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Abstract
Background

Parents of children with intellectual disabilities may develop depressive symptoms and are prone to stigmatization due to stressful challenges
encountered when providing care for their children. The study objective was to determine the prevalence of depressive symptoms and stigmatization
among parents of children with intellectual disabilities.

Method

A cross-sectional descriptive study design was used to sample 121 parents of children with intellectual disabilities in four public primary special schools in
Nairobi, Kenya Data were collected using a researcher designed socio-demographic questionnaire, Beck Depression Inventory (BDI-II) to screen depressive
symptoms and the DISC-12 used to determine stigmatization among parents of children with intellectual disabilities. Descriptive statistics were used to
examine the depression scores, discrimination and stigma scores. Independent samples t-test, and one-way analyses of variance (ANOVA) were used to
identify group differences at the bivariate level. Generalized linear models were used to identify independent predictors of discrimination and Stigma.

Results

Of the 121 parents assessed for depression 24% (n=29) of parents met the criterion for being at risk of depression using BDI scores (score of 21 and
above). Stigma and discrimination were signi�cantly related to parent’s depressive symptoms, independently of other variables. On multivariate linear
regression individual predictors showed that being female (P=<0.001), younger age of between 18-26 (P=<0.003), being divorced/ separated (p=<0.0001),
lower education (P=<0.0001) and caregiver burden (P=0.033) were predictors of depression and high levels of stigmatization.

Conclusions

The risk of depression is high among parents of children with intellectual disabilities. Results of this study suggest that interventions could be developed
that have a focus on the health or well- being of parents. Reduction of societal stigma could reduce psychological distress to parents.

Background
Parenting is a process of promoting and supporting the physical, emotional social and intellectual wellbeing of an infant to adulthood mainly by the
biological parents or a caregiver(Britto et al., 2017). Parent’s psychological wellbeing depends on a child’s health, socio-emotional, cognitive and physical
development. Di�culties in functioning in these areas often lead to distress in the parenting roles that may lead to short term or long-term di�culties
(Aaron Resch, Elliott, & Benz, 2012). There are estimated 15% of the world’s population who live with disability with an estimated 93 million children of
ages 0–14 years who are living with a moderate or severe disability, and most of these are in low and middle-income countries (LMICs)(WHO, 2011).
Children with intellectual disability usually differ from normal child development and often their life long disability poses speci�c challenges to their
parents or caregivers (Singer, 2006). These challenges are exacerbated when the caregivers themselves are based in LMICs or extremely low resource
contexts(Charles Masulani-Mwale, Kauye, Gladstone, & Mathanga, 2019). Such challenges can include unusual demands that include disrupted family
and social relationships, exhaustion resulting from extra care required �nancial di�culties incurred due to treatment and other services, stigmatization
from society and cultural beliefs and general parenting distress (Burke, 2003; C. Masulani-Mwale, Mathanga, Kauye, & Gladstone, 2018). These challenges
can lead to the development of depressive symptoms especially where resources and support programs are limited (Gallagher & Hannigan, 2014).

Risk Factors For Parents Of Children With Intellectual Disabilities
Parents of children with intellectual disabilities are at risk for higher stress levels than parents of children without disabilities(Estes et al., 2013). Parental
stress continues to be a centre of attention of research because it has been linked with many negative outcomes such as parental depression, marital
con�ict, poor physical health and ineffective parenting(Neece & Baker, 2008; van der Mark, Conradie, Dedding, & Broerse, 2019).

Poor understanding of behaviors manifested by children with intellectual disabilities can promote further isolation; often cause rejection by their peers,
school authorities and the society at large. This can create an overwhelming responsibility for the parents causing despair, hopelessness, guilt and even
helplessness, leading to depressive symptoms which are largely unrecognized(Bourke-Taylor, Pallant, Law, & Howie, 2012; Eisenhower, Baker, & Blacher,
2005).

Another risk of parental stress is stigma(Cantwell, Muldoon, & Gallagher, 2015). Stigma refers to negative impacts of behaviour and attitudes from the
public (E Goffman, 2009). Stigma has been de�ned as “an attribute that is deeply discrediting and reduces the bearer ‘from whole and usual person’ to a
tainted discounted one (Erving Goffman, 1963)”. In a revised de�nition of stigma by (Thornicroft, Rose, Kassam, & Sartorius, 2007)stigma has three
elements; a) problems of knowledge (ignorance or misinformation), b) problems of attitudes (prejudice), c) problems of behaviour discrimination.
Individuals with intellectual disabilities (ID) have been one of the most stigmatized groups in any society. Research has shown that individuals and family
caregivers of people with ID experience stigma that negatively impacts on their psychological wellbeing(Ali, Hassiotis, Strydom, & King, 2012).

