline and at the end of the intervention is shown in Table 3.
On the total Child Domain, at baseline (pre- intervention) parents had a
mean PSI of 156.9 (SD= 17.9). By the end of the intervention, parents PSI
mean decreased to 145.8 (SD =19.4) with a mean difference of 11.1, which
was found to be significant (95% CI 4.3, 17.9) (p = .002).

Scores on four of the six Child Subdomains decreased significantly from
pre to post intervention. Mean PSI related to Adaptability decreased from
37 at baseline to 32.9, with mean difference at 4.1 (95% CI 2.0, 6.1)
(p < .001 e.g., child who does not seem comfortable when meeting
strangers). The Reinforces subdomain parent score decreased from 15.9 at
the beginning of intervention to 14.2 at the end, with mean difference at
1.71 (95% CI 0.4, 3.0) (p=.011,; e.g., child smiles at parent much less than
he expected),also, Mood decreased from 15 at baseline to 13.9 with mean
difference at 1.42 (95% .14, 2.69) (p = .030; e.g., child who generally
wakes up in a bad mood ); and Acceptability score decreased from 25 to 22
with mean difference at 2.96 (95% CI 1.51, 4.42) (p < .001; e.g., child who
doesn’t seem to learn as quickly as most children). There was no
statistically significant difference in mean PSI scores in the scales of
Distractibility/ Hyperactivity and Demandingness between the baseline and

the end of the intervention (see table 4).
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Table 4: Mean differences in Parent Stress scores pre-post intervention for Child Domain.

Child Domain Pre Post Pre-post 95% CI of the | SE mean | p-value
Mean (SD) | Mean (SD) | mean  of | difference of  the | (2-tail)
the differenc
difference | lower | upper | e
Distractibility/hyperacti | 32.2 (3.4) 31.7 (3) 0.51 -0.87 |19 0.68 0.454
vity
Adaptability 37 (5.08) 32.94 (5.62) | 4.06 2.03 6.09 |0.99 <.001
Reinforces Parent 15.87 (3.38) | 14.16(3.01) | 1.71 0.41 3.00 |0.63 0.011
Demandingness 29.13 (5.07) | 29.23 (4.17) | -0.097 -216 | 197 |1.01 0.925
Mood 15.26 (3.51) | 13.84 (3.00) | 1.42 0.14 2.69 |0.62 0.030
Acceptability 25.00 (4.21) |22.03(3.40) | 2.96 1.51 442 |0.71 <0.001
Total Child Domain 156.87 145.77 11.09 4.33 17.86 | 3.31 0.002
(17.97) (19.41)

SD= Standard deviation; Cl= Confidence interval; SE=Standard error
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Parental Stress Index related to Parental Domain

The mean parental PSI related to total Parental Domain decreased by nine,
which was found to be significant (95% CI 1, 17; p=.030); see table 5.
There were no statistically significant differences in mean PSI, within the
parental subdomains, except for Depression and Isolation. Mean PSI scores
related to Depression reduced by 2.8 (95% CI .80, 4.76) (p = .007; e.qg.,
when a child misbehaves or fusses too much, parent feels responsible, as if
he/she didn’t do something right). Similarly, PSI score related to Isolation
reduced from baseline to post-intervention by 2.7 (95% CI .56, .77) (p =

.015; e.g., when parent feels alone and without friends) (Table 5).
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Table 5: Mean differences in parent stress scores pre-post intervention for Parent Domain.

Parent Domain Pre Post Pre-post 95% CI of the | SE mean | p-value
Mean (SD) | Mean (SD) | mean  of | difference of  the | (2-tail)
gil?ference lower | upper Sifferenc
Competence 34.29 (7.59) |33.29(6.48) | 1.00 -1.80 |3.80 |1.37 0.473
Attachment 17.89 (2.49) |18.37 (3.06) |-0.47 -1.65 |0.70 |0.57 0.415
Role Restriction 23.59 (4.61) | 23.40(3.90) |0.19 -1.21 160 |0.69 0.781
Depression 25.81(3.98) |23.03(4.84) |2.78 0.80 476 |0.97 0.007
Spouse 19.37 (4.69) | 18.37 (4.31) |1.00 -1.12 313 | 1.04 0.342
Isolation 18.67 (5.47) | 16.00 (2.62) |2.67 0.56 0.77 |1.03 0.015
Health 16.19 (4.09) |14.67 (2.79) |1.51 -0.00 |3.04 |0.47 0.051
Total Parent Domain 156.22 147.27 8.95 0.94 16.96 | 3.92 0.030
(22.71) (21.32)

SD= Standard deviation; Cl= Confidence interval; SE=Standard error
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Parental Stress Index related to Total Stress

Results from the PSI have shown a significant difference in Total Stress
from pre to post intervention, the mean score related to total stress
decreased from 310 at baseline to 288 post-intervention with a mean

difference of 22.1 (95% CI 9, 35.3) (p = .002); see table 6.

Table 6: Mean differences in Parent stress scores pre-post intervention

for Total stress.

Total Pre Post Pre-post | 95% CI of the | SE p-value
stress Mean | Mean mean of | difference mean (2-tail)
Domain | (SD) (SD) the lower upper |of the
difference differe
nce
Total 310.03 | 287.90 | 22.13 8.94 35.31 | 6.45 0.002
Stress (38.95) | (37.93)

SD= Standard deviation; Cl= Confidence interval; SE=Standard error

There were no significant differences in PSI Life Stress score (p = .303)

(see table 7).
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Table 7: Mean differences in Parent stress scores pre-post intervention

for Life Stress.

Life Pre Post Pre-post | 95% CI of the | SE mean | p-value

Stress | mean Mean mean of | difference of the | (2-tail)

Domain | (SD) (SD) the lower upper | difference
difference

Life 10.44 13.20 -2.76 -8.14 2.61 |2.63 0.303

Stress (9.64) (10.44)

SD= Standard deviation; Cl= Confidence interval; SE=Standard error

Factors associated with Stress Level difference pre and post

intervention in Child Domains
Factors associated with mean difference in PSI for total Child Domain

As shown in table 8, there were no statistically significant associations
between predictor variables and mean difference in PSI for the Total Child
Domain, including Gender, Level of Education, Employment Status,
Gender of child, Use of ASD medication, Residence, Age of Child when
diagnosed with ASD, Salary, Age of parent, Age of child, Length of time
child taking medication, Length of time in treatment, Distance from ACI,

and Number of Sessions Attended.
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domain.
Variable Effect on|[95% Confidence | p-value
stress Interval
score Lower Upper
Pre-post  [Bound Bound
Gender
Female 25 -21.05 21.51 .980
Male 0°
Level of education
Elementary school -27.93 -96.30 40.44 391
High school -13.32 -51.44 24.81 461
Some college(2y) -12.95 -55.04 29.14 515
Bachelor’s degree -22.18 -61.44 17.07 242
Master’s degree 0°
Employed
Yes -10.79 -32.87 11.30 .308
No 0°
Gender of child
Female -2.29 -22.67 18.10 811
Male 0°
Is the child receives ASD
medication
Yes -24.70 -76.06 26.65 315
No o
Residence
City -9.65 -40.85 21.56 513
Village -6.50 -42.16 29.16 .698
Refugee Camp 0° . . .
Age of child when diagnosed with | 2.27 -12.82 17.36 .749
ASD
Salary 4.109090E |-.01 .01 .988
-005
Age of parent -11 -1.68 1.46 878
Age of child -1.30 -16.27 13.67 .853
Length of time child taking|5.13 -10.35 20.60 484
medication
Length of time in treatment 3.55 -17.39 24.48 719
Distance from ACI -.61 -1.81 .60 295
Number ofsessions attended -.38 -1.91 1.15 .601

Note: 0° =Reference category. Cl= Confidence interval
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Factors associated with mean difference in PSI for Child Subdomains

Findings indicate that there were no statistically significant effects from the
predictor variables on most of PSI for child subdomains, including
Acceptability, Adaptability, and Mood (see appendix 7, 8, 9). Only the
Reinforces Parent subdomain had some variables that were associated with

the mean difference in PSI.
Factors associated with mean difference in PSI for Reinforces Parent

There were no statistically significant relationships between predictor
variables and mean differences on the PSI for Reinforces Parent, except for
Child Receiving Treatment status, Length of time child taking medication,
and Parental Age. Parents of children receiving ASD medications had
lower PSI scores than parents of children not receiving ASD medications.
From baseline to end of intervention, the score decreased by -7 PSI (95%
Cl; -13.5, -5) (p = .038). Increases in number of times child took
medication during the day elevated the PSI score pre-post intervention by
2.2 PSI (95% .2, 4) (p = .034). Moreover, increase in parental age by one
year was associated with increase in PSI score before/after intervention by

