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Background: Parents of children and adolescents with mental illness frequently 

experience emotional, psychological, and social stressors that affect their coping 

capacity. Understanding these coping patterns is essential for developing effective 

support interventions. 

Objective: To assess the level of coping patterns among parents and to identify 

sociodemographic and associated factors influencing these coping patterns. 

Methods: A cross-sectional study was conducted among 120 parents of children and 

adolescents aged 7-17 years diagnosed with mental illnesses. Data was collected using 

a structured questionnaire incorporating sociodemographic characteristics and the 

Coping Health Inventory for Parents (CHIP). Data was analysed using SPSS version 

20. Descriptive statistics, parametric and nonparametric tests, and multiple linear 

regression analyses was performed to determine associations and predictors of coping 

patterns.  

Results: Coping Pattern I (Family integration, Cooperation and an Optimistic definition 

of the situation) was rated as extremely helpful by 79.2% (n=95) of parents, Coping 

Pattern II (Maintaining social support, Self-esteem and psychological stability) was 

rated moderately helpful by 64.2% (n=77) of parents, while Coping Pattern III 

(Understanding the healthcare situation through communication with other parents and 

Consultation with the health care-team) showed mixed levels of helpfulness. 29.2% 

(n=35) of the participants thought that Coping Pattern III was extremely helpful, 43.3% 

(n=52) was moderately helpful, 27.5% (n=33) was minimally helpful for them. Parent 
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age (P=.018), relationship to child (P=.004), marital status (P=.001; .004), educational 

qualification (P=.012; .001), family type (P=.045), child age (P=.012), number of 

children (P=.036), and child schooling status (P=.002) was significant predictors across 

different coping patterns. 

Conclusion: The findings of this study demonstrate that Coping Pattern I (family 

integration, cooperation, and an optimistic definition of the situation) constitute the 

most effective and frequently utilized coping strategy among parents of children and 

adolescents with mental illness in Bangladesh. This reflects the strong influence of 

collectivist family structures and cultural reliance on intra-family support in coping with 

long-term mental health challenges. Conversely, variations observed across Coping 

Pattern II (maintaining social support, self-esteem and psychological stability) and 

Coping Pattern III (understanding the health care situation through communication with 

other parents and consultation with the health care-team) indicate gaps in social support 

utilization and healthcare communication, particularly among mothers, low-income 

families, and parents with limited education. These results underscore the necessity of 

family-centred, culturally responsive mental health services that strengthen parental 

education, promote social support networks, and improve collaboration between 

families and healthcare professionals. Integrating structured caregiver support within 

occupational therapy and mental health services is essential to enhance parental 

resilience, optimize family functioning, and ultimately improve outcomes for children 

and adolescents with mental illness. 

Keywords: Parents, Coping Patterns, Child and Adolescents, Mental illness. 
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1.1  Background 

Mental illness in children and adolescents is a growing global concern, with 

approximately 10–20% of children and adolescents worldwide experiencing mental 

health disorders (WHO, 2021). Worldwide, 8% of children and 15% of adolescents 

experience a mental disorder, but the majority of them do not seek help or receive care. 

Suicide is the third leading cause of death in 15-29 years old (WHO, August 2024). In 

Bangladesh 13.6% Children and Adolescents aged 7 – 17 years experiences mental 

health disorders (National Mental Health Survey, Bangladesh, 2019). Conditions such 

as autism spectrum disorder (ASD), attention-deficit/hyperactivity disorder (ADHD), 

intellectual disability (ID), depressive disorder, anxiety disorder and conduct disorder 

can significantly impact a child’s daily functioning and development. Parental coping 

plays a crucial role in managing these conditions, influencing both the child’s well-

being and the family’s overall mental health. However, the stress and emotional burden 

on parents of children and adolescents with mental illness often go unmeasured, leading 

to gaps in providing adequate support and interventions (Johnston et al., 2022). 

  Research indicates that parents of children with mental illness experience higher 

levels of psychological distress, financial strain, and social isolation compared to 

parents of typically developing children (Davis & Carter, 2008). Studies suggest that 

coping mechanisms, such as problem-focused coping and emotional support, 

significantly affect parental resilience (Lazarus & Folkman, 1984). Existing research 

also highlights that structured-assessments, such as the Child Health Inventory for 

Parents (CHIP), provide a standardized approach to measuring parental coping and 
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stress levels. However, limited studies have explored the effectiveness of CHIP in 

evaluating coping strategies across different cultural and socioeconomic settings. 

Recent studies emphasize that parental coping mechanisms vary based on demographic 

factors such as socioeconomic status, education level, and cultural background. 

Emerging research suggests that tailored interventions, such as mindfulness programs 

and peer support groups, can enhance parental coping and reduce stress-related health 

issues (Brown & Patel, 2022). Despite these advancements, there remains a critical gap 

in measuring and analysing parental coping strategies in diverse populations using 

validated tools like CHIP. This study aims to address this gap by systematically 

assessing how parents cope with their child’s mental illness and identifying key areas 

for intervention. 

  The primary aim of this study is to measure level of coping patterns among 

parents of children and adolescents with mental illness using the Child Health Inventory 

for Parents (CHIP). By identifying specific coping patterns, the study seeks to provide 

insights into the psychological and social support needs of these parents. The findings 

will contribute to developing targeted intervention strategies that improve parental well-

being and enhance the overall management of childhood mental health disorders. 

Furthermore, the study’s outcomes can guide policymakers and healthcare professionals 

in designing family-centred mental health programs, ultimately fostering a more 

supportive environment for affected families. 

1.2 Justification of the study 

To the best of my knowledge, no study reported the parental coping of children and 

adolescents with mental illness by using the Child Health Inventory for Parents (CHIP) 

scale in Bangladesh. Parental coping plays a critical role in managing childhood mental 

illness, impacting both the child’s development and the overall family dynamic. 



3 

 

 

However, research on measuring parental coping using the Child Health Inventory for 

Parents (CHIP), remains limited, particularly in diverse cultural settings. This study is 

significant as it bridges this gap by providing evidence-based insights into how parents 

adapt to the challenges of caring for a child with mental illness. 

 Occupational therapists work with families to develop adaptive strategies, improve 

daily functioning, and reduce caregiver stress (American Occupational Therapy 

Association [AOTA], 2020). By identifying coping patterns, this research can 

contribute to family-centred OT interventions that promote resilience and reduce 

burnout among caregivers. 

  This study expands the existing literature on parental coping by utilizing CHIP 

to measure stress, adaptation, and coping strategies. The findings can inform future 

research on mental health interventions tailored to family needs. From societal 

perspective, the study underscores the emotional, financial, and psychological burden 

parents face when raising a child with mental illness. By bringing awareness to these 

challenges, the research can advocate for increased mental health resources, parental 

support programs, and community-based interventions. 

  At the policymaking level, the study provides empirical data that can inform 

policymakers about the necessity of integrating family-centred mental health programs 

into national health policies. Policymakers can use these insights to allocate resources 

more effectively and implement policies that ensure parents receive adequate mental 

health support (World Health Organization [WHO], 2021).  

It highlights the importance of family-centred interventions in occupational therapy, 

emphasizing the need for holistic approaches that consider both the child and their 

caregivers. Occupational therapists can use CHIP data to tailor intervention plans that 

address parental stress and coping challenges, ultimately improving therapeutic 
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outcomes. The study provides specific insights into coping mechanisms that can guide 

occupational therapists in developing targeted interventions, such as structured 

caregiver training, stress management workshops, and home-based therapy programs. 

The findings can be used to create new OT programs focused on enhancing parental 

coping, thereby strengthening parent-child relationships and improving overall family 

well-being. 

  The study’s impact extends beyond academia and clinical practice. By 

identifying coping strategies and stressors, it fosters a better understanding of how to 

support parents effectively. Occupational therapists, psychologists, educators, and 

policymakers can all benefit from the study’s findings, using them to enhance support 

networks for families dealing with childhood mental illness. 

1.3 Operational Definition 

1.3.1 Parental Coping Pattern  

Parental coping pattern is operationally defined as the extent and manner in which 

parents use coping strategies to handle the stress associated with caring for a child or 

adolescent with mental illness, as measured by the total and subscale scores of the 

Coping Health Inventory for Parents (CHIP) scale. The CHIP identifies three coping 

patterns. 

  1.3.1.1 Coping Patterns I: Family Integration, Cooperation, and Optimism 

(Efforts to maintain family stability, unity, and positive outlook). 

  1.3.1.2 Coping Patterns II: Maintaining Social Support, Self-esteem & 

Psychological Stability (Seeking emotional support, maintaining personal well-being, 

and staying psychologically balanced). 
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  1.3.1.3 Coping Patterns III: Understanding the Medical Situation Through 

Communication (Learning about the illness, communicating with health professionals, 

and connecting with other parents). 

Higher scores in each subscale indicate stronger coping patterns, while lower scores 

indicate weaker coping patterns. (Mccubbin et al., n.d.) 

1.3.2 Mental Illness 

According to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 

(DSM-5),"Mental illness / mental disorder is a syndrome characterized by clinically 

significant disturbance in an individual’s cognition, emotion regulation, or behavior that 

reflects a dysfunction in the psychological, biological, or developmental processes 

underlying mental functioning." Mental disorders are typically associated with distress, 

disability, or a significant impairment in social, occupational, or other important areas 

of life. (American Psychiatric Association, 2013) 

1.4  Aim of the study 

To find out the level of parental coping pattern among parents of children and 

adolescents with mental illness. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



6 

 

 

 
 
In this literature review chapter, a comprehensive synthesis of existing research on 

parental coping strategies, stress, and family well-being in the context of mental illness 

among children and adolescents is presented. The review draws on a variety of scholarly 

databases, including PubMed, PsycINFO, Scopus, and Google Scholar, which were 

used to identify relevant studies published over the past 10-12 years. The selected 

studies encompass diverse methodologies, ranging from quantitative surveys and cross-

sectional analyses to qualitative interviews and case studies. By synthesizing findings 

from various global contexts such as those from India, Saudi Arabia, Greece, and other 

countries, this review aims to provide a broad understanding of the factors that influence 

parental coping mechanisms. It also highlights the gaps in literature, particularly 

regarding the application of the Coping Health Inventory for Parents (CHIP) scale in 

Bangladesh, which remains underexplored. Through this synthesis, this review not only 

integrates existing theoretical perspectives but also underscores the need for culturally 

sensitive approaches to enhance family well-being in the face of childhood mental 

health challenges. 

The process of developing the literature review figure from the literature matrix 

involved systematically organizing and synthesizing key themes and findings from the 

selected studies. Initially, each article was analyzed (Lohar et al., 2023) to identify core 

concepts related to parental coping strategies, stress, family functioning, and socio-

demographic factors. The literature matrix served as a foundational tool, categorizing 

each study based on its research focus, methods, results, and gaps. 

While reviewing the literature, it was apparent that the field of mental-illness has 

generated more interest over the past several years. Many facets of mental-illness have 

 CHAPTER II: LITERATURE REVIEW 
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been investigated including the stress and coping abilities of parents who have a child 

with mental-illness and the daily struggles they face. When investigating the coping 

strategies used by parents who have a child with mental-illness (e.g., ASD, ADHD, 

Anxiety Disorder, Depressive Disorder, ID, Conduct Disorder), it is essential that a 

thorough investigation done. 