Stigma and discrimination are both rampant in the context of children with ID and the internalized (referring to feelings of shame and the anticipation of
prejudice that prevents people from talking about their experiences and impedes them looking for help) and externalized stigma (evasion and experiences
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of discrimination) can usurp the family members including caregivers too(Tilahun et al., 2016). Stigma may emanate from caregivers’ poor knowledge
about the perceived causes and prognosis of developmental disorder in their children or from the poor literacy of the community. There can be religious
attributions to these developmental disabilities(Owalabi Bakari et al., 2009).

In the developing countries like Kenya, depressive symptoms of parents of children with ID have been unrecognized due to limited public policy and
research in this area. A study undertaken by (Mbugua, Kuria, & Ndetei, 2011)on the prevalence of depression and burden of care among family caregivers
of intellectually impaired children at Gachie Catholic Parish in Kiambu. This is one of the few studies from Kenya though it focused on the rural setting of
Kiambu and it sought caregivers in a community church.

In addition to the limited studies that have been carried out on prevalence of depressive symptoms in parents of children with intellectual disability,
anecdotal reports show that the incidence of children with ID is high suggesting the burden of care of such children could be overwhelming to parents in
this country leading to depressive symptoms.

Objectives
The overall aim of this study is to establish the prevalence of depressive symptoms and stigmatization among parents of children with intellectual
disabilities. The speci�c objectives aimed at determining the socio-demographic characteristics of parents of children with intellectual disabilities, the
levels and severity of depressive symptoms among parents of children with disabilities and, �nally, establishing the association between stigmatization
and depressive symptoms among parents of children with intellectual disabilities.

Methods

Design and study population
We adopted a cross-sectional survey design. The study was conducted among 121 parents of children with intellectual disabilities in four public special
schools in Nairobi County. Nairobi is the capital city of Kenya with six special schools closely located within proximity and easily accessible in the capital.
These schools are governed by the county government under the Ministry of Education. Enrolment to these schools is done by the Kenya Institute of
Education which make an education assessment and determine level of disability. During the period of the study the total number of learners registered in
these schools was estimated at 690. Majority of the learners (90%) experienced mild to moderate intellectual disability. Ten percent of the learners had
severe disability. These schools have a speci�ed curriculum on functional academic subjects and vocational training for the mild – moderate learners
while life skills and daily living skills are targeting those young people who are severely impaired.

Study Participants
Participants above the age of 18 who were willing to give informed consent were recruited. In the selection of 121 participants we used an estimated
prevalence rate of 79% of caregivers with depression from(Mbugua et al., 2011). The Cochrane formula (Czaja & Blair, 2005) was used for the sample size
calculation. The formula addresses continuous and categorical statistical variables and applies key risk factors like con�dence level that is acceptable
(95%) and a precision of 0.05. In order to identify caregivers of children with intellectual impairment we decided to approach special needs schools where
the parents could be contacted. This means that we required 186 parents. The total number of children in the four targeted schools is 682. The number
was adjusted for a �nite population; a total of 121 participants were required. Proportionate samplings were used to enroll the number of parents in each
school.

Measures

Socio-demographic characteristics
A researcher designed socio-demographic questionnaire was developed to capture the respondent’s characteristics as well as their children and family.
These included age, income, marital status, and employment and education status, number of children in the household. For the index child we probed
about the age, gender and number of years in the residential school.