0.2 PSI (95 % ClI; 0.01, 0.4) (p = .042) see table 9.
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Reinforces Parent.
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with mean

difference in PSI for total

Variable Effect on [95% Confidence |p-value

stress score | Interval

Pre-post Lower  |Upper

Bound Bound

Gender
Female 249 -21 5.18 .067
Male 0°
Level of education
Elementary school -5.23 -13.70 3.44 213
High school -3.18 -8.02 1.65 177
Some college(2y) -2.35 -7.69 3 .357
Bachelor’s degree -3.30 -8.29 1.67 173
Master’s degree 0P
Employed
Yes 74 -2.06 3.54 574
No 0°
Gender of child
Female -1.58 -4.16 1.007 .208
Male 0°
Is the child receives ASD
medication
Yes -6.97 -13.48 -45 .038
No 0
Residence
City -1.60 -5.56 2.36 397
Village =27 -4.79 4.25 .900
Refugee Camp 0° . . .
Age of child when diagnosed|-.40 -2.31 1.52 .659
with ASD
Salary .0004 -.0003 .001 .266
Age of parent 21 .01 41 .042
Age of child .01 -1.89 191 .989
Length of time child taking]2.15 .188 411 034
medication
Length of time in treatment -1.80 -4.46 .85 165
Distance from ACI 014 -14 A7 .845
Number of sessions attended .06 -.14 25 546

Note: 0° =Reference category. Cl= Confidence interval
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Factors associated with stress level difference pre and post intervention

in parent domains
Factors associated with mean difference in PSI for total parent domain

The only variable that demonstrated a statistically significant relationship
with mean difference in PSI for the total Parent Domain was related to the
Level of Education. Parents with a Bachelor’s degree of education
compared to parents with Elementary education had lower PSI scores from
baseline to end of intervention by -42.7 PSI (95% CI; -78.4, -6.9) (p = .023)

see table 10.
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Table 10: Factors associated with mean difference in PSI for total

Parent Domain.

Variable Effect on stress [95% Confidence |p-value

score Interval

Pre-post Lower |Upper

Bound Bound

Gender
Female 11.62 -7.758155 [30.989163|.216
Male 0°
Level of education
Elementary school -42.53 -104.83 19.77 163
High school -28.72 -63.46 6.02 .097
Some college(2y) -31.34 -69.69 7.01 100
Bachelor’s degree -42.67 -78.44 -6.91 .023
Master’s degree 0P
Employed
Yes -10.30 -30.43 9.82 287
No 0°
Gender of child
Female -4.08 -22.66 14.49 641
Male 0°
Is the child receives ASD
medication
Yes -22.02 -68.82 24.78 .326
No 0
Residence
City -14.16 -42.60 14.27 299
Village -16.02 -48.51 16.47 304
Refugee Camp 0° . . .
Age of child when|-1.47 -15.22 12.28 .820
diagnosed with ASD
Salary .001 -.004 .007 .640
Age of parent 14 -1.29 1.58 .830
Age of child 2.21 -11.43 15.85 730
Length of time child]3.91 -10.20 18.01 557
taking medication
Length of time in]|.78 -18.30 19.86 930
treatment
Distance from ACI -.23 -1.33 .860 .656
Number ofsessions | -.86 -2.25 .53 204
attended

Note: 0° =Reference category. Cl= Confidence interval
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Factors associated with mean difference in PSI for parent subdomains

There were no statistically significant relationships between predictor
variables and mean difference in PSI for all Parent subdomains including

Depression, Health, and Isolation (see appendices 10, 11, 12).

Factors associated with mean difference in PSI for Total Stress

There was no statistically significant associations between predictor
variables and mean difference in PSI for Total Stress, including Gender,
Level of education, Employed, Gender of child, If the child receives ASD
medication, Residence, Age of child when diagnosed with ASD, Salary,
Age of parent, Age of child, Length of time child taking medication,
Length of time in treatment, Distance from ACI, Number of sessions

attended, see appendix 13).

4.1.2 Incredible Years Questionnaire

Social behaviors

While 77.4% (n=24) of parents acknowledged that they noticed positive
behaviors in their children at baseline, 100% (n=31) reported that they
noticed new, positive social behaviors in their children at the end of the

intervention, see table 11.
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Table 11: Positive Social Behaviors noticed in Children from pre to

post intervention.

Social Baseline Time 1 Time 2 Time 3 Time 4
Behaviors N (%) N (%) N (%) N (%) N (%)
Yes 24(77.4) 28(90.3) 30(96.8) 31(100) 31(100)
No 7(22.6) 3(9.7) 1(3.2) ) )

N= number. (%) = percentage of parents noticing Positive Social Behaviors

in their children
Academic Performance

Of the 31 parents who completed the I'YP, 93.5% (n=29) reported that their
children’s academic performance improved at the end of the intervention as
compared to their academic performance at baseline, 77.4% (n=24) see

table 12.

Table 12: Improvement in child’s academic performance from pre to

post intervention.

Academic Baseline Time 1 Time 2 Time 3 Time 4
Performance | N (%) N (%) N (%) N (%) N (%)
Yes 24(77.4) 27(87.1) 28(90.3) 27(87.1) 29(93.5)
No 7(22.6) 4(12.9) 3(9.7) 4(12.9) 2(6.5)

N= number. (%) = percentage.
Positive interactions

At baseline of the intervention, 83.9% (n=26) of parents stated that they

had positive interactions with their children, while 100% (n=31) of parents
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reported that they had positive relationships and interactions at the end of

the intervention, see table 13.

Table 13: Parents Positive Relation/ interactions with their Children

pre-post intervention.

Positive Baseline Time 1 Time 2 Time 3 Time 4
Relationships | N (%) N (%) N (%) N (%) N (%)
Yes 26(83.9) 29(93.5) 28(90.3) 31(100) 31(100)
No 5(16.1) 2(6.5) 3(9.7) . :

N= number. (%) = percentage.
Praise

After completing the intervention, 96.8% (n=30) of parents reported that
they praised their children. Before starting the 1'YP, 87.1% (n=27) of the

parents reported praising their children see table 14.

Table 14: Praising children pre-post intervention.

Praise Baseline Time 1 Time 2 Time 3 Time 4
N (%) N (%) N (%) N (%) N (%)

Yes 27(87.1) 30(96.8) 31(100) 30(96.8) | 30(96.8)

No 4(12.9) 1(3.2) . 1(3.2) 1(3.2)

N= number. (%) = percentage.
Parental Stress

Pre intervention, 54.8% (n=17) of parents reported low stress levels, after

the intervention this number rose to 87.1% (n=27), see table 15.



Table 15: Parent Stress levels pre-post intervention

Parental Baseline Time 1 Time 2 Time 3 Time 4
Stress N (%) N (%) N (%) N (%) N (%)
Increase in | 8 (25.8) 2 (6.5) 6 (19.4) 1(3.2) .

stress 6 (19.4) 2 (6.5) 4 (12.9) 4 (12.9) 4 (12.9)
Equal stress 17 (54.8) 27 (87.1) 21 (67.7) 26 (83.9) |27 (87.1)
Decrease

stress

N= number. (%) = percentage.

Aggressive and Disruptive Behaviors

The aggression mean at baseline (m=2.8) dropped post intervention
(m=1.3), see figure 2. Pre-intervention, 12.9% (n=4) of parents stated that
they never had to discipline their children for disruptive or aggressive

behaviors, and percentage of parents who never disciplined their children

increased to 77.4% (n=24) at the end of the intervention.
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Figure 2: Aggressive and Disruptive Behaviors mean pre- post intervention
Physical Force and Other Harsh Punishments

Similarly the Physical Force and discipline mean at baseline (m=2.0) was
decreased post intervention (m=1.2) see figure 3. 54% (n=17) of parents
reported they never discipline or punished their children , while 83.9%
(n=26) of parents reported they never use physical force or harsh

punishments to discipline their children.
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Figure 3: Physical Force and Other Harsh Punishments mean pre- post intervention.
Amount of Praise

Before starting intervention, the mean of number of Praise was m=5, and it
increased to m=5.9 post intervention, see figure 4. The percentage of
parents never praising their children at baseline was 3.2% (n=1). By the
end of the intervention no parents reported that they never praise their

children.
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Figure 4: Number of Praise mean pre- post intervention.
Confidence Level

At baseline, the mean of parent’s confidence level was m=2.7, this
decreased post intervention to m=2, see figure 5. While 12.9% (n=4) of
parents reported very little Confidence or no Confidence prior to the
intervention, at the end of the intervention no parents reported zero or little

confidence.
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Figure 5: Parent Confidence Level mean pre- post intervention.