Figure 2.1:  

Associated factors and Socio-demographic influences on parental coping and Family 

Quality of Life & Family well-being.  
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2.1 Parental Coping  

Parental coping represents how parents manage emotional, psychological, and practical 

demands while raising a child with mental illness. Coping responses vary based on 

internal resources and external supports and significantly influence both parental well-

being and child outcomes (Lohar et al., 2023);Papadopoulos et al., 2023). 

2.1.1 Associated Factors 

 

2.1.1.1 Parental Stress and Illness Perception: Parental stress is closely linked 

to parents' perception of their child's illness. Specifically, higher parental stress, related 

to the core symptoms of mental illness (e.g., autism spectrum disorder), is associated 

with lower Family Quality of Life (FQoL). Conversely, greater perceived control over 

treatment positively correlates with improved family well-being. 

A cross-sectional study was conducted in Greece, recruiting participants from 

speech therapy centres, occupational therapy centres, and a General Children's Hospital, 

involving 53 mothers of children diagnosed with ASD aged 31–49 years. The study 

highlights that perceptions of ASD severity significantly influence stress levels, 

consequently impacting family dynamics(Papadopoulos et al., 2023). 

Another cross-sectional study was conducted in Tezpur, Assam, India, involving 

100 biological parents to assess the stress and coping mechanisms of parents with 

children seeking treatment from a tertiary care mental health institute. The important 

finding is  that high stress commonly observed among parents of children with mental 

illness and chronic stress without support leads to burnout, here parental stress mean 

score was 45.72 ± 8.25 indicating high stress , affecting parenting quality and emotional 

availability (Lohar et al., 2023). 

2.1.1.2 Parental Mental Health & Family Functioning: Poor parental mental 

health is directly associated with lower family functioning and decreased Family 
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Quality of Life. Families where parents experience mental illness (e.g., depression, 

anxiety) generally report significantly lower family well-being and poorer mental health 

outcomes for their children (Sell et al., 2021)(Melchior, 2019). Additionally, lower 

family functioning directly correlates with increased parental distress, emphasizing the 

reciprocal relationship between parental mental health and family dynamics (Reed, 

2023). 

In Germany, a study that published in the journal named Frontiers in Psychiatry 

reported that parents with depression, anxiety, or other mental health concerns are at 

risk of using maladaptive coping, which negatively impacts family dynamics and child 

outcomes (Sell et al., 2021). Another Cross-sectional observational study aims to 

Compare parental health-related quality of life (HRQoL) to Canadian population norms 

using the SF‑36, examine associations between family functioning and parental physical 

and mental HRQoL shows that families with low cohesion, adaptability, and 

communication experience poorer quality of life and more dysfunctional coping 

patterns (Reed et al., 2023). 

2.1.1.3 Parental Coping Style: Parental coping styles play a crucial role in 

managing stress related to children's mental health conditions. Positive coping 

strategies, such as positive reappraisal, active problem-solving, and emotional support-

seeking, are frequently associated with lower stress and better family outcomes. Lohar 

(2023) demonstrated that coping mechanisms vary significantly by gender, with 

mothers often using emotion-focused coping, while fathers lean towards problem-

focused strategies. Similarly, Sell (2021) found positive coping, particularly religiosity 

and meaning-making, was associated with fewer mental health symptoms in children. 

A study by Alostaz J. was conducted in United States to examine whether 

adaptive parental coping moderates the relationship between child autism symptoms 
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and externalizing problems and parents' reactions to their children’s negative emotions 

reports that positive coping (e.g., active planning, cognitive reappraisal) leads to better 

outcomes and avoidance-based coping may offer temporary relief but worsens stress 

over time (Alostaz et al., 2022). 

2.1.1.4 Severity of Child’s Condition: The more severe or disruptive the 

child’s symptoms, the more stress the parents face, requiring more intensive coping 

efforts (Papadopoulos et al., 2023). A quantitative cross-sectional study was conducted 

in Saudi Arabia using online questionnaires distributed via social media (Twitter, 

Snapchat, WhatsApp), including 425 parents to measure burnout and anxiety among 

parents of children with neurodevelopmental disorders (NDDs) compared to parents of 

typically developing children. This study demonstrated that the severity of the child's 

condition strongly affects parental coping and family well-being, also increased severity 

of neurodevelopmental disorders (NDDs), like ADHD, strongly correlates with higher 

anxiety and burnout in parents. The comparison between parents of typically developing 

children and those with severe disorders clearly indicates significantly elevated parental 

distress levels associated with more severe symptoms(Alostaz et al., 2022). 

2.1.1.5 Pandemic & Social Support: Lack of social support contributes to 

isolation and burnout among parents with chronic health conditions. In 2022, a study 

conducted in Israel to identify changes in family coping-strategy profiles among parents 

pre- and during the first COVID-19 lockdown. To analyse interactions between the 

clusters of coping strategies pre-COVID with family quality of life (FQOL) during the 

first lockdown. This study reported that the COVID-19 pandemic has markedly 

influenced family coping strategies. Families who employed positive cognitive 

appraisal during the pandemic generally maintained or even improved their Family 

Quality of Life. On the other hand, families lacking sufficient social support 
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experienced noticeable declines in emotional well-being and family interactions, 

highlighting the critical role social support systems play during crisis situations. Events 

like COVID-19 have significantly altered family coping dynamics, pushing many 

toward emotion-focused or avoidance strategies and affecting FQoL. Strong networks 

of emotional, instrumental, and informational support reduce parental anxiety and 

buffer the impact of stress (Fogel et al., 2022). 

 

2.1.2 Socio-demographic Information 

 

2.1.2.1 Parental Age & Gender: Parental age and gender significantly 

influence coping strategies. Older parents generally exhibit better problem-solving 

skills and emotional stability compared to younger parents, who might prefer emotion-

focused coping mechanisms. The study by Lohar (2023) identified clear associations 

between parental age, gender, and coping styles older fathers frequently engage in 

positive reappraisal, whereas mothers of various ages predominantly utilize distancing 

and acceptance. 

A Comparative analysis of coping styles and strategies was conducted in Spain 

and Singapore to explore the styles and strategies of coping with stress among parents 

of children with developmental disabilities (DD) compared to parents of children with 

typical development (TD), including 270 parents (167 parents of children with DD, 103 

parents of children with TD). The study reports that younger parents are more likely to 

engage in problem-focused or task-oriented coping (Bujnowska et al., 2021).  

Another study of Saudi Arabia shows that mothers, especially, report higher 

stress and anxiety compared to fathers, particularly when managing conditions like 

ADHD or ASD, age also influences perceived control and adaptability in stressful 

situations (Alrahili, 2023). 

2.1.2.2 Child Age & Number of Children: The child's age and the number of 
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children in the family notably impact coping behaviors. A quantitative study cross-

sectional study conducted in Sweden at 46 psychiatric units across five Swedish regions, 

including 87 children from 63 families aged 8–17 years to investigate the mental health 

and family context of children. The study reports that younger children (8–10 years old) 

tend to be associated with higher parental stress and mental health problems compared 

to older children (Alrahili, 2023).  

On the other hand a study conducted in Serbia to evaluate the characteristics of 

family functioning with mentally ill children and adolescents reports that families with 

more children face greater caregiving demands, which may overwhelm coping abilities 

(Jelkić et al., 2018). So the study insisted that, the birth order of children influences 

coping styles; for example, parents use more structured problem-solving approaches 

with first-born or single children compared to larger families. 

2.1.2.3 Parental Marital Status, Educational Level & Occupation: Parental 

marital status, educational background, and occupation significantly affect their coping 

capacities and family quality of life. Divorced mothers typically report lower FQoL 

compared to those in stable marriages due to reduced social and emotional support 

systems (Papadopoulos et al., 2023). Moreover, higher educational attainment among 

parents consistently correlates with more effective coping mechanisms, particularly in 

structured problem-solving and emotional management strategies, higher education is 

linked to greater use of planful problem-solving and positive reappraisal coping 

strategies (Lohar et al., 2023). 

2.1.2.4 Parental Income Level & Socioeconomic Status: Higher parental 

income and socioeconomic status are strongly associated with better family coping 

outcomes and enhanced Family Quality of Life. Studies consistently find that higher 

SES is associated with improved access to resources, lower stress, and better overall 
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coping and FQoL, lower SES families face more stressors and have limited access to 

support (Papadopoulos et al., 2023). Conversely, lower socioeconomic status is 

commonly linked with increased parental stress, limited coping resources, and poorer 

family functioning (Jelkić et al., 2018). 

2.1.2.5 Family Structure and Cultural Context: Family structure and cultural 

context significantly influence coping behaviors and family functioning. Extended or 

supportive family structures typically provide a stronger social support network, 

enhancing parental coping and family well-being. Furthermore, cultural differences 

strongly impact coping strategies, highlighting the importance of culturally sensitive 

coping frameworks. 

For instance, A cross-sectional study was conducted a children's hospital in 

Poland, including 459 parents aged 30–59 years that aim to validated the Coping Health 

Inventory for Parents (CHIP), revealing culturally distinct coping styles emphasizing 

family support systems. This study reports that cultural norms influence perceptions of 

mental illness and appropriate coping strategies(Bąk & Zarzycka, 2022). 

Another study conducted in Spain, to synthesize current knowledge about the 

association between parents' emotional intelligence (EI) and psychological, 

developmental, and mental health-related variables of their children. The study shows 

that collectivist cultures may emphasize family support, while individualist cultures 

may stress independence (González et al., 2021).  

2.1.3 Family Quality of Life (FQoL) 

FQoL is both an outcome and a feedback mechanism for coping. It reflects the family's 

emotional well-being, social functioning, and satisfaction with life. Effective coping 

supported by favorable demographic and psychosocial conditions leads to enhanced 
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FQoL, while poor coping leads to distress, conflict, and reduced functionality (Sell et 

al., 2021). 

Each item in this literature review figure is intricately connected, demonstrating 

clear relationships between socio-demographic factors, parental coping strategies, and 

family quality of life. Specifically, factors like parental stress, coping styles, and the 

severity of the child's condition directly influence family outcomes, whereas socio-

demographic elements such as parental age, marital status, and socioeconomic status 

provide context that shapes these coping behaviors. Overall, understanding these 

interconnections underscores the necessity of holistic, culturally sensitive interventions 

to enhance parental coping and family well-being in contexts involving childhood 

mental health challenges. 
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3.1  Study Question, Aim & Objectives 

3.1.1 Study question 

What is the level of parental coping pattern among parents of children and 

adolescents with mental illness? 

3.1.2 Aim  

To find out the level of parental coping pattern among parents of children and 

adolescents with mental illness. 

3.1.3 Objectives 

• To assess the level of coping pattern of family integration, cooperation, and an 

optimistic definition of the situation among parents. 

• To identify the level of coping pattern of social support, self-esteem, and 

psychological stability among parents. 

• To understand the level of coping pattern of the health care situation through 

communication with other parents and consultation with the health care team. 

• To find out the associated factors of parental coping patterns. 

• To find out the sociodemographic information. 

3.2 Study design 

3.2.1 Study Method 

This study was followed a quantitative method because it involves a standardized 

instrument (CHIP) that collects numerical data on parental coping. The CHIP is a 

structured, standardized questionnaire designed to measure parental coping and well-

CHAPTER III: METHODS AND MATERIAl’S 
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being in relation to their child’s health condition. It generates quantifiable data that can 

be statistically analysed to identify coping patterns among parents. A quantitative 

approach ensures reliability and validity by using structured survey responses rather 

than subjective narratives.  