Beck Depression Inventory-II (BDI-II)
The BDI-II (Beck, Steer, & Brown, 1996) is a 21-item scale which measures depression symptomatology. Each question on the BDI-II is scored from 0–3 with
a higher number indicating greater severity. A total score is calculated as the sum of the 21 items with a range of 0–63. The clinical cut-offs are 11–16
(mild mood disturbance), 17–20 (borderline clinical depression), 21–30 (moderate depression), 31–40 (severe depression), and 40–63 (extreme
depression). Internal consistency is high, Cronbach’s α = .92 (Beck et al., 1996). The BDI-II has been used in Kenya and other countries (Ghassemzadeh,
Mojtabai, Karamghadiri, & Ebrahimkhani, 2005; Kojima et al., 2002; Musyimi et al., 2017; Ndetei et al., 2009).
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Discrimination And Stigma Scale Version 12 (DISC-12)
DISC-12 is a 34 item interview-based and standardized tool for assessment of discrimination that has been used in both high income countries and low-
and-middle-income countries (Brohan et al., 2013; Thornicroft et al., 2007). DISC-12 has good psychometric properties including inter-rater reliability
(weighted kappa range: 0.62–0.95), internal consistency (α = 0.78) and test-retest reliability (weighted kappa range: 0.56–0.89) (Brohan et al., 2013). It
consists of a global scale and four subscales: (1) Unfair treatment (item 1–22); (2) Stopping self (item 23–26); (3) Overcoming stigma (item 27–28), and
(4) Positive treatment (item 29–34). The unfair treatment subscale assesses unjust treatment by other people and higher scores indicate greater
experienced discrimination. The stopping self-subscale explores the extent to which an individual limits his/her activity of daily living (e.g. work) due to
fear of stigma and higher scores mean higher anticipated discrimination. The overcoming stigma subscale measures an individual’s ability to overcome
stigma and higher scores indicate a higher ability to cope with discrimination. The positive treatment subscale assesses positive treatment received by an
individual on account of mental illness and higher scores mean greater positive treatment received by the individual. The responses to the DISC-12 are
rated on a four-point Likert scale (Not at all = 0, A little = 1, moderately = 2, and A lot = 3). The mean for the overall and subscales cores were calculated by
summation of the rating (0–3) for each item and dividing with the total number of applicable terms. (Brohan et al., 2013). The higher the scores the greater
the stigma.

A pre-test baseline assessment was made using these questionnaires was carried out on a few of the subjects to establish the reliability and validity of
data collection instruments. The instruments were corrected in close collaboration with the supervisors and other professional in �eld. Parents attending
school meetings in special schools were given verbal as well as written participants form explaining purpose of study and con�dentiality was assured.
Those who volunteered gave written consent to participate and were told that they could decide to stop �lling in the questionnaires anytime. No �nancial
compensation was given for their participation.

Individual questionnaires were provided and participants who required help in completing the questionnaire were assisted by the researcher who read out
the questions to them without interpreting them. Parents �lled the questionnaires at their own discretion and privacy was safeguarded by allowing them sit
where they felt comfortable in the school halls. Completed questionnaires were collected by the researcher, stored safely before analysis was done.
Psychological support was given to parents who elicited emotional distress during and after �lling in the questionnaires.

Ethics And Informed Consent
The University of Nairobi/Kenyatta National Hospital Ethics Review Committee provided ethical approval for this study (P100/02/2015). All patients
included in this study provided informed consent prior to participation in the study and gave consent for publication of the �ndings.

Data Management And Statistical Analysis
Descriptive statistics were used to examine the depression scores, discrimination and stigma scales by means of means and standard deviations for
continuous variables and proportions for categorical variables. Independent samples t-test, ANOVA, were used to identify group differences. Generalized
linear models were used to identify independent predictors of discrimination and stigma. All analyses were conducted using IBM SPSS version 23 (IBM,
New York USA).

Results

Socio Demographic Characteristics
Of the 121 parents who participated in the study 77.69% (n = 94) were female. Socio-demographic characteristics of the respondents are presented in
Table 1. Parent’s age ranged from 18 years to 45 years and above. More than half of the parents 72.7% (n = 88) were in the age band of 36–45 years and
above. Most of the parents were married 69.9% (n = 79), Most of the parents 61.1% (n = 69) had post-secondary education at the time of the study were
employed 78.5% (n = 95), either working part time, full time or self-employed. More than half (68.8% n = 75) were earning a monthly income of more than
Ksh 10,000. Most of those employed were self-employed 38.02% (n = 46). More than ¾ of our sample (83.9%) indicated that they had experienced
signi�cant care burden.
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Table 1
Socio-Demographics and other characteristics of the respondents

Variable Category Overall Male Female P-Value

N = 121 n = 27 n = 94

Respondent's Gender Male 27(22.3%) - -  

Female 94(77.7%) - -

Respondents' Age 18-25yrs 18(14.9%) 7(38.9%) 11(61.1%) 0.133*

26-35yrs 15(12.4%) 4(26.7%) 11(73.3%)

36-45yrs 41(33.9%) 10(24.4%) 31(75.6%)

45+ 47(38.8%) 6(12.8%) 41(87.2%)

Marital Status Single 17(15.0%) 3(17.6%) 14(82.4%) 0.691*

Married 79(69.9%) 17(21.5%) 62(78.5%)

Divorced/Separated 17(15.0%) 5(29.4%) 12(70.6%)

Missing 8    

Employment Status Unemployed 26(21.5%) 2(7.7%) 24(92.3%) 0.043

Employed 95(78.5%) 25(26.3%) 70(73.7%)