Factors associated with parent’s behavior difference pre and post

intervention in 1'YQ items

Only two (Aggressive and Disruptive Behaviors, and Physical Force and
Other Harsh Punishments) of the seven I'YQ items had a relationship with
predictor variables. Mothers of children with ASD had higher aggression
scores from baseline to end of intervention, 0.7 (95% CI; 0.2, 1.12) (p=
0.013) than fathers of children with ASD. Parents with a lower salary had
decreased aggression scores from pre to post intervention by -0.00016
(95% CI; -0.00032, -0.000003), see table 16. Moreover, fathers
demonstrate less negative behavior than mothers, the mothers’ discipline
scores pre to post intervention increased by 0.9 (95% CI; 0.2, 1.5) (p=
0.017) compared to the fathers of children with ASD, see table 17.



Table 16: Factors associated with mean difference in 1YQ for
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Aggressive and Disruptive Behaviors.

Variable Effect on stress|95% Confidence |Sig.

score Interval

Pre-post Lower Upper

Bound Bound

Gender
Female .657 .189 1.12 .013
Male 0° . . .
Salary -.00016 -.00032 .000003 .046

Note: 0° =Reference category

Table 17: Factors associated with mean difference in 1'YQ for Physical

Force and Other Harsh Punishments.

Variable Effect on | 95% Confidence | Sig.
stress score Interval
Pre-post Lower Upper
Bound Bound
Gender
Female .861 184 1.539 .017
Male 0

Note: 0° =Reference category
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Chapter 5

5.1 Discussion

The aim of this study was to test the efficacy of the 1'Y-ASD in reducing
familial stress, increasing parenting skills, and reducing parent’s negative
behaviors toward their children with ASD in the Palestinian context.
Thirty-one parents participated in the study, twenty-one parents completed
the program. We use the intention to treat analysis for any missing values
due to loss to follow up. The missing values were given their group grand
mean value to maintain statistical power. The findings showed clear
evidence of the positive efficacy of the Incredible Years Program for
Parents of Children Affected by Autism Spectrum Disorder in reducing
negative parent and child behavior and increasing parental perceptions of
child positive impact. These results are consistent with a number of other
studies (Dababnah and Parish, 2014; Fergusson et al., 2009; Hurlburt et al.,
2013; Mclntyre, 2008; Leijten et al., 2017). Many studies have focused
only on mothers of children with ASD and have not examined the I'Y-ASD
effect among the fathers of these children. The current study is unique, in
that it examines the results of the I'Y-ASD program on a male-oriented

fathers only group, in addition to the mothers group.

In this linear, mixed-modeling study, we found that levels of stress for
Palestinian parents of children affected by Autism Spectrum Disorder in
the West Bank decreased significantly after completion of the I1YP,

pointing to possible sustained benefits over time. Analyses of the outcome
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measures highlighted the effect of the Incredible Years on parenting skills
found between the baseline and post intervention of positive parenting

during parent-child interaction (McGilloway et al, 2012).

In general, the significant changes in Parental Stress Index scores of total
child domain, total parent domain, and total stress domain suggest that the
reduction in parent’s stress emitted primarily from participation in the
Incredible Years Parent Program, as no other variable was found to account
for the variability in pre and post scores. In terms of numbers, the mean of
parental stress of total child domain decreased at the end of the intervention
by 11.1 points, while the mean of parental stress of total parent domain
decreased by 9 points and the mean of total stress score deceased by 22.13
points. This indicates that the program was appropriate and effective for the

Palestinian participants and their children that are affected by ASD.

Evidence shows that symptoms of depression are high among parents of
children with ASD (Dababnah and Parish, 2014). The present study clearly
shows that most parents of children with ASD experienced significantly
decreased levels of depression and isolation in parent subdomains post
intervention, compared with pre-intervention. Significantly decreased
levels of stress were also attributed to child characteristics in four of the six
child subdomains (Adaptability, Reinforces Parent, Mood and

Acceptability), as a result of parents participation in the I'YP program.

This study shows that parents reported high level of total stress domain at

baseline but that levels of stress decreased after completing the I'YP without
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significant difference between mothers and fathers in all PSI subdomains.
This indicates that in Palestinian society, both mothers and fathers of
children with ASD share the same level of stress. This finding supports the
work of Padden and James (2017), who found that parents of children with
ASD have high levels of stress with no significant gender differences
observed. While there are many studies reporting that mothers have
significantly more stress than fathers (Gray, 2003; Soltanifar et al., 2015),
conversely, other studies found that stress among fathers is higher than

mothers (e.g., Eikeseth et al., 2015).

Taken together, it seems that the predictor variables (Gender, Level of
Education, Employment Status, Gender of child, Use of ASD medication,
Residence, Age of Child when diagnosed with ASD, Salary, Age of parent,
Age of child, Length of time child taking medication, Length of time in
treatment, Distance from ACI, Number of Sessions Attended) are not
correlated with the parenting stress index for parents in most of the child
subdomains. Mothers and fathers rated parental age as an important factor
to lower stress. Parents also ranked children who are taking medication for
ASD for a long time as a significantly essential factor to reducing parenting

stress.

As for the aspects of functioning in the parental role, mothers and father
with more years of education suffer less parenting stress and appear to be
more able to cope with their child’s situation. This is consistent with

previous studies (Scrimin, Haynes, Altoe, Bornstein, & Axia, 2009).
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As for actual parental behavior, we found that the Incredible Years Parent
Program decreased parent reported aggressive and disruptive child
behavior, decreased mothers and fathers use of physical force and other
harsh punishment toward their children, increased parental use of praise,
and increased pro-social behaviors, pointing to a positive cultural shift.
Findings indicate that the Incredible Years Program helped participants to
manage their children’s behavior successfully. In addition, all parents had
more positive interactions and relationships with their children at the end of
the 1'YP. These findings supported previous studies maintaining that the
Incredible Years Parenting Program can successfully convert parent
practices and improve child outcomes (e.g., Gardner et al., 2007; Menting
et al., 2013). Nonetheless, Leijten et al (2017) found that Incredible Years

did not reduce parent reported child aggression.

Academic performance may be especially worrisome for parents of
children with ASD. In the current investigation, there were clear
improvements in this domain among children over the time parents
participated in the I'YP. Similar findings were upheld in a previous study by
Kuory (2014), where he mentioned that only one mother of all participants
stated that her child’s academic performance did not improve since

attending the I'YP.

Despite all parents reporting no or little self-confidence, there was a
reduction in confidence levels among those parents, according to 1YQ

results. This is not surprising in the Palestinian society, because parents
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always think about their children’s future and they have fears that their
children may not be able to communicate and interact with the local

community, and this keeps them worried.

In total, the differences between mothers and fathers regarding parental
behavior were found in the areas of Aggression, and Physical discipline.
Mothers acknowledged that they had to discipline their children related to
aggressive behaviors more than fathers. This may be a result of mothers
spending more time caring for their children than fathers, who are busy
securing financial and other external needs of the family. Similar results
were found in other studies (e.g., Garcia & Alampay, 2012) where they
reported that the father is the primary financial provider of the family and
has a limited role in child-rearing as compared to the mother. Campbell
(2002) confirmed the fact that lack of parental involvement by the fathers
can heighten the intensity and duration of mother-child conflict and
problems in discipline. Further, mothers were found to use physical
discipline and other harsh punishments toward their children more than
fathers, the author believes this is because mothers are spending more time
with their children while also trying to accomplish other household and

childcare duties.

The results of the present study indicate that parents with a low salary
demonstrated decreased levels of aggression towards their children.
Similarly, previous studies proposed that higher family income is linked

with a higher risk of aggression in children with ASD. It is possible, that
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parents with a high salary are more able to enroll in interventions that
challenge (and may be frustrating for) their child with ASD, and this may
lead to produce aggressive behaviors. Another possibility is that parents at
different levels of salary may be more or less likely to report aggression

(Anderson, 2011).
5.2 Limitations

Despite the important findings of this investigation, there were some
limitations that must be taken into consideration. First, because of the
small sample size, there may not have been enough participants to test
significant differences between mothers and fathers experiencing the 1'YP.
Secondly, many parents had inconsistent attendance with partial sessions
being common, especially in the male group. Third, timing of groups with
parents attending during regular work days. Fourth, bias may exist. The
program was instituted with parents whose children with ASD are
attending a rehabilitation, education and caring program for children
affected by ASD in the same organization offering the IYP, so we don’t
know the effect of I'YP on families whose children are not involved in such
programs of rehabilitation. Fifth, the study did not have a control group to
determine the changes that may only occur due to the experimental
treatment. Sixth, there are some procedure bias due to the fact that we are
using self reported measure instead of observer based measure. Seventh, no

follow up studies.
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5.3 Conclusion

The current study is the first of its kind to evaluate the efficacy of the
Incredible Years Program for Parents of Children Affected by Autism
Spectrum Disorder in the West Bank, Palestine. Not only that, but it's the
first study in the world testing the 1Y-ASD program on an exclusive fathers

(males) group, in addition to the mothers group.