The CHIP tool has been validated in prior research, making it a reliable instrument for 

measuring coping behaviours in parents. (McCubbin et al., 1983; Gothwal et al.,2015; 

Toledano- Toledano et al., 2020) 

This study introduces CHIP-CE (Child Edition) as a standardized tool to assess 

children's health and well-being from a parental perspective. It measures functional 

health, including physical, emotional, and social aspects, which influence parental 

coping strategies. The tool was tested for reliability and validity, confirming its 

effectiveness in assessing children's health outcomes and how parents perceive their 

child's well-being. (Riley et al.,1998) 

Expands on CHIP to create a version for adolescents, further validating the 

framework in measuring health-related quality of life from both parent and adolescent 

perspectives. Highlights how parents’ perceptions of their child's health condition 

influence their coping mechanisms, decision-making, and stress management. Supports 

the use of CHIP as a quantitative measure to assess how parents adapt to their child's 

mental and physical health conditions. (Starfield et al.,1999)  

 3.2.2 Study Approach 

This quantitative study employed a cross-sectional survey design to assess parental 

coping among parents of children with mental illness using the Child Health Inventory 

for Parents (CHIP). The design enabled the measurement of coping strategies at a single 

point in time and facilitated the examination of associations between parental coping 
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and selected demographic and psychosocial factors. The cross-sectional approach was 

chosen for its efficiency, feasibility, and suitability for standardized survey-based data 

collection, while acknowledging its limitation in establishing causal relationships 

(Sedgwick, 2014; Vogt & Johnson, 2015). 

 

3.3 Study Setting and Period  

3.3.1 Study setting 

Data was collected from NIMH (National Institute of Mental Health & Hospital), 

Rehabilitation Centres (CRP Paediatric unit, CRP Rabia-Noor Mental Health Day 

Centre, CRP-Mental Health Day Centre), Special Schools (William and Marie Taylor 

School, Prottasha Centre for Autism Care, Smiling Children Special School) in Dhaka. 

3.3.2 Study Period  

The study period was from June 2025 to December 2025, and the data collection period 

was from 02 August 2025 to 15 September 2025. 

 

3.4 Study Participants 

3.4.1 Study Population 

Parents of children and adolescents diagnosed with this six form of mental illness such 

as Autism-Spectrum Disorder (ASD), Attention-Deficit/Hyperactivity Disorder 

(ADHD), Intellectual Disability, Depressive Disorder, Anxiety Disorders, Conduct 

Disorder. [DSM-5, 2013, p. 20, 31, 155, 189, 470]. 
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3.4.2 Sample Size  

The study sample refers to the subset of the study population selected for data collection. 

The sample size and selection process will depend on Cochran’s formula, the sample 

size was calculated for a confidence level of 95%, a margin of error of 5%. 

Here, Z= the standard normal deviate usually set at 1.96 for Confidence Interval level 

= 95%; 

Population proportion p= 13.6%= 0.136; As the prevalence of children and adolescents 

with mental illness are 13.6% (NMHS, 2019). 

 q= (1-p) = 0.864; d= 5% =0.05; 

Sample size, n = Z2 pq / d2 = Z2 p (1-p) / d2 

                                             = (1.96)2 o.136 x 0.864 / (0.05)2 = 180.56 ~ 181; 

 Adding 10% non-response data to the actual sample size = 181+18 = 199; 

 According to the equation the sample size was 199 participants. 

 

3.4.3 Sampling Techniques 

This study used a convenience sampling technique, where participants were selected 

based on their availability and willingness to participate during the data collection 

period. Convenience sampling was suitable for this study because parents of children 

and adolescents with mental illness are often difficult to reach due to caregiving 

responsibilities, emotional stress, and time constraints related to treatment and hospital 

visits. Recruiting parents who were readily accessible at hospitals, rehabilitation 

centres, and special schools allowed the researcher to collect data efficiently within the 

limited time and resources of an undergraduate research project. 

Convenience sampling is widely used in health and mental health research, 

especially in clinical settings where the study population is readily available and meets 
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specific inclusion criteria (Etikan et al., 2016). In this study, all participants met clearly 

defined inclusion and exclusion criteria, which helped ensure that the sample was 

relevant to the research objectives. Although convenience sampling may limit the 

generalizability of findings, recruiting participants from multiple settings helped 

increase sample diversity and strengthen the credibility of the results. 

 

3.4.4 Inclusion and Exclusion Criteria 

3.4.4.1 Inclusion Criteria: 

•  Parents of children and adolescents who were diagnosed with a mental illness 

before age 15 years, and whose current age was between 7 to 17 years, was 

included in the study. 

• Parents of children and adolescent who were willing to take part in the study 

and provide informed consent. 

3.4.4.2 Exclusion Criteria: 

• Parents of children and adolescents who has been diagnosed with a mental 

illness for less than six months was excluded from the study. 

• Parents with severe cognitive impairments or with other mental disorder was 

excluded from the study to prevent questionnaire complication.  

 

3.5 Ethical considerations 

3.5.1 Ethical Clearance 

Ethical approval was obtained from the Institutional Review Board (IRB) at the 

Department of Occupational Therapy, Bangladesh Health Professions Institute (BHPI). 

The IRB form number is CRP-BHPI/IRB/07/2025/1089 (see in details appendix-A). 
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Permission was also obtained from the Head of the Occupational Therapy department, 

BHPI, to collect data from the study setting. The study followed ethical guidelines set 

forth by the World Medical Association (World Medical Association, 2022).  

3.5.2 Informed Consent (Information Sheet, Consent Form, Withdrawal 

Form) 

Informed consent is an ethical and legal principle requiring medical interventions to be 

performed only after participants are fully informed about the purpose, nature, 

consequences, and risks (Guraya et al., 2014). The student researcher shared participants 

with an information sheet explaining the aim, objective, and purpose of the study during 

data collection. The participants expressed their willingness to take part in the study and 

to have their data with written consent. 

3.5.5.1 Participant Explanatory Statement: The Participant Information Sheet 

provides comprehensive information about the study, aids potential participants in 

deciding to participate, and offers contact details. (See appendix D) 

3.5.5.2 Consent Form: The student researchers emphasize that research 

participation should be voluntary, informed by sufficient information and understanding 

often proposed research and its implications (NHMRC,2023). (See Appendix E). 

3.5.5.3 Withdrawal Form: Throughout this study, individuals were free to 

choose, whether to participate or not. They were also allowed to withdraw participation 

from the study within 2 weeks from the time of interview. (See Appendix F) 

3.5.3 Unequal Relationship 

 The student researcher was preventing unequal relationship from affecting participant 

selection, ensuring fairness and unbiasedness. The student researcher gathered data 
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using a standardized questionnaire, and the participants was willing to completed. This 

approach eliminated potential bias, ensuring a balanced power relationship. 

3.5.4 Risk and Beneficence 

Participation in this study did not involve risk and beneficence. There was no monetary 

or any other benefit involved in this study. According to the NHMRC 2023, guidelines 

the researcher was clearly explaining the absence of physical, social, or environmental 

risks in the study, ensuring informed consent and upholding ethical conduct standards. 

3.5.5 Confidentiality  

The student researcher was deeply committed to maintaining the confidentiality of the 

participants' information. The participant's information was shared only with the 

supervisors, as explicitly mentioned in the information sheet. Additionally, any 

identifying information about the participants was not disclosed for future use, 

including report writing, publications, conferences, media, or any written or verbal 

discussions. The participants were clearly informed about confidentiality through the 

information sheet.  

3.6 Data Collection Process 

3.6.1 Participant Recruitment Process 

                                                                         

Step 1

• Ethical approval was obtained from the Institutional Review Board 
(IRB) of Bangladesh Health Professions Institute (BHPI)

Step 2
• Participants was recruited from NIMH, CRP, and Special Schools

Step 3

• Data was collected through structured questionnaires (CHIP) and 
Sociodemographic questionnaires following inclusion and exclusion 
criteria

Step 4

• Informed consent was obtained before participation for the face to face 
survey
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3.6.2 Data Collection Method 

Data was collected by face-to-face survey by using CHIP questionnaires. 

3.6.3 Data Collection Instrument 

The Coping Health Inventory for Parents (CHIP) is a self-report instrument developed 

to assess how parents manage family life when caring for a child with a serious or 

chronic illness. It consists of 45 specific behaviours that parents might use to cope with 

their child's condition. Parents rate each behaviour on a Likert-type scale ranging from 

0 (not helpful) to 3 (extremely helpful). If a coping behaviour is not used, parents 

indicate whether it's by choice or because it's not applicable to their situation. 

[mccubbinresilience.org] 

The CHIP is divided into three subscales: 

• Maintaining Family Integration, Cooperation, and an Optimistic Definition of the 

Situation: This subscale includes 19 behaviours aimed at strengthening family life 

and fostering a positive outlook. 

• Maintaining Social Support, Self-Esteem, and Psychological Stability: Comprising 

18 items, this subscale focuses on developing relationships, enhancing self-worth, 

and managing psychological pressures. 

• Understanding the Health Care Situation Through Communication with Other 

Parents and Consultation with the Health Care Team: This subscale contains 8 

behaviours directed at building relationships with healthcare professionals and other 

parents to better understand the illness and manage home care-treatments. 

Each subscale has demonstrated good internal consistency, with Cronbach's alpha 

coefficients of 0.79, 0.79, and 0.71, respectively. The primary purpose of the CHIP is to 

measure a family's coping strategies when faced with a child's serious or chronic illness. 

It helps identify which behaviours parents find helpful in managing family life under 



23 

 

 

these challenging circumstances. This information can guide interventions to support 

families in enhancing their coping mechanisms. The CHIP has been widely used in 

studies involving children with chronic illnesses and disabilities, providing valuable 

insights into parental coping patterns. (McCubbin, H.I., McCubbin, M.A., Patterson, 

J.M., Cauble, A.E., Wilson, L.R., & Warwick, W. 1983). 

• Demographic Variables includes parent age, parent gender, marital status, 

relationship to the child, educational level, employment status, monthly income, 

religion, family type, place of residence, number of family member, number of 

children, child age, child gender, diagnosis, duration of illness, treatment status, 

schooling status, distance of nearest health facilities. 

• Measurement variables of CHIP include the three subscales.  

3.6.4 Field Test  

The student researcher, with the help of the supervisor and a mental health professional 

expert in formal Bengali writing, translated the questionnaire into Bengali, which is the 

native language of Bangladesh. To identify potential problems with the questionnaire, 

it was pretested with one respondent who was similar to the study population. After 

pretesting, the questionnaire was finalized with the necessary corrections for the study. 

3.7 Data Management and Analysis 

Data management, which refers to the systematic method of handling, organizing, and 

guaranteeing the quality and accessibility of data during the study period and its 

lifecycle, is an essential and integral component of quantitative cross-sectional research, 

as well as any other type of research. This typically includes various stages from data 

creation to disposal. Effectively managing data assets, preserving data integrity, 

conducting analyses, and providing quick, safe access to produced information are the 
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objectives of research data management. In this instance, following careful data 

management planning, the procedure began with gathering data through face-to-face 

surveys using a well-crafted and structured data collection questionnaire. In order to 

further the cause, the data was processed, cleansed, and loaded into Statistical Package 

for Social Science (SPSS) version 20. This required looking for, locating, and fixing 

any problems, duplicate entries, inconsistent data, etc. Following that, appropriate data 

storage on Google Cloud was made sure of, allowing the data to be conveniently 

accessible, safe, and structured when needed.  