Income 10,000 and Below 34(31.2%) 5(14.7%) 29(85.3%) 0.169

Above 10,000 75(68.8%) 20(26.7%) 55(73.3%)

Missing 12    

Education Level Primary and Below 13(11.5%) 3(23.1%) 10(76.9%) 0.825

Secondary 31(27.4%) 8(25.8%) 23(74.2%)

Post-Secondary 69(61.1%) 14(20.3%) 55(79.7%)

Missing 8    

Number of Children 3 and below 84(72.4%) 20(23.8%) 64(76.2%) 0.338

Above 3 32(27.6%) 5(15.6%) 27(84.4%)

Missing 5    

Age of Children) with Intellectual Disability 9 and Below 17(14.5%) 2(11.8%) 15(88.2%) 0.203

10–12 Years 35(29.9%) 7(20.0%) 28(80.0%)

13–18 Years 26(22.2%) 9(34.6%) 17(65.4%)

Over 18 Years 39(33.3%) 6(15.4%) 33(84.6%)

Missing 4    

Number of People Living With 1–3 38(32.8%) 8(21.1%) 30(78.9%) 0.854

4–6 64(55.2%) 13(20.3%) 51(79.7%)

6+ 14(12.1%) 2(14.3%) 12(85.7%)

Missing 5    

Care Burden Yes 99(83.9%) 20(20.2%) 79(79.8%) 0.114*

No 19(16.1%) 7(36.8%) 12(63.2%)

Missing 3    

Table 2 presents the description of the DISC-12 sub-scales. The mean scores of unfair treatment was 0.9 (SD = 0.6, range of 0-2.6) stopping self, mean = 
0.5 (SD = 0.5, range of 0-2.3), range 0 to 2.3, overcoming stigma mean = 1.2 (SD = 0.8, range of 0–3) and positive treatment mean = 1.7 (SD = 0.9 range of
0–3).

Experienced And Anticipated Discrimination (DISC) And Depression (BDI)
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Table 2
Stigma (DISC) Scores

Disc 12 Scales
subscales

Mean Scores Total Score

Mean
(95%C.I)

Median S.D Range Mean
(95%C.I)

Median S.D Range

1. Unfair Treatment 0.9
(0.7 to 1.0)

0.8 0.6 0.0 to 2.6 10.1
(9.0 to 11.2)

9.0 6.0 0.0 to 21.0

2. Stopping Self 0.5
(0.4 to 0.6)

0.5 0.5 0.0 to 2.3 1.3
(1.1 to 1.5)

1.0 1.2 0.0 to 4.0

3. Overcoming stigma 1.2
(1.0 to 1.3)

1.5 0.8 0.0 to 3.0 1.0
(0.8 to 1.1)

1.0 0.7 0.0 to 2.0

4. Positive treatment 1.7
(1.6 to 1.9)

1.8 0.9 0.0 to 3.0 3.9
(3.6 to 4.2)

5.0 1.5 0.0 to 5.0

BDI-II Depression - - - - 11.5
(10.0-13.1)

9.0 8.5 1 to 39

Prevalence Of Depression
Our results demonstrate that 41.3% of the participants were clinically at risk of depression as assessed using BDI. These results show that the parental BDI
scores indicate presence of mild depression to severe depression in the caregivers. Mean depression score was 11.5 (SD = 8.5, range of 1–39).

Bivariate Associations And Multivariate Analysis
The bivariate association between stigma, the socio-demographic and other characteristics are presented in Table 3. Signi�cant associations are those
which were P < 0.05 and these are indicated by bolded values for each of the four subscales.
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Table 3
Bivariate analysis of factors associated with Stigma

Variable Category Unfair treatment Stopping self Overcoming stigma Positive treatment

N M ± 
SD

Sig. N M ± 
SD

Sig. N M ± 
SD

Sig. N M ± 
SD

Sig.