The overall positive findings provide preliminary support for the
hypothesis that the Incredible Years can reduce the stress of parents of
children affected by ASD in Palestine, improve parent’s behavioral
management skills, and result in positive behavior toward their children

after participation in the program.

In general, the gender factor (male or female) of parents did not correlate
with the parenting stress; both fathers and mothers have the same level of
stress. The differences between mothers and fathers were that mothers
reported higher scores in aggression and physical discipline toward their
children than fathers. While families with a low salary had a decreased

level of aggression compared with families of a high salary.

The encouraging results of the present study are attributed to the effect of
the Incredible Years program. Parents seemed to benefit from a program
which fully engaged them as caregivers and addressed some of their
personal needs. Thus, the Incredible Years can be used with this unique

population, the Palestinian parents of children affected by ASD.
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5.4 Recommendations

According to what has resulted from this study, the author’s

recommendations are as follows:

e Future research with larger samples would be better to investigate the

Incredible Years effectiveness on parents of children with ASD.

e Future research needs to test this program with a randomized controlled

trial.

e Timing for sessions should be taken into consideration as an important

factor to get the maximum benefit for parents.

e Further investigation into the prevalence of autism spectrum disorders in

Palestine.

e The positive results of such study should reach all parents of children

with ASD to encourage them to participate in such programs.

e In the future, we should do a Palestinian validation for the PSI, it was

validated in Jordan and Syria.
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Appendices

Appendix 1

Content and Objectives of the Autism Spectrum & Language Delays

Program

Content Objectives

Part One: Child-Directed Narrated Play Promotes Positive

Relationships

» Value of parents giving focused child-directed attention during play as a

way of promoting positive relationships.

 Understanding how to get in a child’s attention spotlight and not letting

the child exclude you.

* Understanding how to narrate child-directed play to build language

development.

* Learning how to transition to new play learning opportunities.

 Appreciate the importance of parental gesturing, imitation, modeling,

face to face interactions, and visual prompts.

* Value of using picture choice cards.

* Choose games that address your child’s sensory needs but avoid

overstimulating.
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* Understanding times not to follow your child’s lead.

Part Two: Pre-Academic and Persistence Coaching Promotes

Language Development and School Readiness

 Determining appropriate developmental goals for children on the autism

spectrum.

* Tailor pace, amount, and complexity of language modeled according to

child’s communication stage.

 Understanding the value of persistence coaching for promoting children’s

attention span and managing their frustration.

 The modeling principle—and importance of positive affect and

exaggerated facial responses.
» Staying in child’s attention spotlight by being responsive.

* Understanding the value of prompting and pre-academic coaching for

building children’s language skills and school readiness.
* Learning to coach pre-reading readiness.

* Adjusting verbal and non verbal language and visual prompts according

to children’s communication stage.

* Responding to child’s language as meaningfull even if not

understandable or conventional.
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» Using visual supports such as gestures, pictures, and concrete objects to

help child understand what others are saying.
Part Three: Social Coaching Promotes Friendship Skills

» Social coaching and one-on-one child-directed play promotes a child’s

social skills.
* Understanding how to model, prompt, and coach a child’s social skills.

* Respond enthusiastically and with praise whenever child shares or helps

you (exaggerate responses).

* Understanding how to: Use songs, physical games, and sensory routines
to optimize a child’s social learning opportunities and draw attention to

parent’s face.

* Encourage back and forth communication by pausing to wait for child’s

response or signal before giving child what he/she wants.

» Use puppets and pretend play to encourage social communication.
» Use social coaching at dinner, bed time, and dressing time.

Part Four: Emotion Coaching Promotes Emotional Literacy

* Emotion coaching promotes children’s emotion language skills and

empathy.

» Emotion language is a precursor to self-regulation.
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 The “attention rule”—the principle of paying attention to more positive

than negative emotions and modeling positive expression of emotions.

 Understanding how to respond effectively to negative or uncomfortable

emotions.

* Learning how to combine emotion coaching with social and persistence

coaching.

* Using feeling picture cards to promote children’s understanding of

feelings words and beginning empathy.
Part Five: Pretend Play Promotes Empathy and Social Skills

 Understanding the value of pretend play with puppets to promote

children’s social skills and empathy
» Understanding the most effective ways to use puppets with children.

* Developing scenarios and practicing using them to promote children’s

social skills, empathy, and emotion language.
 Understanding how to use puppets and action figures along with books.
Part Six: Promoting Children’s Self-Regulation Skills

 Determining when children are receptive to learning about calm down
teaching or self-regulation prompts (e.g., positive self-talk, deep breathing,

happy images)
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» Understanding how to use pretend and puppet play to do self-regulation

teaching and practice.

* Learning how to explain the calm down thermometer to children and

practicing strategies.

* Importance of using the ignore technique when child is too dysregulated.
» Understanding concept of “selective attention.”

» Parents modeling self-control and calm-down strategies.

Part Seven: Using Praise and Rewards to Motivate Children

» Learning how to spotlight labeled praise for children.

* Identifying child’s “positive opposite” target behavior to praise and

reward.

 Understanding how to set up a developmentally appropriate plan of child

social behaviors.
* Recognizing the value of sensory activities and rewards for children.

* Learning how to praise and reward oneself and others for parenting

efforts.

* Importance of developing a parent support network.
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Part Eight: Effective Limit Setting and Behavior Management

 Understanding how to give clear, brief, positive instructions.

» Using parent visual command cards as needed to make command

understandable.

* Reduce number of commands to only necessary commands/instructions.

* Learning about the importance of giving children transition time and

reminders.

 Understanding when to use redirections and physical prompts (guiding

hands).

* Establishing clear and consistent household rules.

* Learning how to re-engage children in new learning opportunity when

misbehavior subsides.

* Identify behaviors that can be ignored.

©The Incredible Years®
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Appendix 2
An Najah Child Institute (ACI)

ACI is a specialized institute belonging to An-Najah National University. It
aims to provide quality diagnosis and management services to children
with developmental disorders and training to health and education
professionals through integrating academic training, research and clinical

services.

The institute is targeting all Palestinian Children suffering from child
developmental disorders (CDDs). These include -but not limited to- autism
and its related disorders, ADD/ADHD, immature neurological
development; speech and communication disorders, sensory processing

disorders, learning disabilities and school avoidance.

Vision:

The vision is to lead the fields of early childhood development and special
education to help build an inclusive society for children of all abilities

Mission:

Our mission is to improve the quality of life for children of all abilities
through excellence in education, research, health care, advocacy and

support.
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Objectives:

ACI is a multidisciplinary institute that fosters collaborative initiatives and

multidisciplinary efforts aiming to:

e Offer an early detection and diagnostic services to children with

developmental disorders.

e Create a supportive learning environment that stimulates children

physically, intellectually, socially and emotionally.

e Training of health care workers and special educators in relation to child

developmental disorders.

e Actively contribute to social change preventive interventions that

improve the health of children with developmental disorders.

e Development of qualified clinical expertise, skills and competence in the
care of children with child developmental disorders (developmental

pediatrics).
e Plan and conduct research in relation to child developmental disorders.
ACI Structure: The institute is composed of 3 units:

1. The clinical services unit: to assess, diagnose, and manage CDDs at an
early stage according to the best evidence practices. These services will be

provided to all children from birth up to 18 years old.
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2. The kindergarten unit: aims to be a pilot project in providing proper
education for normal children and children with CDDs according to the
best international practices that meets the local cultural needs. Students

aged 3-12 years will be the target age of this kindergarten.