Researcher used descriptive statistics analysis to calculate means, standard 

deviations and frequency distributions. After the revision of the data set and checking 

the normality nonparametric tests like T-test and ANOVA test are done for Coping 

Pattern II (Maintaining social support, Self-esteem and psychological stability), Mann 

Whitney U test & Kruskal Wallis test are done for Coping Pattern I (Family integration, 

Cooperation and an Optimistic definition of the situation) and Coping Pattern III 

(Understanding the healthcare situation through communication with other parents and 

Consultation with the health care-team) and also multiple linear regression analyses was 

used to determine associations and predictors. Once the analysis was finished, it is 

crucial to involve appropriate individuals in the data sharing process, such as 

supervisors in order to ensure data quality and researchers to guarantee data sharing 

while maintaining 22 privacy and ethical compliance. And it is necessary to disseminate 

the findings and insights gained from the data analysis and that is why it was written 

and presented through tables and reports for the purpose of conveying information 

effectively. The data preservation and archiving stage of data management is now 

centered on storing the data in a secure and accessible manner because data has evolved 

into information and is important for future reference. After ten years, data that is no 
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longer needed or relevant will be safely deleted or destroyed to safeguard privacy in 

accordance with established laws and regulations. 

3.8 Quality Control and Quality Assurance  

The study ensured the highest level of data quality and safety by strictly adhering to the 

five steps of data cycle management. 120 participants actively participated in this study. 

The surveys were conducted in a paper document format with areas set aside for 

answers, along with informed consent and withdrawal forms. Every response of the 

participants and data was maintained confidentiality. Every document was photocopied 

for further preservation in order to increase security. Both the data gathering procedure 

and the ensuing data input were carried out with fairness. All data was originally saved 

in the SPSS. Furthermore, copies of the data were safely kept in the personal laptop 

which was highly secured. There was a strong focus on making sure the data was used 

responsibly, and strict precautions was made to avoid any unwanted access. Throughout 

the investigation, the data was kept in their original condition; neither alteration nor 

exploitation took place. As they anticipate its significance for future research projects, 

the supervisor and the researcher both urge for comprehensive preservation. Realizing 

that the data will only be useful for a short time once the study period is over, the data 

utilized in this research will be properly disposed of after its assessment is over. 
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A cross-sectional study was conducted on the level of parental coping patterns among 

parents of child and adolescents with mental illness. This chapter presents the study's 

findings in tables and figures, with comparison of helpfulness levels across coping 

patterns and association and influence of different variables on coping patterns. 

4. 1 Sociodemographic characteristic  

Table 4.1:  

Distribution of Sociodemographic Characteristics of the parents  

Variable Category n=120 Percentage (%) 

 

Age 

22-42 years 88 73.3 

43-63 years 32 26.7 

 Median = 37 years, SD (±7.634), Minimum= 22 years, 

Maximum= 62 years 

 

Gender 

Male 26 21.7 

Female 94 78.3 

 

Marital status 

Married 111 92.5 

Separated/ 

Divorced 

6 5.0 

Widowed 3 2.5 

 

Relationship to the 

child 

Mother 94 78.3 

Father 26 21.7 

 

Educational 

qualification 

No formal 

education 

7 5.8 

Primary 27 22.5 

Secondary 29 24.2 

CHAPTER IV: RESULTS 
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Higher Secondary 29 24.2 

Graduate 5 4.2 

 

Postgraduate or 

above 

23 19.2 

 

Occupation 

Housewife 82 68.3 

Service holder 17 14.2 

Business 10 8.3 

Farmer 2 1.7 

Others 9 7.5 

 

Monthly income 

< 29000 Tk 67 55.8 

29000 or above 

29000 Tk 

53 44.2 

 Median = 25000 BDT, SD (±30896.643), Minimum= 3000 

BDT, Maximum= 200000 BDT 

 

Religion 

Islam 116 96.7 

Hinduism 4 3.3 

 

Table 4.1 portrays an overview of the sociodemographic details of parents of child and 

adolescents with mental illness. The study involved 120 participants, with 21.7% (n=26) 

being male and 78.3% (n=94) being female, this suggests that caregiving 

responsibilities are predominantly undertaken by mothers. The average ages of 

participating parents ranged from 22 to 62 years, with a median age of 37 years with a 

standard deviation of ±7.634. Most of the parents, 73.3%(n=88) were within the 22–42-

year age group, indicating that the majority of caregivers were relatively young to 

middle-aged adults. A majority of the participants were married 92.5% (n=111), 5% 

(n=6) were Separated/divorced, 2.5% (n=3) were widowed. 78.3% (n=94) of the total 

respondents, were mothers and 21.7% (n=26) were fathers. This further reinforces the 

central caregiving role of mothers in child disability management. Regarding education, 
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24.2% (n=29) had completed secondary and higher secondary education, 22.5% (n=27) 

had completed primary education, 19.2% (n=23) held postgraduate or higher degrees 

and only 5.8%(n=7) had no formal education. The majority of the parents were 

housewives 68.3% (n=82), followed by service holders 14.2% (n=17) and business 

owners 8.3% (n=10), a very small percentage were farmers 1.7% (n=2) and engaged in 

other occupations 7.5% (n=9), this reflects that most mothers were full-time 

homemakers. The average monthly family income was 25000 BDT., with a standard 

deviation of ±30896.643. Furthermore, 55.8% (n=67) of the participants reported a 

monthly family income <29000 BDT and 44.2% (n=53) of the participants reports a 

monthly family income 29000 or above 29000 BDT, indicating substantial income 

variation and the presence of both low- and middle-income households. Most families 

were Muslim 96.7% (116), with a small representation of Hindu families 3.3% (n=4), 

reflecting the typical religious distribution of the region. 

Table 4.2: 

 Distribution of Sociodemographic Characteristics of the Family 

Variable Category n=120 Percentage (%) 

Family type Nuclear 95 79.2 

Joint  25 20.8 

Place of residence Urban  25 20.8 

Semi-urban  47 39.2 

Rural  48 40.0 

Number of Family 

members 

< 5 persons 89 74.2 

5 or above 5 

persons 

31 25.8 

1-3 children 111 92.5 
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Number of 

Children 

4-6 children 9 7.5 

Other member 

with chronic 

illness/ disability 

Yes 10 8.3 

No 110 91.7 

Specify illness/ 

disability 

ADHD 3 2.5 

Amputation  1 .8 

ID 5 4.2 

OCD 1 .8 

 

The data in Table 4.2 outlines key details about family information of the participants, 

such as the majority lived in nuclear families 79.2% (n=95), whereas 20.8%(n=25) lived 

in joint families. Among the participants, 20.8% (n=25) urban, 39.2% (n=47) semi-

urban and 40% (n=48) lived across rural areas, with rural and semi-urban populations 

forming the majority, this demonstrates wide geographic representation. Most families 

74.2% (n=89) had fewer than five members, indicating relatively small household sizes. 

A vast majority 92.5% (n=111) had 1–3 children, while only 7.5% (n=9) had 4–6 

children, reflecting a trend toward smaller family units. Only 8.3% of families had 

another member with a chronic illness/disability. 

Table 4.3:  

Distribution of Sociodemographic Characteristics of the child’s health and disability  

Variable Category n=120 Percentage (%) 

Age 7-12 years 64 53.3 

13-18 years 56 46.7 

Median = 12 years, SD (±3.258), Minimum= 7 years, 

Maximum= 17 years 
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Gender Male 86 71.7 

Female 34 28.3 

Diagnosis ASD 29 24.2 

ADHD 33 27.5 

ID 53 44.2 

Anxiety Disorder 8 6.7 

Depressive 

Disorder 

12 10.0 

Conduct Disorder 10 8.3 

Duration of illness < 7 years 94 78.3 

7 or above 7 years 26 21.7 

Median = 5 years, SD (±3.0731), Minimum= .6 years, 

Maximum= 13 years 

Current treatment/ 

interventions 

Medication                             104 86.7 

Physio therapy  2 1.7 

Occupational 

therapy  

57 47.5 

Speech therapy  29 24.2 

Counselling  39 32.5 

Educational 

support 

5 4.2 

Current treatment 

setting 

Government 

hospital  

88 73.9 

NGO clinic 10 8.4 

Private hospital 35 29.4 

Others  4 3.3 

Current schooling 

status 

Not enrolled 43 35.8 

Regular school 40 33.3 

Special school 29 24.2 

Madrasa  8 6.7 
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Government 

disability card or 

support service 

Yes 26 21.7 

No  94 78.3 

Hospitalization for 

this condition last 

year 

Yes  28 23.3 

No  92 76.7 

Number of 

hospitalization 

times 

< 2 times 26 21.7 

2 or above 2 times 2 1.7 

Nearest health 

facility from home 

< 10 km 112 93.3 

10 or above 10 km 8 6.7 

Median = 2 km, SD (±5.706), Minimum= 1km, Maximum= 

35 km  

 

Table 4.3 displays the child’s health and disabilities information’s. The average ages of 

the child and adolescents ranged from 7 to 17 years, with a median age of 12 years with 

a standard deviation of ±3.258. Most of them were male 71.7% (n=86), while 28.3% 

(n=34) were female. The Children presented with diverse mental health conditions such 

as Intellectual disability 44.2% (n=53), ADHD 27.5% (n=33), ASD 24.2% (n=29), 

Depressive disorder 10% (n=12), Conduct disorder 8.3% (n=10), Anxiety-disorder 

6.7% (n=8), where ID, ADHD, and ASD were the most frequent diagnoses. Most 

children 78.3% (n=94) had been diagnosed for less than 7 years, with a median duration 

of 5 years and the duration ranged between 0.6 and 13 years. Among of the children 

were receiving multiple interventions 86.7% (n=104) were using Medication, 47.5% 

(n=57) were receiving Occupational therapy, 32.5% (n=39) were receiving Counselling, 

24.2% (n=29) were receiving Speech therapy, 4.2% (n=5) were receiving educational 

support and 1.7% (n=2) were receiving Physiotherapy (1.7%), this indicates a reliance 
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on pharmacological and multidisciplinary therapeutic care. Most families received 

treatment from government hospitals 73.9% (n=88), followed by Private hospitals 

29.4% (n=35), 8.4% (n=10) NGO clinics and 3.3% (n=4) other settings, indicating that 

many families utilized more than one service location. Furthermore, a considerable 

proportion of children were not enrolled in school 35.8% (n=43) and others attended: 

33.3% (n=40) of them Regular schools, 24.2% (n=29) of them Special schools, 6.7% 

(n=8) of them Madrasas, 0.8% (n=1) of them Home-based education, this highlights 

significant educational challenges among children with disabilities. Only 21.7% (n=26) 

had a government disability card or received support services and the majority 78.3% 

(n=94) lacked formal disability certification. About 23.3% (n=28) had been hospitalized 

in the past year for their condition, although only 1.7% (n=2) required hospitalization 

two or more times. Among of the respondents most families 93.3% (n=112) lived within 

10 km of a health facility, with a median distance of 2 km, only 6.7% (n=8) reported 

distances of ≥10 km, indicating generally good geographic accessibility. 
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4.2: Overview of Helpfulness Levels Across Coping Patterns  

Figure 4.1 

Level of helpfulness for Coping Pattern I: Family integration, Cooperation and an 

Optimistic definition of the situation. 

 

Figure 4.1 portrays that 79.2 % (n=95) of the participants thought that coping pattern I 

(Family integration, Cooperation and an Optimistic definition of the situation) was 

extremely helpful, 20% (n=24) was moderately helpful, 0.8% (n=1) was minimally 

helpful for them, but no one reported that coping pattern I (Family integration, 

Cooperation and an Optimistic definition of the situation) was not helpful for them.  