Respondent's Gender Male 26 0.91 ± 
0.7

0.666 24 0.52 
± 0.5

0.927 24 1.25 
± 0.8

0.534 24 1.80 
± 0.8

0.752

Female 91 0.85 ± 
0.6

89 0.53 
± 0.6

85 1.14 
± 0.8

89 1.73 
± 0.8

Respondents' Age 18-25yrs 17 0.99 ± 
0.8

0.262 16 0.55 
± 0.3

0.180 16 1.41 
± 0.7

0.058 16 1.24 
± 0.7

0.001

26-35yrs 15 0.58 ± 
0.4

13 0.21 
± 0.4

12 0.92 
± 0.9

13 1.90 
± 0.9

36-45yrs 39 0.92 ± 
0.7

39 0.57 
± 0.7

39 1.35 
± 0.9

39 2.11 
± 0.9

45+ 46 0.86 ± 
0.6

45 0.57 
± 0.5

42 0.96 
± 0.7

45 1.57 
± 0.7

Marital Status Single 17 0.78 ± 
0.5

0.000 13 0.69 
± 0.5

0.031 12 1.17 
± 0.6

0.003 15 1.65 
± 0.6

0.597

Married 76 0.79 ± 
0.6

77 0.44 
± 0.5

74 1.05 
± 0.8

75 1.79 
± 0.8

Divorced/Separated 17 1.45 ± 
0.7

17 0.77 
± 0.5

17 1.76 
± 0.5

17 1.95 
± 0.5

Employment Status Unemployed 25 0.55 ± 
0.6

0.005 25 0.57 
± 0.6

0.654 24 0.79 
± 0.7

0.009 24 1.47 
± 0.7

0.073

Employed 92 0.94 ± 
0.6

88 0.51 
± 0.5

85 1.26 
± 0.8

89 1.82 
± 0.8

Income 10,000 and Below 31 0.75 ± 
0.7

0.108 32 0.55 
± 0.5

0.588 30 1.25 
± 1.0

0.525 31 1.54 
± 1.0

0.073

Above 10,000 75 0.97 ± 
0.6

71 0.49 
± 0.5

69 1.14 
± 0.7

72 1.86 
± 0.7

Education Level Primary and Below 12 1.40 ± 
0.7

0.001 12 0.84 
± 0.6

0.085 12 1.79 
± 0.8

0.014 12 1.82 
± 0.8

0.979

Secondary 30 0.66 ± 
0.6

31 0.56 
± 0.6

29 1.03 
± 0.9

30 1.76 
± 0.9

Post-Secondary 68 0.86 ± 
0.5

66 0.47 
± 0.5

64 1.16 
± 0.7

65 1.77 
± 0.7

Number of Children 3 and below 83 0.91 ± 
0.6

0.140 78 0.54 
± 0.6

0.823 76 1.16 
± 0.7

0.852 80 1.87 
± 0.7

0.082

Above 3 29 0.71 ± 
0.5

30 0.51 
± 0.6

28 1.13 
± 1.0

28 1.55 
± 1.0

Age of Child(ren) with
Intellectual Disability

9 and Below 17 0.73 ± 
0.8

0.242 15 0.37 
± 0.4

0.091 15 1.27 
± 0.9

0.029 15 1.23 
± 0.9

0.000

10–12 Years 34 0.97 ± 
0.6

34 0.73 
± 0.7

34 1.46 
± 0.9

34 2.14 
± 0.9

13–18 Years 25 1.03 ± 
0.7

23 0.47 
± 0.5

23 1.15 
± 0.6

25 1.97 
± 0.6

Over 18 Years 38 0.78 ± 
0.5

39 0.47 
± 0.4

35 0.90 
± 0.7

37 1.42 
± 0.7

Number of People Living With 1–3 38 0.93 ± 
0.7

0.805 36 0.51 
± 0.5

0.941 34 1.28 
± 0.7

0.394 36 1.56 
± 0.7

0.055

4–6 61 0.86 ± 
0.6

60 0.55 
± 0.6

59 1.15 
± 0.8

60 1.91 
± 0.8

6+ 14 0.82 ± 
0.7

14 0.50 
± 0.6

13 0.92 
± 1.1

14 1.44 
± 1.1

Marital Satisfaction None 48 0.76 ± 
0.6

0.123 49 0.41 
± 0.5

0.064 47 1.05 
± 0.8

0.234 48 1.81 
± 0.8

0.634
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Yes 66 0.94 ± 
0.7

61 0.60 
± 0.5

59 1.24 
± 0.8

62 1.73 
± 0.8

Marital Happiness None 68 0.95 ± 
0.7

0.042 64 0.57 
± 0.5

0.116 61 1.21 
± 0.8

0.227 64 1.75 
± 0.8

0.993

Yes 45 0.70 ± 
0.6

45 0.41 
± 0.5

44 1.02 
± 0.8

45 1.75 
± 0.8

Care Burden Yes 96 0.90 ± 
0.6

0.187 94 0.54 
± 0.6

0.356 90 1.28 
± 0.7

0.000 93 1.83 
± 0.7

0.002

No 18 0.69 ± 
0.6

16 0.41 
± 0.5

16 0.53 
± 0.7

17 1.14 
± 0.7

Depression Depression 28 1.04 ± 
0.8

0.089 27 0.45 
± 0.4

0.392 26 1.21 
± 0.6

0.709 28 1.47 
± 0.6

0.048

No depression 89 0.81 ± 
0.5

86 0.55 
± 0.6

83 1.14 
± 0.8

85 1.84 
± 0.8

Table 4 presents the results of multivariate analysis of factors that were signi�cantly associated with the outcomes at the bivariate level.
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Table 4
Multivariate analysis of factors associated with stigma