3. Training and research Unit: to train professionals in the field
(Paediatrician, clinical psychologist, special educators, occupational
therapists, etc.) in order to prepare a multidisciplinary team capable of
providing best care and education to children with developmental
disorders. Additionally, this unit plans to eventually conduct relevant
research that would contribute to knowledge, care, and prevention of CDDs

in Palestine and the region.
A. Clinical Unit

Clinical Unit is one of the three sections which the ACI is composed with
the kindergarten and the research units. The three Units are going to work
in partnership, applying a multidisciplinary work each in his fields of

professionalism and cooperating with each other.
Goals and Objectives

The general goal of the Clinic is to support the service users and those
involved with them to describe their experiences in such a way as to
identify their strengths and formulate their needs. In order for this to be
meaningful, it must take a whole systems approach and take account of

every aspect of the person’s life.
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The Clinical unit specific objectives are to provide the followings:

e Early detection services,

e Complete clinical assessment and Clinical diagnosis,

e Structuring the individual educational plan,

e Intervention and rehabilitation,

e Psycho education for patients and their family,

e Home visits for patients and their families,

e Connecting the patients with social network and community resources,
e Training and clinical supervision for specialists and centers

e Sharing in and supporting researches through the expertise and

professionalism,
Services provided
Patient Care:

The beneficiaries of the Clinic Unit are first of all the children with
symptoms of the spectrum of childhood developmental disorders, their
families and the community. Other beneficiaries are the trainees that will
take part in the training courses and seminars and work shop that will be
carried by the Clinic. The Clinic Unit is operative for the services of the

patients every working day from 9.00 to 15.00 and the services are divided



127
into assessment, clinical diagnosis, and intervention. Specialized validated
diagnostic tools are being used to accurately assess and diagnose children

with CDDs.
Rehabilitation Class

This is a Special Education class that is supervised by the clinics and
serviced by all available specialists at ACI. We aim at providing
intervention services and rehabilitation programs to enable children to
adjust to different environments and to be empowered to live a meaningful

life.

In these classes, the ACI provides educational and rehabilitation services to
children diagnosed with Pervasive Developmental Disorders (PDD). A
variety of evidence-based learning strategies and techniques from selected
teaching approaches and learning principles are being applied .The
Individualized Intervention Programs (I1P) and Individual Education Plans
(IEP) are based on Applied Behavior Analysis (ABA), Picture
Communication System (PECS), Speech and Language Therapy (SL),
Occupational Therapy (OT), Sensory Integration (SI), Special Education
Strategies for ADHA, ADD, Dyslexia and other language Disabilities (LD)
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Community services:
The services for the community will be carried out in different ways.

1. Stigma awareness campaign: It is particularly important to understand

the nature and consequences of stigma and discrimination. Social
inequality and exclusion have a potentially devastating effect on the
recovery process for the patients and will make it difficult for service users

to achieve their potential or take their rightful place in society.

2. Advocacy for families: the ACI’s first priority is to support children with

developmental disabilities by facilitating their access to the best resources
available. We believe that to achieve this goal we must target the families
of these children to increase awareness about their disorders, provide them
with practical tools to improve their and their children’s lives, and
empower them to advocate for their rights. We propose to do this through a
series of awareness and educational workshops, support groups and the
creation of an association for families with children developmental

disabilities.

3. Post_traumatic_Debriefing: Palestinian children are victims of many

types of traumatic events. Although less visible than physical injury,
emotional injuries are no less serious and pause long and short-term
consequences. The debriefing will include general assessment on the
targeted population to recognize the emerging cases that will need an

individual support.
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Training services:

The staff of the clinic unit will be keeping up to date with changes in
practice and participating in lifelong learning, personal and professional
development for one’s self and colleagues through supervision appraisal

and reflective practice.

The clinic unit will also offer trainings to our partners and internships for
the students of the universities from the faculty of education and medicine.
We will hold seminars and workshop on several themes as well as sharing
in designing the educational plan for potential other professionals in the

field of child development.
Staff

An interdisciplinary team made up of many kinds of professionals is
working closely to meet the needs of individuals and their families.
Customized team evaluations will address the areas of concern and provide
recommendations for therapies, treatment, and activities that will help each
individual achieve their full potential and live a meaningful life. The team

is composed of

e Head of Clinical Unit e Special education Specialist
e Clinical Psychologist e Occupational Therapist

e Speech &  language e Mental Health Nurse

Pathologists
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Operative system

Referrals to the center will be made either by parents or school teachers,

through a referral form designed for this purpose.

- Intake: Full detailed information is gathered by the assessment specialist
from the parents according to the case history form (case history,

demographical data collection, anamnesis, clinical reports)

- The team of specialist including the assessment specialist, speech and
language pathologist, occupational therapist, clinical psychologist and
special educator all meets to decide on the assessment procedures to be

taken.

- Specific assessment will be implemented on the interested areas of

development.

- The restitution: at the completion of the diagnostic clinical relationship,
it is stretched a conclusive diagnosis, the behavioral profile and proposed
treatment, individual educational plan or eventual review of the
rehabilitation project, a full confidential psycho educational report is

written about the child.

- The final meeting with parents: this phase involves the communication
of the diagnosis, with indications on possible developments in a long term,
the panorama of the therapeutic approaches, and the characteristics of the

"personalized" therapy. This will be followed, when possible, by a meeting
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extended to the pediatrician, the child neuropsychiatry and the

representatives of the centers of rehabilitation and the school staff.

- When communicating the diagnosis to the parents, they are proposed
referring to the territorial structures of rehabilitation or to the rehabilitation

special class of the Institute (class D).

2. Montessori Kindergarten Unit

Traditional Education is defined as the process of receiving or giving
systematic instruction. The Montessori Kindergarten is established to
present an innovation in childhood education and aims at being pioneer in
introducing an effective educational approach which will produce a new
generation of children who are able and ready for Life and not just school.
This system was introduced by Maria Montessori (1870-1952) and based

on three basic components: the child, the environment, and the teacher.

The Montessori approach is a child-centered approach where the child is
free to spontaneously interact with the environment. This environment is
carefully planned and structured with didactic materials to meet the child’s
social, emotional, physical, intellectual and spiritual needs. The Montessori
system provides structured learning materials in Exercises of Practical Life,
Sensorial and Mathematics materials so that the child could learn in small,
hierarchical steps. The role of the teacher is to act as a facilitator, observer,

and a caregiver.
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This Montessori Kindergarten will represent the first model for a working
approach in Early Childhood Education. This approach will elicit the
children from different backgrounds and abilities. It will plant the seeds on
inclusion that will be nurtured and sponsored by many other schools and
institutions through collaboration and exchange of experiences and

teaching techniques
Services provided

Classrooms Services:

The KG is open to all children from all backgrounds and abilities. Children
age 3-6 years old, and do not have any special needs or concerns, will be
automatically enrolled. Children with special needs (autism and related
disorders, ADD/ADHD, speech disorders, learning disabilities) diagnosed
and assessed by the clinical unit. An Individual Educational Plan (IEP) will
be developed in the clinics. This IEP will be used as an instructional

guideline for the children's learning and progress.
This unit offers three classrooms for children age 3-6 years.

e Classes A and B (15-20 students each) will provide mainstream
educational services for children with at least one diagnosed case (special
needs) integrated in the class. These classrooms are fully furnished with

the Montessori tools.
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e Class C (10-15 students) will provide special services for children age 3-
6 years who need assistance in reaching their potentials. These services will

include: Speech, special education, occupational therapy, and counseling.

Community Services

A variety of community-based activities will be carried out to introduce the
Montessori approach for other Kindergartens in Palestine, promote and
support internal and external inclusion and train other professionals from

external institutions
Staff

The services for all classrooms are being provided by a well-trained and

dedicated team. It includes

1- Director of the kindergarten unit
2- Class room Teachers

3- Teacher Assistants

4- Special Education Teacher

5- Receptionist

6- Maid
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3. Research and Training

Research Activities

One of the goals of the ACI is to support researches facilitating access to
and delivering the best quality, evidence-based, values-based health and
social care interventions to meet the needs and aspirations of service users

and their families and carers.

Evidence-based practice (EBP) is an interdisciplinary approach gaining

ground in medicine as evidence-based medicine and spread to other fields

such as nursing, psychology, education, library and information science

and other fields. Its basic principles are that all practical decisions made
should be based on research studies and that these research studies are
selected and interpreted according to some specific norms characteristic for

EBP.

Training Activities

The ACI is planning to provide training activities, both internal and
external, for ACI staff, medical doctors (MDs), clinical psychologist,
special educators, occupational therapists, etc and will be in the form of

short courses

a. Training of clinic staff: such as speech and language pathologist,

physiotherapist and occupational therapist each according to his needs.


http://en.wikipedia.org/wiki/Medicine
http://en.wikipedia.org/wiki/Evidence-based_medicine
http://en.wikipedia.org/wiki/Nursing
http://en.wikipedia.org/wiki/Psychology
http://en.wikipedia.org/wiki/Education
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b. Training of KG staff: teachers and their assistants working at the ACI
will need training by a special education specialist using the available local

and regional expertise in addition to LNF as needed.

c. Training of MDs (Primary health care doctors/ family medicine doctors,
Primary health care nurses) from all parts of West bank: this will be a short
term rotation at the centre in addition to a learning module about child
development. This aims to help doctors and nurses in general practice to be
aware of such problems and early detect and refer patients to the center for

appropriate care.

d. Training of parents, educators and the community: Once the centre
becomes established and functioning, it will be an important source for
awareness and training to the special educator teacher, parents and

community at large.
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Appendix 3
Demographic questionnaire
Name: ID:
What is your age? years

What is your gender?