 

Not Helpful Minimally

Helpful

Moderately

Helpful

Extremely

Helpful

0% (n=0) 0.8% (n=1)

20% (n=24)
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Figure 4.2 

Level of helpfulness for Coping Pattern II:  Maintaining social support, Self-esteem and 

psychological stability. 

 

 

Figure 4.2 shows that 10 % (n=12) of the participants thought that Coping Pattern II 

(Maintaining social support, Self-esteem and psychological stability) was extremely 

helpful, 64.2% (n=77) was moderately helpful, 25.8% (n=31) was minimally helpful 

for them, but no one reported that coping pattern II (Maintaining social support, Self-

esteem and psychological stability) was not helpful for them.  
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Helpful

Moderately

Helpful

Extremely

Helpful

0% (n=0)
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Figure 4.3 

Level of helpfulness for Coping Pattern III: Understanding the healthcare situation 

through communication with other parents and Consultation with the health care-team. 

 

 

Figure 4.3 displays that 29.2% (n=35) of the participants thought that Coping Pattern 

III (Understanding the healthcare situation through communication with other parents 

and Consultation with the health care-team) was extremely helpful, 43.3% (n=52) was 

moderately helpful, 27.5% (n=33) was minimally helpful for them, but no one reported 

that coping pattern III (Understanding the healthcare situation through communication 

with other parents and Consultation with the health care-team.) was not helpful for 

them.  
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Helpful

Extremely

Helpful

0% (n=0)
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29.2% (n=35)



36 

 

 

Figure:4.4 

Comparison of Helpfulness Levels Across Coping Patterns  

 

Note:  

Coping Pattern I: Family integration, Cooperation and an Optimistic definition of the situation. 

Coping Pattern II:  Maintaining social support, Self-esteem and psychological stability. 

Coping Pattern III: Understanding the healthcare situation through communication with other parents 

and Consultation with the health care-team. 

Figure 4.4 displays the distribution of perceived helpfulness across the three coping 

patterns of the CHIP scale revealed notable variations. None of the coping patterns were 

rated as “Not Helpful,” indicating that all strategies provided at least some degree of 

benefit to parents. A minimal proportion of participants (0.8%, n=1) rated Coping 
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Pattern I as “Minimally Helpful,” whereas substantially higher percentages rated 

Coping Pattern II (25.8%, n=31) and Coping Pattern III (27.5%, n=33) within this 

category. In contrast, a larger proportion of parents rated the strategies as “Moderately 

Helpful,” with Coping Pattern II receiving the highest proportion (64.2%, n=77), 

followed by Coping Pattern III (43.3%, n=52) and Coping Pattern I (20%, n=24). The 

most prominent finding emerged in the “Extremely Helpful” category, where Coping 

Pattern I demonstrated the highest rating (79.2%, n=95), compared to Coping Pattern 

III (29.2%, n=35) and Coping Pattern II (10%, n=12). 

4.3: Overview of Impact of different variables on Coping Patterns  

Table 4.4: 

Association of different variables with Coping Pattern I: Family Integration, 

Cooperation, and An Optimistic Definition of the Situation (Mann Whitney U Test) 

 

Family Integration, Cooperation, and An Optimistic Definition of the Situation 

 

Variable Frequencies 

(n) 

Mean 

rank 

Z-value  

(Mann 

Whitney 

test)  

 

P-

value 

 

Parent age

  

  

22-42 years 88 55.96  

  

 

-2.374  

 

.018

  43-63 years 32 72.98 

 

Table 4.5: 

Association of different variables with Coping Pattern I: Family Integration, 

Cooperation, an Optimistic Definition of the Situation ((Kruskal-Wallis Test) 

Family Integration, Cooperation, and An Optimistic Definition of the Situation 

Variable Frequencies 

(n) 

Mean 

rank 

χ² P-value 
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Marital status 

 

Married 111 64.01  

 

 

15.298 

 

 

 

.001 

  

Separated / 

Divorced 

6 13.58 

Widowed 3 24.50 

Educational 

Qualification 

No Formal 

Education 

7 34.79  

  

  

  

 

 

 

 

 

 

14.610  

 

 

 

 

 

 

.012  

Primary 27 58.52 

Secondary 29 56.12  

Higher 

Secondary 

29 56.45 

Graduate 5 52.90  

Post graduate 

or above 

23 

 

82.93 

 

Table 4.4 & Table 4.5 shows the mean rank of parent age, marital status, educational 

qualifications that has an association with Coping Pattern I (Family Integration, 

Cooperation, and An Optimistic Definition of the Situation) where P values are .018, 

.001, .012 which was statistically significant (P <0.05). 

Table 4.6: 

Association of different variables with Coping Pattern II: Maintaining social support, 

Self-esteem and psychological stability 

Maintaining social support, Self-esteem and psychological stability 

Variable Frequencies (n) Mean SD ANOV

A-test 

P-

value 

Marital states Married 111 46.81 15.702  

5.917 

 

.004 Separated/

Divorced 

6 24.38 16.077 
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Widowed 3 48.77 9.503 

Educational 

Qualification 

No Formal 

Education 

7 29.10 17.591 8.479 .001 

Primary 27 41.77 15.368 

Secondary 29 43.42 11.162 

Higher 

Secondary 

29 44.19 15.890 

Graduate 5 40.00 14.018 

Post 

graduate 

or above 

23 

 

61.59 12.808 

 

Table 4.6 presents the group rank of marital status and educational qualification that has 

an association Coping Pattern II (Maintaining social support, Self-esteem and 

psychological stability) where P values are .004, .001 which was statistically significant 

(P <0.05). 

Table 4.7: 

Association of different variables with Coping Pattern III: Understanding the 

healthcare situation through communication with other parents and Consultation with 

the health care-team. (Mann Whitney U Test) 

 

Understanding the healthcare situation through communication with other 

parents and Consultation with the health care-team 

 

Variable Frequencies 

(n) 

Mean 

rank 

Z-value P-value 

Parent gender   

  

  

Male 26 42.90 

 

-2.919 

  

.004  

Female 94 65.37 

Relationship to 

child  

Mother 94 65.37 -2.919 .004 

Father 26 42.90 

Type of Family Nuclear 95 57.25  -2.000  .045  
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Joint 25 72.86 

Number of 

children  

1-3 child 111 62.40  

 

-2.101  

  

.036 

4-6 child 9 37.11  

Child age 7-12 years

  

64 67.95  

 

-2.511  

  

.012 

13-18 years 56 51.99  

 

Table 4.8: 

Association of different variables with Coping Pattern III: Understanding the 

healthcare situation through communication with other parents and Consultation with 

the health care-team. (Kruskal-Wallis Test) 

Understanding the healthcare situation through communication with other 

parents and Consultation with the health care-team 

Variable Frequencies 

(n) 

Mean 

rank 

 

χ² 
P-value 

Educational 

Qualification 

No Formal 

Education 

7 14.07 30.451 .001 

Primary 27 46.28 

Secondary 29 59.59 

Higher 

Secondary 

29 65.41 

Graduate 5 59.90 

Post graduate or 

above 

23 

 

86.41 

 

Place of 

residence 

Urban 25 62.66 6.920 .031 

Semi-urban 47 69.32 

Rural 48 50.74 

Current 

schooling 

status 

Not enrolled 43 51.14  

14.438 

 

.002 Regular school 40 55.81 

Special school 29 81.45 

Madrasa 8 58.31 
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Table 4.7 & Table 4.8 shows the group rank of parent gender, relationship to child, 

family type, number of children, child age, educational qualification, place of residence, 

current schooling status that has an association with  Coping Pattern III (Understanding 

the healthcare situation through communication with other parents and Consultation 

with the health care-team.) where P values are .004, .004, .045, .036, .012, .001, .031, 

.002 which was statistically significant (P< 0.05)
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4.4: Overview of Linear regression Model Analysis 

Table 4.9: 

Linear regression analysis of Coping Pattern I: Family Integration, Cooperation, and An Optimistic Definition of the Situation. 

Coping Pattern I 

Predictors Unadjusted Adjusted 

B (95% CI) P value B (95% CI) P value 

Parent Age 22-42 years Reference    

43-63 years 3.763 (.972; 6.554) .009 2.867 (.370; 5.365) .025 

Marital Status Married Reference    

Separated / Divorced -15.797 (-20.879; -10.716) .001 -14.207 (-19.191; -9.224) .001 

Widowed -2.539 (-7.268; 2.190) .290 -2.283 (-6.860; 2.294) .325 

Educational 

Qualification 

No Formal Education Reference    

Primary 4.414 (-1.251; 10.078) .125 3.912 (-1.096; -8.920) .125 

Secondary 3.189 (-.560; 6.938) .095 3.657 (.342; 6.972) .031 

Higher Secondary 2.044 (-.768; 4.856) .153 1.816 (-.671; 4.303) .151 

Graduate 1.594 (-1.534; 4.722) .315 1.438 (-1.345; 4.220) .308 

Post graduate or above 3.118 (1.197; 5.040) .002 2.614 (.929; 4.299) .003 
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Table 4.9 presenting the linear regression model analysis, where the unadjusted 

unstandardized coefficient (B) is showing how much Coping Pattern I (Family 

Integration, Cooperation, and An Optimistic Definition of the Situation) is influenced 

by parent age, marital status and educational qualification. Here 43-63 years age group 

parents showing coping pattern I is 3.763 times more helpful than 22-42 years age group 

parents which is statically significant where P value is .009.  

On the other hand, widowed parents are showing Coping Pattern I is 2.539 times 

less helpful which is not statistically significant, and separated or divorced parents 

showing 15.797 times less helpful than the married parents which is statically 

significant where P value is .001. 

In contrast, primary level educated parents showing Coping Pattern I is 4.414 

times, secondary level educated parents showing 3.189 times, higher secondary level 

educated parents showing 2.044 times and graduated parents showing 1.594 times more 

helpful which is not statically significant and the post graduate or above level educated 

parents showing 3.118 times more helpful than the parents who had no formal education 

which is statically significant where P value is .002. 

In the adjusted model also Parent age, Marital status, Educational Qualification 

(secondary, post graduate or above) are statistically significant. So, from the Adjusted 

and Unadjusted model indicating that parent age, parental marital status and educational 

qualification has greater influence in explaining the Copping Pattern I .



44 

 

 

Table 4.10: 

Linear regression analysis of Coping Pattern II: Maintaining social support, Self-esteem and psychological stability. 

Coping Pattern II 

Predictors Unadjusted Adjusted 

B (95% CI) 

 

P value B (95% CI) P value 

Marital Status Married Reference     

Separated/Divorced -11.833 (-18.277; -5.389) .001 -9.616 (-15.386; -3.847) .001 

Widowed 1.474 (-4.523; 7.471) .627 2.191 (-3.161; 7.544) .419 

Educational 

Qualification 

No Formal Education Reference     

Primary 6.335 (.374; 12.295) 

 

.037 

 

5.317 (-.436; 11.070) .070 

Secondary 4.774 (.829; 8.720) .018 4.446 (.652; 8.240) .022 

Higher Secondary 3.772 (.813; 6.731) .013 3.138 (.269; 6.007) .032 

Graduate 2.180 (-1.112; 5.472) .192 1.630 (-1.546; 4.807) .311 

Post graduate or above 5.416 (3.393; 7.438) .001 4.958 (2.998; 6.918) .001 

 

Table 4.10 presenting the linear regression model analysis, where the unadjusted unstandardized coefficient (B) is showing how much 

Coping Pattern II (Maintaining social support, Self-esteem and psychological stability) is influenced by parents’ marital status and 
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educational qualification. This time widowed parents showing that coping pattern II is 

1.474 times more helpful which is not statically significant and separated or divorced 

parents are showing 11.833 times less helpful than the married parents which is 

statistically significant where P value is .001. 