Variable Category Unfair treatment Stopping self Overcoming stigma Positive
treatment

β(95% C.I) β (95% C.I) β (95% C.I) β (95% C.I)

Respondents' Age 18-25yrs n/s n/s 0.39(0.01 to 0.76)* -0.24(-0.78 to
0.30)

26-35yrs n/s n/s -0.62(-1.05 to
-0.18)**

0.20(-0.32 to
0.72)

36-45yrs n/s n/s 0.25(-0.07 to 0.57) 0.49(0.09 to
0.89)*

45+ n/s n/s Ref. Ref.

Marital Status Single -0.69(-1.18 to
-0.20)**

0.05(-0.40 to 0.50) -0.15(-0.70 to 0.40) n/s

Married -0.55(-0.96 to
-0.13)**

-0.14(-0.53 to
0.25)

-0.42(-0.84 to
-0.01)*

n/s

Divorced/Separated Ref. Ref. Ref. n/s

Employment Status Unemployed -0.29(-0.54 to
-0.03)*

n/s -0.61(-0.88 to
-0.33)***

-0.04(-0.50 to
0.43)

Employed Ref. n/s Ref. Ref.

Income 10,000 and Below n/s n/s n/s -0.04(-0.40 to
0.33)

Above 10,000 n/s n/s n/s Ref.

Education Level Primary and Below 0.03(-0.44 to 0.49) 0.43(0.00 to 0.86)* 0.53(0.04 to 1.03)* n/s

Secondary -0.18(-0.43 to
0.07)

0.14(-0.09 to 0.37) 0.13(-0.15 to 0.41) n/s

Post-Secondary Ref. Ref. Ref. n/s

Number of Children 3 and below n/s n/s n/s 0.35(-0.11 to
0.80)

Above 3 n/s n/s n/s Ref.

Age of Child(ren) with Intellectual
Disability

9 and Below n/s -0.11(-0.40 to
0.19)

0.27(-0.09 to 0.63) -0.24(-0.73 to
0.25)

10–12 Years n/s 0.14(-0.11 to 0.39) 0.47(0.11 to
0.82)**

0.52(0.09 to
0.96)*

13–18 Years n/s -0.16(-0.43 to
0.11)

-0.09(-0.49 to 0.31) 0.25(-0.24 to
0.75)

Over 18 Years n/s Ref. Ref. Ref.

Number of People Living With 1–3 n/s n/s n/s -0.17(-0.78 to
0.43)

4–6 n/s n/s n/s 0.22(-0.33 to
0.77)

6+ n/s n/s n/s Ref.

Marital Satisfaction None n/s -0.03(-0.43 to
0.37)

n/s n/s

Yes n/s Ref. n/s n/s

Marital Happiness None 0.11(-0.12 to 0.34) -0.01(-0.39 to
0.38)

n/s n/s

Yes Ref. Ref. n/s n/s

Care Burden Yes n/s n/s 0.65(0.32 to
0.98)***

0.59(0.20 to
0.97)**

No n/s n/s Ref. Ref.

Note: *P < 0.05; **P < 0.01; ***P < 0.001; Ref-Reference category; n/s-Not signi�cant at bivariate level P > 0.1



Page 10/14

Variable Category Unfair treatment Stopping self Overcoming stigma Positive
treatment

β(95% C.I) β (95% C.I) β (95% C.I) β (95% C.I)

Depression BDI 0.00(-0.01 to 0.02) -0.02(-0.03 to
-0.01)**

-0.02(-0.04 to
-0.01)**

-0.01(-0.02 to
0.01)

Note: *P < 0.05; **P < 0.01; ***P < 0.001; Ref-Reference category; n/s-Not signi�cant at bivariate level P > 0.1

Unfair treatment sub-scale
Participants who were single and married had signi�cantly lower scores as compared to those who were either divorced or separated. Those who were
unemployed had signi�cantly lower scores as compared to those who were employed. No signi�cant associations were found between unfair treatment
and depression scores.

Stopping self
Participants with primary and below levels of education had signi�cantly high scores as compared to those with post-secondary education. High scores of
stopping self were associated with signi�cantly low depression scores.