O Female

O Male
What is your current marital status?

O Married
O Divorced
O Widowed
O Other

What is the highest level of education you have completed?
O Elementary school

O High school or equivalent
Some college(2 years)
Bachelor's degree
Master's degree

Doctoral degree

O O OO0

Are you employed outside the house ?
O Yes
O No

Level of income (Salary)? nis

Number of household members?

O 2
O 35
O 6-8
O 9or more
Number of children in household less than 18 years?

o1

O 2-5

O 6-8

O 9 ormore
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Number of children in household with autism?

o1
O 2
O 3
O 4
O 5ormore
Age of child with ASD? years
Age of child when diagnosed with ASD? years

Gender of child with ASD?

O Female
O Male
Is the child receives ASD medication? s
No
Name of medication how often/day
Length of time in treatment? years

How far do you live from the An-Najah Child Institute ?
km

You live in?

City village camp
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Appendix 4 Parenting Stress Index Arabic Edition

o A S
Sullyl ladiall Julu

t Cilgualesll

clilogay o ¥lsa fuayliy ¢ el p iy clasal @ Ll Ty e T el e
fraobiy Jall adbea sy o piadl paiy o Jilll paly ¢ Lelidayl lally o Lall
a3 Wy Liladl Gy e eliblal puan Jous dlidi 5o« pdl
« il

JikI1 e 3Ky coaay lgia Byle JS 1+ By VY e gl 1 (giag
c el eyl Judil Ll e 3 Blay) Sy 550 pay o chins gl

iolaall e lam Gilge o 13 (g p) ool dpm 3500 e

iplaall e i Tidlpe 23 130 (p) iyl Jym 8500 i

Ll oy S 5l ol e S ik S 13 () Gabpadl Jm 3508 g

c ayhall e L a2 13l (p) wipadl Jsm 350 ot

Bl e Tan Liajina o3 13 (og) ol dys 3500 o

S i ol elle Loissdl N ladll (a3 Gliad € 130 ¢ JE Janew e
U g e iy all e oYl el sie () doall Uy

(eog) « @)« (2) ()} (gop) Winll Jl il o

Usa 5508 gy ela ) s s el g s A1 35l aas o B3] s
el Jui oy Jol ebtlal 50 51 s Sal iiEY - 4 il 5 yle ol
o Jlha S alad




139

F LYl gy - abball paa e calyibe JS dsa bid Gaaly il gl
Llayl = 5508 gty Laall Layl e ( % ) doall oz LlaY) jusis ) 13

: s {auasall

(€0)- () 0 0« o - st



140

e Juans s glall i puiaale W Gt e olf 13f -
o e ol s s ik - Y
¢ bl il ol dpuall gy o Uhgeha ik gon - ¥
ol S50 i 5 Lm0l JY a1 Tl e iy - ¢
v 3 e o Y LGl Yyiita ik s T - o
¢ gl € s anl e ey ik o =
8K g e L ] il -V
¢ lalea Gl o QLS Caldl o1 T, iy gl il = A
ot o o i i yum i gy - 8
L a8l ik ) Juila Tt .
ol Js Oy g i 1 Gl e i a1
¢ uilay Jh o andy et ik 5 Blal ] -\Y
sl o Laa 0 il ik iy Y
o Ly Ga g oY 61 jadl il oLl gl Lasie <\
LYl ol gu Ge Baaly Ulal a1 (Vo) oy Blad e Llay
ERH]
§ Lt e ST ellik live e 3ubis WG ofjlaall o (gf ~\o
L o ootk o gams Lujis (1)
Blaal a5l g (Y)
s il ol et isle ()

Tl gn conl of cansd i (1)




141

o, LIyl gy oo Bualy Llal 3al (V) oy 5ylall Sl Ll
b U Ll

s sy il Ko -1
gl e L L gl ()
pil oS L i1 (Y)
B sl el ik (1)
aisil o L L KT (1)
i g il ol Wy g (1)

o JUbY phias o ST Ldia o o Su il ol g <Y

< el Ll G JSY g il Gl Lesie —VA

gl cipaia gty Lupee i Ky -\

+ i) 581 gl g o g U e i ol Y.

Gl kil dliy o pdgl e ge sl ibia Sl kis -1\

sloylan Jaiyly o ¥l pans Al o Gasle ud 61 g LS ik s -YY
o licall JULYI Lo aas 3 G

o JURY phina Uy pliis 31 e o s ol @l i e gasid XY

o JURYT phiae 4 g g1l oy sy il o gassd Y

o hads ALaT Lt iy lik Jais Ve

o Al b s Gyl o e T 8Ll e il iy -YY

o 1 Gpuaals g 2 Y) iy o il canid =YY

olal e 30 b Il ulaal falisl s idial) fa il as casy UL =TA
o IS IS g




142

v Gl i Len Cmaal ol [l Ll yiaadl —T4
vl ol Laie R L iy Sy il et] T
Al spalpall i e gpadlf G Lpea il e ggalall JikIL Tl T
B G R T
S PCY R PR PR ST N IR
Pl stall b ey Uk Ll e ik 5 YT
Calt¥ ¥ Ly il iy Y
+ bl ol b by B ppall o Ly Bl sl pgans i Bty ~Ta
vyl 2 Las ol WSl ik agl selye pk T
+ oy sl Ligy 51 3 Bagd Sasanl Ll ke i a1V
- gl 2y e Y 3 gy Bapandl olact] e lile ypats o fam ycniall e YA
ol L LI ik e g T
allaadl G Ge Bamly Llpl il o (1) p8 Blall b Ll
P LB dag ¥
P Ly Bl Gy Ladie 1.
gl el G (V)
A il el 2 (¥}
Gisgh i canall e T}
A i Laga Tl Tag¥ (1)
shlgadl S ge by Llad all o (04) W0 kel e iy
LGN Laaill

TR AR L RO AT AR VR (-




143

il aiflas 5 asal (1)
L..:.n..qut.i_..f.'lg.'E.L....,r.-...-l {'I':|
Lugmsall Lp o Ly fyo Lalai caadyi LS (T)
L--l-._ﬂ',:_-ljh:rﬁ'-u—-q_f-p-*" tEj
s pdi) S s Lyed (8]
Sl AEad) Gw Ge Banly Lle] 21 . (1Y) o3y Bylall Ll Lyl
RGN Lawadd]
e Uaba w1 oo dllade ol ) cllibe L U0 GLus¥ sy Tua S -2
b o gl o Slantill phlis o S 0 BLA b bodi o e 31 b
o Aghsae I Pl otk el asall Jpe B0 i cllidd fpe - aphid I
Tl o (1)
o M E G (Y)
'h'ull'la,. |:'1'}
"uI"""-ﬂ" [I].
ol Ve (a)
Sl LEaTl Gu e Basly Llel g2l o (1) By Bplall e Silel
1 WS [
:.Ii._IIu.i_,..‘....._.l.nl;.uJLI.ui_.:Lq::—if
s e A1 (V)
S 2 JI Y 2a (Y]
Folla ve Mo e (T)

Bda Ve = 4. (1)




144

Bks Ve g S0 ()

PR I T T T 1

* pdl o aa BT s Lt i gl =1

ko e g ke | 0y kg Vol 35T pracaly il i LS -2
+ wpltidl i ey ol bl

vl Las ST ) Tk Py sl Mk 3 a5 BV

o U e s Ll e B Gl Ll gl <FA

b Ll g e sy —E1

+ LA JURYY s ol e T Lol e i e e s

AT NI [N - P N - [ e

 calyh e G0 3T JEAN B3 b SOKRIN fpa galy =

C (LY L s il oY

iy gl Lt iy ik s ) psd Jola] | 20 sl o b lplly k] —sk
o Laag Jai e

YIS Y TPPHINE Y L G RS, | T LG B0 { PR FPP R I T
« Btebias M [ dpling ) plas M - el ol pul Bl 1 Tl e

¢l ) pllas e (8303) 05 sk 2 B8 Slinl i et <67

ST Gy S Gamly Llal j3il o (0¥) pdy Giladl o Ll
r LGN Laaadll

el S gl S ki b S i o
Bty wiipn gl Tpllaa g Al ()
Lo leyi o dBIGHE pBas plla] ()