On the other hand, primary level educated parents showing coping pattern II is 

6.335 times, secondary level educated parents showing 4.774 times, higher secondary 

level educated parents showing 3.772 times, post graduate or above level educated 

parents showing 5.416 times more helpful which is statically significant where P values 

are .037, .018, .013, .001, and the graduated parents showing 2.180 times more helpful 

than the parents who had no formal education which is not statically significant. 

In contrast the adjusted model also showing that parents Marital Status 

(separated/ divorced) and Educational Qualification (Secondary, higher secondary, post 

graduate or above) are statistically significant. So, from the Adjusted and Unadjusted 

model indicating that parental educational qualifications and parental marital status 

have equal influence in explaining the Copping Pattern II.



46 

 

 

Table 4.11: 

Linear regression analysis of Coping Pattern III: Understanding the healthcare situation through communication with other parents and 

Consultation with the health care-team. 

Coping Pattern III 

Predictors Unadjusted Adjusted  

B (95% CI) P value B (95% CI) P value 

Relationship to child Mother Reference     

Father -7.593 (-12.474; -2.713) .003 -4.566 (-9.299; .168) .059 

 

Type of Family Nuclear Reference    

Joint 5.272 (.216; 10.328) .041 1.140 (-3.566; 5.846) .632 

Number of children 1-3 child Reference    

4-6 child -8.721 (-16.495; -.947) .028 -3.297 (-10.557; 3.963) .370 

Child age 7-12 years Reference    

13-18 years -5.004 (-9.092; -.915) .017 -.321 (-4.452; 3.810) .878 

No Formal Education Reference    
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Educational 

Qualification 

Primary 11.618 (3.155; 20.081) .008 10.859 (1.913; 19.805) .018 

Secondary 10.605 (5.003; 16.206) .001 9.572 (3.584; 15.560) .002 

Higher Secondary 8.816 (4.614; 13.017) .001 7.782 (2.954; 12.609) .002 

Graduate 6.190 ( 1.517; 10.864) .010 5.733 (.651; 10.815) .027 

Post graduate or 

above 

8.299 ( 5.428; 11.170) .001 7.472 (4.099; 10.845) .001 

Place of residence Urban Reference    

Semi-urban 2.512 ( -3.009; 8.034) .369 -1.124 (-6.683; 4.436) .689 

Rural -2.485 (-6.152; 1.182) .182 .706 (-2.900; 4.312) .699 

Current schooling 

status 

Not enrolled Reference     

Regular school 1.586 ( -3.168; 6.340) .510 -3.416 (-8.333; 1.501) .171 

Special school 6.724 (3.257; 10.191) .001 2.838 (-1.078; 6.753) .154 

Madrasa 1.235 ( -2.931; 5.402) .558 -.564 (-4.588; 3.460) .782 

 

 

Table 4.11 presenting the linear regression model analysis, where the unstandardized coefficient (B) is showing how much Coping III 

(Understanding the healthcare situation through communication with other parents and Consultation with the health care-team) is influenced



48 

 

 

 by relationship to child, family type, number of children, child age, educational 

Qualification, place of residence and current schooling status. Here fathers are showing 

that coping pattern III is 7.593 times less helpful than mothers which is statistically 

significant where P value is .003. Also, joint families showing that coping pattern III is 

5.272 times more helpful than nuclear families which is statistically significant where 

P value is.041. 

In addition, 4-6 child in the families showing that coping pattern III is 8.721 

times less helpful than 1-3 child in the families which is statistically significant where 

P value is .028. Also, 13-18 years age child in the families showing that coping pattern 

III is 5.004 times less helpful than 7-12 years child in the families which is statistically 

significant where P value is .017. 

In contrast, primary level educated parents showing coping pattern III is 11.618 

times, secondary level educated parents showing 10.605 times, higher secondary level 

educated parents showing 8.816  times, graduated parents showing 6.190  times and the 

post graduate or above level educated parents showing 8.299 times more helpful than 

the parents who had no formal education which is statically significant where P values 

are .008, .001, .001, .010, .001. 

The families who are living in rural areas showing coping pattern III is 

2.485times less helpful and families who are living in semi urban areas showing 2.512 

times more helpful than families who are living in urban areas which is not statically 

significant. Finally, the regular school going child’s parents are showing that coping 

pattern III is 1.586 times, madrasa going child’s parents showing 1.235 times more 

helpful which is not statically significant but special school going child’s parents are 

showing 6.724 times more helpful than the parents whose children are not enrolled in 

any school that is also statically significant where P value is .001. 
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Here the adjusted model showing that only parents Educational Qualification (primary, 

secondary, higher secondary, graduate and post graduate or above) is statistically 

significant. So, from the Adjusted and Unadjusted model indicating that parental 

educational qualifications have the most influence in explaining the Copping Pattern II 

than other predictors. 
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This study assessed the level of coping patterns of parents of children and adolescents 

with mental illness using the Coping Health Inventory for Parents (CHIP) scale and 

explored how various sociodemographic and child-related associated factors influenced 

these coping mechanisms.  Data was collected through face-to-face interviews where 

120 parents were participated, so the response rate was 60.30% of the total sample size. 

However, achieving this percentage was challenging due to short data collecting period. 

The findings of this study provide an important understanding of the unique challenges 

faced by Bangladeshi parents and how their coping strategies align with previous 

literature. 

The present study found that Coping Pattern I (Family Integration, Cooperation, 

and an Optimistic Definition of the Situation) was the most helpful strategy, with 79.2% 

of parents rating it as extremely helpful. This finding is consistent with multiple studies 

indicating that family cohesion, emotional bonding, and collective problem-solving are 

strong protective factors for families raising children with developmental or mental 

disorders (McCubbin & McCubbin,1996; Heiman, 2021). Cultural norms in South 

Asian contexts often emphasize family unity, shared responsibility, and collective 

caregiving, which may enhance the perceived usefulness of this coping pattern. 

Younger parents reported significantly lower use of this pattern compared to 

older parents. Previous studies have similarly shown that older parents often cope more 

effectively due to greater emotional maturity and long-term adaptation to caregiving 

demands (Hastings, 2002). Additionally, separated/divorced parents reported 

significantly lower coping scores, reflecting literature indicating that lack of partner 

support and single-parent stress reduces coping resources (Benson, P.R. 2014). 

CHAPTER V: DISCUSSION  
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Higher educational attainment significantly enhanced the helpfulness of this coping 

pattern. Consistent with earlier research, educated parents may have better problem-

solving skills, higher health literacy, and improved access to information and services, 

which strengthen positive reframing and family integration strategies (Rajan & Romate, 

n.d. 2021). 

Coping Pattern II (Maintaining Social Support, Self-Esteem, and Psychological 

Stability) was rated as moderately helpful by most parents (64.2%) but was the least 

likely to be rated extremely helpful (10%). This aligns with previous South Asian 

studies that report limited use of social support networks due to stigma, fear of 

judgment, and social isolation associated with mental illness (Islam & Sharif, 2018). 

Even though social support is widely recognized in global literature as a major 

protective factor (Peer & Hillman, 2014), cultural stigma often inhibits parents from 

actively seeking emotional or community support. Also, marital status significantly 

influenced this coping pattern, with separated/divorced parents reporting much lower 

scores. Similar findings in other studies demonstrate that the absence of spousal support 

can reduce self-esteem and increase psychological vulnerability (Weiss et al., 2015). 

Education again played a strong role. Parents with higher education (secondary, 

higher secondary, and postgraduate) reported significantly higher coping levels. 

International research also confirms that educated parents tend to access support groups, 

counselling, and community services more frequently (Brown et al., 2019), contributing 

to greater psychological stability. 

Coping Pattern III (Understanding the Healthcare Situation Through 

Communication and Consultation) received mixed responses, with 29.2% finding it 

extremely helpful and 43.3% moderately helpful. This reflects the importance parents 

place on interacting with healthcare providers and other parents. Earlier studies using 
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the CHIP scale have similarly found that communication with professionals enhances 

parental confidence, reduces uncertainty, and improves decision-making (McCubbin et 

al., 1983; Johnston & Mash, 2001). Mothers used this coping pattern significantly more 

than fathers, consistent with previous evidence showing that mothers attend more 

therapy sessions, engage more with professionals, and participate in parent support 

meetings (Ling & Fung, 2020). Joint families also demonstrated higher use of this 

pattern, a finding that echoes literature where extended families offer additional 

emotional and informational support (Rane & Potdar, 2019).  

Education showed the strongest effect on this coping pattern among all 

variables. The more educated the parent, the greater the perceived helpfulness. Studies 

consistently show that education improves health system navigation, understanding of 

treatment options, and engagement in therapy (Ajuwon & Brown, 2012). Children 

attending special schools had significantly higher parental coping scores. This supports 

previous research stating that special education centers offer structured guidance, 

multidisciplinary support, and parent networking opportunities that directly enhance 

parental coping (Kirk & Gallagher, 2015). 

Linear regression analyses confirmed the influence of sociodemographic 

variables on coping. In all three coping patterns, education emerged as a consistently 

significant predictor, highlighting the critical role of parental knowledge, awareness, 

and problem-solving capacity in coping with the challenges of raising a child with 

mental illness. Marital status and family structure also played substantial roles, 

reinforcing the importance of strong social and spousal support systems. 

Overall, the findings of this study is that family cohesion is a high-impact coping 

strategy, mothers bear the primary caregiving burden and therefore use more coping 

strategies, social support is helpful but often underutilized in stigmatized contexts, 
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education consistently strengthens coping across all CHIP patterns, parents of children 

enrolled in special schools cope better due to increased professional contact, reliance 

on government hospitals was high (73.9%) is indicating financial constraints or trust in 

public service, income variation was wide and poverty may limit service utilization and 

coping. These factors highlight cultural, structural, and socio-economic influences on 

coping patterns that are especially relevant for low- and middle-income countries like 

Bangladesh. 
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6.1 Strength and Limitation 

6.1.1 Strength 

• The data collection from participants and the data entry process was non-biased. 

• The study utilized the Coping Health Inventory for Parents (CHIP), a widely 

recognized and validated instrument, ensuring reliability of findings related to 

parental coping. 

• The study employed both nonparametric tests and multivariate regression 

analysis, which strengthened the identification of significant predictors and 

improved the robustness of findings. 

• For data safety and validation, all the data used in this study will be destroyed.     

• With 120 parents from various sociodemographic backgrounds, the study 

achieved sufficient representation from urban, semi-urban, and rural areas, 

enhancing the generalizability within similar contexts in Bangladesh. 

• This is one of the few studies in Bangladesh that examines parental coping in 

relation to childhood mental illness, contributing important local evidence to a 

field with limited national literature. 

6.1.2 Limitation 

Some limitations of this study are: 

• Participants were recruited from selected rehabilitation center, hospitals or 

clinics, which may exclude parents who do not access formal health services 

and therefore limits broader generalizability.  

• The findings from Cross-sectional design reflect a single point in time, limiting 

CHAPTER VI: CONCLUSION  
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the ability to draw causal relationships or understand changes in coping over 

time. 