Overcoming stigma
Participants who were in the younger age band (18–25 years) had signi�cantly higher scores as compared to those who were old (45 + years), however
participants who were ages 26–35 years had signi�cantly lower scores as compared to those aged 45 and above years. Those who were married had
signi�cantly low scores as compared to those who were either divorced or separated. Those who were unemployed had signi�cantly lower scores as
compared to those who were employed. Participants with children with intellectual disability ages 10–12 years had signi�cantly high scores as compared
to those with children over 18 years. Having a care burden was associated with high scores as compared to those without. High scores were negatively
associated with higher depression scores.

Positive treatment
Participants ages 36–45 years had signi�cantly high scores as compared to those aged above 45 years. Respondents with children with intellectual
disability aged 10–12 years had signi�cantly higher scores as compared to those with children with intellectual disability aged over 18 years. Having a
care burden was associated with high scores as compared to those without. No signi�cant associations were found between positive treatment scores and
depression scores.

Discussion
The study explores the mental health needs of caregivers of children with intellectual disabilities face and leads us to conclude that they is a need to
routinely screen caregivers of children with intellectual disability for depressive symptoms. In this study 41.3% of parents met the criterion for being at risk
of clinical depression (using a score of 11 or higher using BDI scale). A previous study carried out in Kenya demonstrated a higher prevalence at 79% of
caregiver depressive symptoms (Mbugua et al., 2011). This particular study looked at prevalence of depression among caregivers of children with
intellectual disability in a rural setting in Kenya. In our study, caregivers lived and worked in various parts of Kenya and their children are registered in
Special public primary schools in Nairobi County.

The schools we selected are boarding schools thus the parents are not primary caregivers during the term and only take care of the children during the
school holidays. Unlike most day schools where the parent frequently interacts with the child the children in the study were in boarding schools and only
had minimal interactions with parents during the school holidays and special school dates such as visiting or parents meetings. There lies the signi�cance
of such a study that addresses a diverse sample of caregivers, assessing their mental health needs and challenges.

We found an association between gender and a higher risk of depression. There were more female than male caregivers because most female parents
were the sole caregivers of the children and were also emotionally attached to their children unlike their male counterparts. The study was carried out
during school meetings which we learnt were mostly attended to by female caregivers to check on their children. Most of the parents were married
(69.19%), employed (78.51%) and had signi�cant incomes to support burden of care of their children.

The current study found out that younger parents (18–26 years) were at a higher risk of depression (60%). In support of these �ndings was a study
by(Dave et al., 2014), carried out in Gujarat, India study which found that being a younger caregiver was predictive of higher levels of depressive
symptoms.

There was a statistically signi�cant association between marital status and depression (P = 0.003). The divorced and separated parents had signi�cant
higher levels of depression (76.47%) than the single and the married ones. In an earlier study, (Frey, Fewell, Vadasy, & Greenberg, 1989) found that 16.5% of
divorced/separated and single caregivers may have adopted coping strategies therefore had a lower risk of clinical depression compared to married
caregiver. In the current study, married caregivers were the majority (69.91%) and cited to have marital satisfaction and happiness thus lower depression
scores. By contrast, (Mbugua et al., 2011) found that single caregivers were at higher risk of depression due to lack of emotional support from the spouse).
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There is need to avail a support system to prevent or reduce the risk of depression. This may include specialized information, caregiver training, education
and family counselling aimed at a more holistic way of care.

The other statistically signi�cant risk factor to the development of depressive symptoms was caregiver burden with a p value of 0.033. In the current study,
the results showed that 38.36% (n = 47) experienced burden of care. (Saunders, 2003)found that caring exerts pressure on the caregiver. As the stressors
increase and the condition persist, the caregiver symptoms may worsen. This deterioration of caregiver health may impact on their ability to maintain their
various roles and responsibilities.

This study also found statistically signi�cant relationship between caregiver education and depressive symptoms p = < 0.001. Most of the parents 61.06%
(n = 69) had post-secondary education, 27.43% (n = 31) had secondary education while 9.73% (n = 11) were primary school graduates and others had
dropped out at primary level. Of all the caregivers only 1.77% (n = 2) did not have any formal education. Of those with primary education (n = 11) 63.64%
had depressive symptoms. This �nding is in contrast with (Grote et al., 2010; McLearn, Minkovitz, Strobino, Marks, & Hou, 2006; Mclennan, Kotelchuck, &
Cho, 2001)undertaken in Florida a city in the �rst world unlike Kenya a developing country found that caregivers who had lower levels of education were
more likely to report depressive symptoms. Higher level of education was associated with employment (business or self-employment), higher levels of
income and lower risks of depressive symptoms.