145

phas Tullos Sl il sal STy A0 b Y e i (T
- Bl gl s ilgall
by Tl e e AN iy g (F)
B Tasm il Gallas sl 2l aiel ¥ (8]
abliyl oy de Baaly Llel i1 (eA) oy Bl Ll Lley
| duadd!
o il sl —ad
[P TIPS L
waladl 1 3 1 e ] (gl ) A ()
wile (plal ol (7]
(Ll ) 4G b ol iy g it (1)
{1} U i s Tl ()
Lsill slfgidl Gp o Bamly Lhpl gil (Voo od) ady oflaed
;i
Al Blly fallyy o] L o] Ll 3 ] eal i pgpba ] gal =2
i
al el AR el S ] el ()
Lalall Lyl 0 gl el 208N il (T
Lalal Ll il o 2lin ms s pulai (T
wele gt (1)
Loniadd bl §f L sdaalia 9]



146

D M-
gokial BN el M A5 S el (1)
Lalall Aegil8lF 1 galac] &I ciall (Y]
Tl syl fon i iy ol il (T)
wrale pad (1)
Lomsadd zalolps gl Like clealya [4)

b LN Laaill QIS Gar G Bumly Llel 3l o [V8) oy Jijeal
b gl i o wag g Ao i T
i dge (1)
dee ()
ls legi e ()
[P )
Lt il gl 51 81 9 Gsle (4]
- Mgyl iy Logllidely Sl s g g il et s e 1Y
Cdad tan et e 1 AL By e a3 el -TT
- gy allly
O 0 el L N ol ha ik b Glall aa i =L
L
k¥l g1 RN Gl el die o grlus b pla s Tal asl o e
C il e gt e e ST g el f al T e Gl 1Y
P T
ol e elal i il e il A
SN PR ST Y [ - PO PR PR 1= i B8 [ )




147

S (PE A ) S Pl e IS as] v,

. TR . B T L S T

o Ly Tasam ool fun Jpn 53] o o JRRN Lha s Jia VY

IR, [ TR A KPR -« [« - SRR [P 11K [ TR -
+ lhea un

iy 4 B0 8 g A Gl ] ] e

Sob G s gl b T Lo il S L) oty 0l Wead ] =¥
. ol ol

S L A-TCY T AT T PR R -

S b o b il gl sall G 2 g i o Laite =¥Y
gl peall il 1

o U ki T S as] L WLl LK -A

i i g agnad A i il gt ¥l S A

lem 8 e b RS ) slaiil] A

£ ptplyen g rhebinall o tte s g cunis Lus 261 My ol s =AY
v s

el allly il e i) Lasin iilly ] ipaiy —AT

aipadly gl Al cndl At d g by e (s ey b aay AT
- ouigh L %0 LLaYly

v plgl e ks el el [ m ) o hniad o Gk olie B <A

(i) s o Tole e R3] 0 L T LA LI gy itas o

Lo o Lt¥l e 8 (mal) ity G AR ke i A




148

-4 -

ol lafia G Ll Gy laa o (o) ey BT oils of BRI s Jia —AV
'ﬂ'iJ:I

o geialls alial RAlil AW Lk s Jis —AA

o B Ll pn Lyl I ELALD b fps ol 0B ik gpmg ol pia —AA

v e a1 K dadar JULYT bt o kil <A,

v aliaal o oy Famglly el 4%

et e W1 il L date il e M ] Lete AT

o i ol B sl U 1] ] o AT

- el Sy s Gy nal] el Com et L Tt

o ppalill o i e gl G sl o tal Liley mns TR uliad Lesm —Aa
- il o e Losall Ll s dl o gl s

Tiete @lilia fd83 o Sliaal B3 A s b el JURL 235, of 2a =47
ool gl Lee 05 G

oo B Ll o dlly o ¥Ws p Lol ES] S el Sl ptll Bl -AY
« sl

¢l phae plle e Bl e Gl Sl A

© ppns pll b il e i gy A

el ] Laia oLt il ¥ -

alaidl oy e Bamly Llel 220 (VN pdy Ebal e Ll
: Al Tag NI

T PRSI
1 sise (1)



149

- T =

Urlow 22t L pl e o s sl ] g (1)
e b ks g Bl ) (T)
el o ] Sasaal (1
Ve VT g alladl e pni o F o sl
ikl Tt e N1 ML bl 313 b B sl G o i L
il A ¥
pli¥) pu pllas =4-7
Al
Jladi] ~14
Jasm =421
b pual g Ll ey B B =YY
(80 g 27 ) el b dadd By =VeA
I_._._ﬁi,:._Ea...,i b =t
ol (B UL -0
Jaall idds =111
Jiadl b sk alasl -0
ailpiall J ypadll el s [SLba -A1T
Bl e Jasaa iy —40L
dpder oty Jladlyl 41
Bastm Lossjan Jyma =411
daadl ol Il s LS ANV
il b s pall s JELS <V YA
Ligill KLse -114

Epee¥ ] ol | o pud Bliiy =AY



150
Appendix 5 INCREDIBLE YEARS QUESTIONNAIRE FOR

PARENTS

| 1. Aggressive and Disruptive Behaviors I

How many times a day do you think you had to discipline your children for disruptive or aggressive behaviors?
O Never (1-5 times per week (31 time per day (3 2-5 times per day O more than 5 times per day

2. Pro-Social Behaviors

Have you noticed any new positive behaviors in your children?
O Yes OO No

3. Physical Force & Other Harsh Punishments |

How often did you use physical force or harsh punishments to discipline your children?
O Never
(1-4 per month
(31-5 times per week
1 time per day
3 2-5 times per day
O More than 5 times per day

4. Academic Performance

Have your child’s grades or performance in school improved?
O Yes O No

5.parent Stress Level |

Do you think your stress level has:
3 Increased, O Stayed the same or O Decreased?

6. Praise & Positive Interactions I

a) Have you been able to have more positive relation/ interactions with your children?
O Yes O No
Examples:?

b) Do you think you have increased the number of times you praise your child?
O Yes O No

¢) How often do you think you praised your child?
O3 Never
31-4 per month
(31-5 times per week
(1 time per day
3 2-5 times per day
3 More than 5 times per day

7. Confidence Level

How confident were you as a parent in your ability to achieve successful outcomes (get positive results)
with your child? Please rate yourself on the following scale by circling the number that best reflects how
you felt:
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[\ X = Very confident that | have the skills, knowledge and ability to help my child be successful at home
and school. | feel very confident in managing my child’s problem behaviors. | enjoy being with my
child. We are able to communicate respectfully and successfully solve problems together. We have
many positive interactions with each other every day. My child is a great person!

X' = Confident in my ability to help my child be successful at home and school. | feel confident in
managing my child’s problem behaviors. Most of the time | enjoy being with my child. We are
usually are able to communicate respectfully and successfully solve problems together. We have
positive interactions with each other per day. | can identify many positive things about my child.

o= Some Confidence that | have the skills, knowledge and ability to help my child be successful at
home and school. There are times when | enjoy being with my child. Sometimes the
communication between us is positive, but it is still difficult to reach solutions we both agree on.
We have positive interactions with each but not necessarily every day. | can identify positive things
about my child.

o= Very Little Confidence that | have the skills, knowledge and ability to help my child be successful
at home and school. | have little confidence in my ability to manage my child’s problem behaviors.
There have been times when | enjoyed being with my child but they don’t seem to last too long. The
communication between us is not very positive. Often | feel like | have to yell to get my child to
listen to me. I love my child but some days it feels like a struggle to remember that.

== = No Confidence in being able to successfully change my child’s behavior & get positive results. |
have no confidence in my ability to manage my child’s problem behaviors. Most of the time, being
with my child is exhausting. Most of the time | have to yell to get my child to listen to me and rarely
are we to compromise on solutions to our problems. We have very few positive interactions with
each other. Sometimes it seems hard to come up with positive things about my child.