• All information was collected through parent reports, which may introduce 

recall bias or social desirability bias. 

• Factors such as severity of the child’s illness, parental mental health, family 

stress levels, and availability of extended support systems were not assessed, 

though they may significantly influence coping. 

 

6.2  Practice Implication 

6.2.1 Recommendation for future practice  

• Enhancing family-cantered mental health support: Since family integration was 

the strongest coping pattern, mental health programs should focus on 

strengthening family relationships through family counselling, 

psychoeducation, and structured support interventions. 

• Targeted support for mothers and single parents: Mothers and 

separated/divorced parents showed lower coping levels in certain patterns. 

Tailored support such as parent training, peer groups, and stress-management 

programs is needed for these high-risk groups. 

• Promotion of parental education and awareness programs: 

Education emerged as the strongest predictor of coping across all patterns. 

Health systems should provide regular workshops, counselling sessions, and 

printed or digital educational materials for parents. 

• Expanding access to multidisciplinary services: Children attending special 

schools or receiving therapy showed better parental coping. Expanding special 
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education centres, occupational therapy and counselling services would greatly 

improve coping outcomes. 

• Reducing stigma through community-based awareness: Social stigma often 

inhibits parents from seeking support. Community-level campaigns, parents’ 

groups, and collaboration with schools can reduce stigma and improve help-

seeking behaviour. 

• Strengthening healthcare communication: Parents benefit significantly from 

communication with healthcare providers. Training for professionals in family 

counselling, empathy-based communication, and parent engagement is 

essential. 

6.2.2 Recommendation for future research 

• Future research should evaluate coping changes over time to understand long-

term adaptation and the impact of therapeutic interventions. 

• Studies should assess parental mental health, stress, depression, and anxiety, as 

these factors significantly influence coping. 

• Comparing coping between parents of children with mental illness, chronic 

physical illness, and neurodevelopmental disorders may provide deeper insights. 

• In-depth interviews or focus groups can reveal richer insights about parental 

experiences, cultural influences, and coping challenges. 

• Testing parent training programs, counselling modules, or support groups can 

identify effective strategies to improve coping. 
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6.3 Conclusion  

This study explored the level of coping patterns of parents of children and adolescents 

with mental illness using the CHIP scale and identified significant sociodemographic 

and child-related predictors. The findings revealed that Coping Pattern I (Family 

Integration, Cooperation, and Optimism) was the most effective and widely used 

strategy among parents in Bangladesh. Educational attainment, marital stability, family 

structure, and the child’s schooling status were significant factors that shaped coping 

behavior. 

The study highlights that parental coping is deeply influenced by both individual 

and contextual factors. Mothers, younger parents, separated/divorced parents, and 

families with limited educational or financial resources are more vulnerable and require 

focused support. Strengthening family-centered care, improving healthcare 

communication, promoting parent education, and expanding access to specialized 

services are essential to improving parental well-being. 

Overall, the study contributes valuable evidence to the limited literature on parental 

coping in Bangladesh and underscores the need for more comprehensive support 

systems to empower families raising children with mental illness. 
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Appendix B: Permission Letter for Scale 

Queries regarding permission and scoring of Child Health Inventory for Parents 

Inbox 

Search for all messages with label Inbox 

Remove label Inbox from this conversation 

 
Elmin Hossain Zoana <elminhossainzoana07@gmail.com> 
 

Wed 29 

Jan, 11:22 

 
 
 
 

to mccubbinresilience 

 
 

 

Dear Sir, 

I hope you are well. I am Elmin Akter, a student in the final year of a B.Sc. in 

Occupational Therapy at Bangladesh Health Professions Institute (an academic institute 

of CRP) in Bangladesh. In our course curriculum, we have to undertake undergraduate 

research. I am passionate about researching time use, and my research title is 

"Measuring parental coping of children with mental illness of any age". I want to use 

the Child Health Inventory for Parents you and your team developed in this research. 

Therefore, I have a few questions about the questionnaire. I would appreciate it if you 

could guide me with my following queries:  

1. How can I get permission to use this questionnaire? 

2. What is the licensing system or procedure? 

3. Do I need to pay for using this questionnaire? 

4. What is the scoring system for the questionnaire? 

5. Can I translate it into Bengali by keeping the original meaning unchanged? Because 

the native language of my participants is Bengali, it will be helpful for the survey.  

Your response to my queries will be beneficial to me. I have copied this email to my 

supervisor, Arifa Jahan Ema, Lecturer in Occupational Therapy and Course Coordinator 

of MSc in Occupational Therapy of BHPI.  
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I look forward to hearing from you! Thank you very much!  

Regards, 

Elmin Akter 

4th year student 

B.Sc. in Occupational therapy 

Sessions: 2020-21 

Bangladesh Health Professions Institute, 

CRP, Chapain, Savar, Dhaka-1343 

Phone No: 01886074766 

 
Jason Sievers <jasievers@gmail.com> 
 

Wed 29 

Jan, 18:52 

 
 
 
 

to me 

 
 

 

Elmin -- 

You have our permission to use the Coping Health Inventory for Parents measure for 

your research free of charge. You can find the measure 

at https://www.mccubbinresilience.org/measures.html and all of its information. 

 

Respectfully, 

Laurie “Lali” McCubbin, PhD 

Jason A. Sievers, PhD 

Hamilton I. McCubbin, PhD (retired) 

  

Resilience, Adaptation and Well-Being Project 

Email: mccubbinresilience@gmail.com 

Website: www.mccubbinresilience.org 

https://www.mccubbinresilience.org/measures.html
mailto:mccubbinresilience@gmail.com
http://www.mccubbinresilience.org/
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Appendix C: Permission Letters for Data Collection 
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Appendix D: Information Sheet [English & Bangla Version] 

PARTICIPANT EXPLANATORY STATEMENT 

Research Title: Level of Parental Coping among Parents of Children and Adolescents 

with Mental Illness. 

Student 

Investigator 

Elmin Akter                                                                                          

4th Year, B. Sc. in Occupational Therapy                                    

Bangladesh Health Professions Institute (BHPI)                                   

CRP, Savar, Dhaka- 1343                                                                       

Call: +8801886074766                                                                        

Email: elminhossainzoana07@gmail.com 

Principal 

Investigator 

Md. Saddam Hossain                                                                                                                                                                    

Assistant Professor                                                                   

Department of Occupational Therapy                                         

Bangladesh Health Professions Institute (BHPI)                                   

CRP, Savar, Dhaka- 1343                                                                       

Call: +8801766494605                                                                        

Email: saddamot6@gmail.com 

This information sheet is for you to keep. 

What is the purpose of this research?                                                                                                    

Parenting a child with a mental health condition can be emotionally and physically 

demanding. By understanding how parents cope, this study aims to contribute to the 

development of improved psychological support, educational programs, and 

intervention strategies tailored to the needs of families. You are invited to participate in 

this study, which aims to explore how parents cope with the challenges of raising a child 

mailto:elminhossainzoana07@gmail.com
mailto:saddamot6@gmail.com
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with a mental illness. We will use the Coping Health Inventory for Parents (CHIP) tool, 

a widely used questionnaire designed to assess different coping strategies. If you agree 

to participate, you will be asked to complete a questionnaire about your experiences and 

coping strategies. Your responses will remain confidential, and participation is 

voluntary.                                                                                                            

What does the research involve? 

Please read this explanatory statement in full before deciding whether you are interested 

in participating in this research. If you would like further information regarding any 

aspect of this research, you are encouraged to contact the researchers via the phone 

number or email addresses listed above. If you agree to participate, you will be asked 

to: Complete a Questionnaire – You will fill out a survey that includes questions about 

your experiences, coping strategies, and sources of support. This includes age, gender, 

relationship to the child, and basic details about the child’s condition. This helps us 

understand different coping patterns in various family situations. This should take 

approximately 30-35 minutes. The survey will be conducted online or in-person, 

depending on your preference. All responses will remain confidential and anonymous 

to ensure privacy. 

Why were you chosen for this research? 

You have been invited to participate in this study because you are a parent of a child or 

adolescent diagnosed with a mental health condition. Your participation is valuable 

because every parent's experience is unique, and your insights will help researchers 

develop better support systems for families facing similar challenges. 

Source of funding   

The research has been carried out on a self-funded basis. 
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Consenting to participate in the project and withdrawing from the research 

If you agree to participate in this research, you will need to sign the accompanying 

consent form and provide it to the researcher at the time of the interview. Participating 

in this research is voluntary and you are under no obligation to consent to participate. 

However, if you do consent to participate, you may withdraw from further participation 

at any stage up until the data are analysed. There will be no negative consequences if 

you choose to withdraw. You are also able to refuse to answer any questions with no 

negative consequences. 

Possible benefits and risks to participants  

Participation in this research may not yield direct benefit, but your participation will 

help improve support systems for parents in similar situations by contributing to 

research on effective coping strategies. 

The research is designed with low risk, but potential psychological discomfort may 

occur due to sharing experiences. If it arises during the interview, the student researcher 

will minimize it in the following way: 

- You will be given a reminder that the participation is voluntary, you can 

withdraw from it anytime you want. 

- The researcher will offer break during interview if the discomforts impact the 

interview. Additionally, the researcher will discuss about re-scheduling the 

interview if you prefer to continue later. 

Confidentiality 

The study will maintain confidentiality of all participant details, with their name not 

disclosed in any published documentation. A unique code will be used for de-

identification after interviews, ensuring anonymous data analysis. The original survey 

questionnaire, featuring the participant's name, will only be accessible to the 
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researchers, ensuring high privacy and security. 

Storage of data 

The data collected will be stored in a password-protected computer and cloud system, 

accessible only to the researchers, and physical copies will be kept in locked filing 

cabinets at the Centre for the Rehabilitation of the Paralysed (CRP) for strict 

confidentiality. 

Results  

Results from the survey and other data collected as part of this research will be 

aggregated, analyzed and written in a descriptive report. Summaries of some aspects of 

the results of this study may be published in a scientific journal or at conference 

proceedings. You may request a summary of the project results by emailing any of the 

project investigators using the above contact details.   

Complaints 

If you have any concerns or complaints about the research's conduct, you are welcome 

to contact the supervisor. 

 

Md. Saddam Hossain 

Assistant Professor 

Department of Occupational Therapy 

Bangladesh Health Professions Institute (BHPI), CRP 

Call: +8801766494605 

Email: saddamot6@gmail.com 

 

Thank you, 

Elmin Akter 

mailto:saddamot6@gmail.com
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অংশগ্রহণকারীর জন্য ব্যাখ্যামূলক বব্বৃ্বি   

গবব্ষণার বশবরান্াম: মানসিক অিুস্থতায় আক্রান্ত সিশু ও সকশিার-সকশিারীশের 

সিতামাতার মাসনশয় ননওয়ার িক্ষমতার মাত্রা িসরমাি। 

ছাত্রী গবব্ষক  

ইলসমন আক্তার 

৪র্ থ বর্ থ, সবএিসি ইন অকুশিিনাল নর্রাসি 

বাাংলাশেি নেলর্ প্রশেিনি ইনসিটিউি (সবএইচসিআই) 

সিআরসি, িাভার, ঢাকা-১৩৪৩ 

নোন: +৮৮০১৮৮৬০৭৪৭৬৬ 

ইশমইল: elminhossainzoana07@gmail.com 

প্রধান্ গবব্ষক 

নমা. িাদ্দাম নোিাইন 

িেশ াগী অধ্যািক 

অকুশিিনাল নর্রাসি সবভাগ 

বাাংলাশেি নেলর্ প্রশেিনি ইনসিটিউি (সবএইচসিআই), সিআরসি 

নোন: +৮৮০১৭৬৬৪৯৪৬০৫ 

ইশমইল: saddamot6@gmail.com 

এই িথ্যপত্রটি আপন্ার কাবছ রাখ্ার জন্য। 

এই গবব্ষণার উবেশয কী? 