(Thornicroft, Brohan, Rose, Sartorius, & Leese, 2009)in their study found that people with mental health problems experienced stigma and discrimination
frequently. This is in keeping with the current study which found that 36.36% of caregivers experienced discrimination by family members, friends and the
public. Fifteen-point seven percent (15.7%) had stopped themselves from applying for work, education and training. However, the rates were lower than the
study by (Evans-Lacko, Corker, Williams, Henderson, & Thornicroft, 2014) as the participants had not been previously diagnosed with depression.

Ali et al., (2012) explored the role of stigma in parental wellbeing and this study demonstrated that stigma is associated with caregivers’ burden, marital
satisfaction and experiences of social exclusion in parents of children with intellectual disabilities. The current study found stigma and discrimination to
be signi�cantly related to parent’s depressive symptoms independently of other variables. In the study stigma re�ects the extent to which parents felt fairly
untreated, self-stigma, their ability to avoid stigma and areas of positive treatment in regards to the disability of their child. These study �ndings are in
keeping with a study done on global patterns of experienced and anticipated discrimination (Lasalvia et al., 2013).

Higher levels of experienced discrimination were associated with greater levels of depression. Similar studies found that levels of discrimination were high
in depressed persons (Corker et al., 2013; Lasalvia et al., 2013; Thornicroft et al., 2009)

In the DISC-12 anticipated discrimination occurs when a person limits their own involvement in important aspects of everyday life because of the
expectation of being discriminated against (for example, when an individual does not apply for a job because he/she fully expects to fail in any such
application) (Lasalvia et al., 2013). A study by (Evans-Lacko et al., 2014)showed higher levels of experienced discrimination in a population diagnosed
with depression.

Stigma and discrimination cut across all demographic factors with most parents feeling unfairly treated, this could be due to society stigma towards
disability as well as lack of resources in our country to provide better services to people living with disabilities. These results are consistent with (Seltzer,
Greenberg, Floyd, Pettee, & Hong, 2001)study on the life course impacts of parenting a child with a disability which found that there are emotional burdens
associated with the stigma of the disabilities.

The results of this study show a signi�cant association between depressive symptoms and unfair treatment. This is in keeping with a study done in Ireland
that showed that parents of children with disabilities reported more depressive symptomology, higher stigma and lower self-esteem Inability to overcome
stigma signi�cantly increased levels of depression,(Cantwell et al., 2015).

Higher levels of anticipated discrimination were moderately associated with increasing age, but the strongest association was with gender. Females
anticipated higher levels of discrimination than males in several areas including housing, employment and family life. The introduction of methods to
minimize discrimination towards people with intellectual disabilities at individual, institutional, and structural levels and the identi�cation of effective
strategies to reduce anticipated discrimination by people with intellectual disabilities towards themselves might be necessary to tackle stigma and
discrimination.

Providing parents with methods for dealing with perceived stigma and highlighting the importance of attending support groups for emotional support may
mitigate some of the negative consequences of stigma, such as the impact on coping and support.

Overall, 15.7% of participant felt that they had stopped themselves from initiating a close relationship, applying for work and from applying for education
or training. This is consistent with global study (Lasalvia et al., 2013) that reported 37% of participants had stopped themselves from initiating a close
personal relationship using the same scale. Importantly 72.73% reported positive treatment in various domains of life. These �ndings suggest that the
social environment could be a source of support to caregivers, depending on the context or the personal resources of the individual.

Limitations Of The Study
The study did not look into pre-existing depression which may have had an in�uence on the �ndings. The study was limited to urban schools, and thus the
results cannot be generalized to the rural population. It is important to note that the participants selected for this study were drawn from a convenience
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sample of caregivers whose children were registered in special schools in Nairobi which are few. The sample has a higher level of formal education and a
greater percentage is married. The results may not re�ect the general population of parents of children with intellectual disabilities.

Larger populations randomly selected from a national sample may be the focus in future studies to determine with more con�dence the prevalence of
depression and levels of stigma among caregivers of children with intellectual disability.

Conclusions
Stigma and discrimination acts as a barrier to social participation and successful vocational participation for parents and in turn a contributor to
development of depressive symptoms. The rates of parent’s depressive symptoms and levels of stigmatization suggest that interventions should include
attention to the mental health and recovery of parents in addition to their children. Young parents, male parents and those with lower levels of education
are particularly at risk of depression and high levels of discrimination and stigma. The �ndings suggest that future interventions designed to decrease
stigma in society should include parents of children with disabilities.
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