152

Appendix 6

PSI T-Test Child Domain

Factors associated with stress level difference (pre-post) in Acceptability

(AC) /child domain.
Variable Effect on stress | 95% Confidence Interval | sig.
score Lower Upper
Pre-post Bound Bound
Gender
Female -11 -4.57 4.34 .956
Male 0P
Level of education
Elementary school -6.96 -21.29 7.36 .310
High school -4.93 -12.91 3.06 204
Some college(2y) -5.87 -14.69 2.95 173
Bachelor’s degree -4.01 -12.23 421 .309
Master’s degree 0P
Employed
yes -1.93 -6.56 2.70 381
No 0P
Gender of child
Female -78 -5.05 3.49 699
Male 0P
Is the child receives ASD
medication
Yes -1.84 -12.60 8.92 716
No o
Residence
City -2.98 -9.51 3.56 341
Village -2.45 -9.92 5.02 488
Camp 0P . . .
Age of child when diagnosed -.18 -3.34 2.98 .902
with ASD
Salary -.000 -.001 .001 496
Age of parent -.06 -39 27 .696
Age of child 34 -2.80 3.47 819
Length of time child taking 21 -3.03 3.45 .889
medication
Length of time in treatment 1.66 -2.73 6.04 427
Distance from ACI -.16 -41 .09 .181
Number sessions attended -.001 -.32 .32 .992
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Appendix 7

Factors associated with stress level difference (pre-post) in Adaptability
(AD)/child domain.

Variable Effect on stress | 95% Confidence Interval | Sig.
score Lower Upper

Pre-post Bound Bound
Gender
Female -1.07 -7.14 5.00 708
Male QP
Level of education
Elementary school -8.22 -27.75 11.32 377
High school -3.45 -14.34 7.44 503
Some college(2y) -4.15 -16.17 7.88 467
Bachelor’s degree -7.70 -18.91 351 161
Master’s degree 0P
Employed
yes -3.85 -10.16 2.46 208
No 0P
Gender of child
Female -.55 -6.37 5.28 .841
Male 0P
Is the child receives ASD
medication
Yes -3.99 -18.66 10.68 564
No o
Residence
City -4.37 -13.28 4,55 .307
Village -3.85 -14.04 6.34 426
Camp o° . . .
Age of child when 1.36 -2.95 5.67 505
diagnosed with ASD
Salary 4.26 -,001 .002 .996
Age of parent 12 -.34 55 619
Age of child -1.15 -5.43 3.12 568
Length of time child taking .05 -4.37 4.47 .981
medication
Length of time in treatment 1.74 -4.24 7.72 538
Distance from ACI -12 -47 22 455
Number sessions attended -.32 -.76 12 .139
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Appendix 8

Factors associated with stress level difference (pre-post) in Mood (MO)
/child domain.

Variable Effect on stress 95% Confidence Interval Sig.
score Lower Upper

Pre-post Bound Bound
Gender
Female 2.16 .78 5.10 135
Male 0°
Level of education
Elementary school -17 -9.63 9.29 .970
High school .70 -4.58 5.97 779
Some college(2y) =77 -6.60 5.06 779
Bachelor’s degree -.75 -6.18 4.68 .769
Master’s degree 0P
Employed
yes -1.11 -4.16 1.95 445
No o°
Gender of child
Female -1.13 -3.95 1.69 400
Male 0°
Is the child receives ASD
medication
Yes -.98 -8.08 6.12 769
No o°
Residence
City -40 -4.7 3.92 843
Village 53 -4.41 5.46 820
Camp o° . ) .
Age of child when diagnosed .98 -1.11 3.06 329
with ASD
Salary .0003 -.0005 .001 429
Age of parent -.07 -29 15 488
Age of child -1.07 -3.14 10 281
Length of time child taking 61 -1.53 2.76 544
medication
Length of time in treatment 118 -1.72 4.08 392
Distance from ACI -11 -.28 .05 167
Number_sessions_attended -.004 -22 21 963
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Appendix 9

Factors associated with stress level difference (pre-post) in Depression
(DP) /Parent Domain

Variable Effect on stress | 95% Confidence Interval | Sig.
score Lower Upper

Pre-post Bound Bound
Gender
Female 261 -1.27 6.49 .168
Male o°
Level of education
Elementary school -2.47 -14.95 10.02 674
High school -4.07 -11.03 2.89 226
Some college(2y) -5.24 -12.92 2.44 163
Bachelor’s degree -6.25 -13.41 .92 .082
Master’s degree o
Employed
yes -1.05 -5.08 2.98 580
No o
Gender of child
Female -1.17 -4.70 2.55 505
Male o
Is the child receives ASD
medication
Yes -3.81 -13.18 5.57 394
No o
Residence
City -.56 -6.26 5.14 834
Village 1.10 -5.41 7.61 720
Camp 0P . . .
Age of child when diagnosed -87 -3.62 1.89 507
with ASD
Salary -.0002 -.0013 .0008 630
Age of parent 13 -15 42 336
Age of child .80 -1.94 3.53 538
Length of time child taking .88 -1.95 3.70 513
medication
Length of time in treatment -1.01 -4.84 2.81 574
Distance from ACI -.005 -22 22 .965
Number sessions_attended -19 -47 .093 171
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Appendix 10

Factors associated with stress level difference (pre-post) in Health (HE)

/Parent Domain

Variable Effect on stress | 95% Confidence Interval | Sig.
score Lower Upper

Pre-post Bound Bound
Gender
Female 2.10 -1.16 5.36 .185
Male o°
Level of education
Elementary school 331 -7.17 13.78 .505
High school 2.52 -3.33 8.36 .366
Some college(2y) 1.49 -4.96 7.94 .625
Bachelor’s degree -.45 -6.47 5.57 .873
Master’s degree o
Employed
yes 26 -3.12 3.64 870
No o
Gender of child
Female -1.67 -4.80 1.45 266
Male o
Is the child receives ASD
medication
Yes -4.95 -12.82 2.92 195
No o
Residence
City 35 -4.43 5.13 876
Village .08 -5.39 5.54 977
Camp 0P
Age of child when diagnosed 14 -2.18 2.45 899
with ASD
Salary .0002 -,0007 .001 645
Age of parent -.04 -.28 21 753
Age of child .03 -2.26 2.33 976
Length of time child taking 1.02 -1.35 3.39 .368
medication
Length of time in treatment -.061 -3.27 3.15 967
Distance from ACI -.02 -.20 16 816
Number sessions_attended .04 -19 28 .695
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Appendix 11

Factors associated with stress level difference (pre-post) in Isolation (IS)
/Parent Domain

Variable Effect on stress | 95% Confidence Interval | Sig.
score Lower Upper

Pre-post Bound Bound
Gender
Female .04 -3.32 3.40 979
Male 0°
Level of education
Elementary school -10.41 -21.21 .39 .059
High school -4.06 -10.08 1.96 181
Some college(2y) -2.39 -9.04 4.26 473
Bachelor’s degree -5.44 -11.64 a7 .084
Master’s degree 0P
Employed
yes -3.31 -6.80 18 .063
No 0P
Gender of child
Female 1.10 2,12 4.32 496
Male 0P
Is the child receives ASD
medication
Yes 2.16 -5.96 10.27 594
No 0P
Residence
City -4.30 -9.23 638 .086
Village -5.39 -11.03 24 .060
Camp 0P
Age of child when -10 -3.38 1.39 404
diagnosed with ASD
Salary 5.715668E-005 -.0009 .001 .905
Age of parent .002 -25 25 .985
Age of child 1.20 -1.17 3.56 312
Length of time child taking -1.26 -3.78 1.18 .304
medication
Length of time in treatment 1.55 -1.76 4.86 .349
Distance from ACI -.01 -.20 18 903
Number sessions_attended -.23 - 47 .01 .065
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Appendix 12
PSI T-Test Total Stress ( TS)/ Domain

Factors associated with stress level difference (pre-post) in Total Stress (
TS)/ Domain

Variable Effect on stress | 95% Confidence Interval | Sig.
score Lower Upper

Pre-post Bound Bound
Gender
Female 19.66 -15.091465 54.412238 241
Male o°
Level of education
Elementary school -51.87 -163.62 59.89 .332
High school -39.34 -101.66 22.97 194
Some college(2y) -33.63 -102.43 35.17 .308
Bachelor’s degree -55.86 -120.02 8.30 .082
Master’s degree o
Employed
yes -25.91 -62.005 10.19 144
No o
Gender of child
Female -8.10 -42.32 24.32 567
Male o
Is the child receives ASD
medication
Yes -39.61 -123.55 44.34 324
No o
Residence
City -32.90 -83.91 18.10 185
Village -25.82 -84.11 32.46 353
Camp o° . . .
Age of child when diagnosed 2.96 -21.70 27.63 798
with ASD
Salary .002 -.01 .01 629
Age of parent 035 -2.53 2.60 976
Age of child -3.40 -27.87 21.06 767
Length of time child taking 6.11 -19.19 31.40 .608
medication
Length of time in treatment 6.01 -28.21 40.23 709
Distance from ACI -.63 -2.60 1.34 498
Number_sessions_attended -1.43 -3.93 1.07 236
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