মশনর অিুস্থতায় আক্রান্ত িন্তান লালনিালন করা মানসিক ও িারীসরকভাশব কষ্টকর 

েশত িাশর। সিতামাতারা কীভাশব এিব চযাশলঞ্জ নমাকাসবলা কশরন তা নবাঝার মাধ্যশম, 

এই গশবর্ণাটি মানসিক িোয়তা, সিক্ষামূলক নপ্রাগ্রাম এবাং েস্তশক্ষি নকৌিলগুশলার 

উন্নয়শন িোয়ক েশব। আিনাশক এই গশবর্ণায় অাংিগ্রেশণর জনয আমন্ত্রণ জানাশনা 

েশে,  ার উশদ্দিয েশলা িন্তানশের মানসিক অিুস্থতার চযাশলঞ্জ নমাকাশবলায় 

mailto:elminhossainzoana07@gmail.com
mailto:saddamot6@gmail.com
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সিতামাতার অসভজ্ঞতা ও নকৌিল অশের্ণ করা। আমরা “Coping Health Inventory for 

Parents (CHIP)” নামক একটি বহুল বযবহৃত প্রশ্নাবলী বযবোর করব  া সবসভন্ন 

নমাকাশবলা নকৌিল মূলযায়শনর জনয বযবহৃত েয়।  সে আিসন অাংিগ্রেশণ িম্মসত নেন, 

তশব আিনাশক একটি প্রশ্নাবলী িূরণ করশত বলা েশব ন খাশন আিনার অসভজ্ঞতা ও 

নকৌিল িম্পসকথত প্রশ্ন র্াকশব। আিনার উত্তর নগািন রাখা েশব এবাং অাংিগ্রেণ িমূ্পণ থ 

নেোধ্ীন। 

গবব্ষণায় কী অন্তর্ভকু্ত রবয়বছ? 

অনুগ্রে কশর এই বযাখযামূলক সববৃসতটি িমূ্পণ থরূশি িশে নেখুন, এরির সিদ্ধান্ত সনন 

আিসন এই গশবর্ণায় অাংিগ্রেশণ আগ্রেী সক না।  সে এই গশবর্ণার নকাশনা সবর্শয় 

আরও তর্য জানশত চান, তােশল উিশরাক্ত নাম্বার বা ইশমইশলর মাধ্যশম গশবর্কশের 

িাশর্ ন াগাশ াগ করশত িাশরন। 

 সে আিসন অাংিগ্রেশণ িম্মসত নেন, তােশল আিনাশক  া করশত েশব:  

একটি প্রশ্নাবলী িূরণ করা – আিনাশক একটি প্রশ্নাবলী িূরণ করশত বলা েশব  াশত 

আিনার অসভজ্ঞতা, নমাকাশবলার নকৌিল ও িোয়তার উৎি িম্পশকথ প্রশ্ন র্াকশব। এশত 

আিনার বয়ি, সলঙ্গ, িন্তাশনর িশঙ্গ িম্পকথ, এবাং িন্তাশনর িমিযার সকছু নমৌসলক তর্য 

জজজ্ঞািা করা েশব। এশত আমাশের সবসভন্ন িাসরবাসরক নপ্রক্ষািশি নকৌিলগত িার্ থকয 

বুঝশত িোয়তা করশব। িময় লাগশব আনমুাসনক ৩০-৪০ সমসনি। এই প্রশ্নাবলী অনলাইন 

বা আিনার িছন্দ অনু ায়ী িরািসর ননওয়া ন শত িাশর। আিনার িকল উত্তর নগািন 

ও নবনাম র্াকশব। 

আপন্াবক ককন্ এই গবব্ষণার জন্য কব্বছ কন্ওয়া হবয়বছ? 

আিনাশক এই গশবর্ণার জনয আমন্ত্রণ জানাশনা েশয়শছ কারণ আিসন একজন 

সিতামাতা বা প্রধ্ান অসভভাবক  াাঁর িন্তান মানসিক োস্থয িমিযায় ভুগশছ। আিনার 

অাংিগ্রেণ গুরুত্বিূণ থ কারণ প্রসতটি সিতামাতার অসভজ্ঞতা অননয এবাং আিনার 

অসভজ্ঞতা অনয িসরবারগুশলার জনয উন্নত িোয়তা িদ্ধসত সবকাশি িোয়ক েশব। 
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িহবব্বলর উৎস 

এই গশবর্ণা ে-অর্ থায়শন িসরচাসলত েশে। 

গবব্ষণায় সম্মবি কেওয়া ও প্রিযাহাবরর অবধকার 

 সে আিসন গশবর্ণায় অাংিগ্রেশণ িম্মসত নেন, তােশল আিনাশক একটি িম্মসত েশম থ 

োক্ষর করশত েশব এবাং তা িাক্ষাৎকাশরর িময় গশবর্শকর কাশছ জমা সেশত েশব। 

এই গশবর্ণায় অাংিগ্রেণ িমূ্পণ থ নেোধ্ীন এবাং আিসন িম্মসত না সেশলও নকানও িমিযা 

ননই। তশব আিসন  সে িম্মসত নেন, এরিরও আিসন ন  নকানও িময় অাংিগ্রেণ 

প্রতযাোর করশত িাশরন  তক্ষণ না তর্য সবশের্ণ শুরু েশয়শছ। প্রতযাোশর নকাশনা 

ননসতবাচক িসরণসত েশব না। আিসন চাইশল নকাশনা প্রশশ্নর উত্তর সেশত না বলশতও 

িাশরন, এর জনয নকাশনা িমিযা েশব না। 

অংশগ্রহণকারীর সম্ভাব্য উপকার ও ঝ ুঁ বক 

এই গশবর্ণায় িরািসর উিকার না র্াকশলও এটি মানসিক অিুস্থ িন্তাশনর সিতামাতার 

িোয়তা বযবস্থার উন্নয়শন িোয়ক েশব।এই গশবর্ণাটি সনম্নঝুাঁ সকিূণ থভাশব সিজাইন করা 

েশয়শছ, তশব অসভজ্ঞতা ভাগাভাসগর িময় িামানয মানসিক অেজস্ত েশত িাশর।  সে তা 

ঘশি, তােশল গশবর্ক তা সনশম্নাক্তভাশব নমাকাশবলা করশবন: 

আিনাশক মশন কসরশয় নেওয়া েশব ন  অাংিগ্রেণ নেোধ্ীন এবাং আিসন ন শকাশনা 

িময় অাংিগ্রেণ নর্শক িশর ন শত িাশরন। 

 সে অেজস্ত িাক্ষাৎকাশর প্রভাব নেশল, তােশল গশবর্ক আিনাশক সবরসতর িুশ াগ 

নেশবন। প্রশয়াজশন িাক্ষাৎকার িুনঃসনধ্ থারণ কশর িরবতী িমশয় চাসলশয় ননওয়ার 

সবর্শয়ও আশলাচনা করশবন। 

কগাপন্ীয়িা 

িকল অাংিগ্রেণকারীর িসরচয় নগািন রাখা েশব এবাং নকান প্রকাসিত তর্য বা নসর্শত 

নাম উশেখ করা েশব না। প্রসতটি অাংিগ্রেণকারীশক একটি সনসেথষ্ট নকাি বরাদ্দ নেওয়া 
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েশব  াশত নামেীনভাশব তর্য সবশের্ণ করা  ায়। মূল প্রশ্নাবলী ন খাশন আিনার নাম 

র্াকশব তা নকবল গশবর্কশের কাশছ র্াকশব এবাং িুরসক্ষত অবস্থায় িাংরসক্ষত র্াকশব। 

িথ্য সংরক্ষণ 

তর্য একটি িািওয়ািথ-প্রশিশেি কম্পম্পউিার ও ক্লাউশি িাংরক্ষণ করা েশব  া নকবল 

গশবর্কগণ বযবোর করশত িারশবন। সপ্রন্ট কসি সিআরসির লক করা োইল নকসবশনশি 

রাখা েশব  াশত নগািনীয়তা বজায় র্াশক। 

ফলাফল 

এই গশবর্ণা নর্শক িাংগৃেীত তর্য সবশের্ণ কশর একটি বণ থনামূলক প্রসতশবেন ততসর করা 

েশব। সকছু েলােল তবজ্ঞাসনক জান থাল বা িশম্মলশন উিস্থািন করা েশত িাশর। আিসন 

চাইশল গশবর্ণার িাংসক্ষপ্ত েলােল অনুশরাধ্ কশর উিশরাক্ত ইশমইল টিকানায় 

ন াগাশ াগ করশত িাশরন। 

অবর্ব াগ 

 সে আিসন এই গশবর্ণার িসরচালনা সনশয় নকাশনা অসভশ াগ বা উশেগ অনুভব কশরন, 

তােশল আিসন গশবর্ণা তত্ত্বাবধ্ায়কশক ন াগাশ াগ করশত িাশরন। 

কমা. সাোম কহাসাইন্ 

িেশ াগী অধ্যািক 

অকুশিিনাল নর্রাসি সবভাগ 

বাাংলাশেি নেলর্ প্রশেিনি ইনসিটিউি (সবএইচসিআই), সিআরসি 

নোন: +৮৮০১৭৬৬৪৯৪৬০৫ 

ইশমইল: saddamot6@gmail.com 

ধন্যব্াোবন্ত, 

ইলবমন্ আক্তার 

 

mailto:saddamot6@gmail.com
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Appendix E: Consent Form [English & Bangla Version] 

 

CONSENT FORM 

 
Research Title: Level of Parental Coping among Parents of Children and 

Adolescents with Mental Illness. 

Student investigator: Elmin Akter 

Please tick into the right-side box to confirm: 

I confirm that I have read and understand the information sheet for the above 

study 

 

I have had the opportunity to consider the information, ask questions and 

have had these answered satisfactorily 

 

I understand that participation is voluntary and that I am free to withdraw at 

any time, without giving any reason, without medical or legal rights being 

affected.  

 

I understand that relevant sections of any medical notes and data collected 

during the study may be reviewed by other individuals for the purposes of 

the study. 

 

I agree to provide information to the researcher (s) on the understanding that 

my name will not use without my permission. 

 

I agree to participate in this study under the conditions set out in the 

information sheet. 

 

 

Name of the participant:                        

Sign/thumb impression:                                

Sign of the researcher:      Date: __ / __ / ____ 
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সম্মবিপত্র 

 
গবব্ষণার বশবরান্াম:  মানসিক অিসু্থতায় আক্রান্ত সিশু ও সকশিার-সকশিারীশের 

সিতামাতার মাসনশয় ননওয়ার িক্ষমতার মাত্রা িসরমাি। 

 

ছাত্রী গবব্ষক: ইলবমন্ আক্তার 

 

অনুগ্রে কশর িান িাশির ঘশর টিক সেন সনজিত করার জনয: 
 

আসম সনজিত করসছ ন  আসম উিশরর গশবর্ণার তর্যিত্রটি িশেসছ 

এবাং বুশঝসছ।  

 

আসম তর্যটি সবশবচনার িুশ াগ নিশয়সছ, প্রশ্ন করার িুশ াগ নিশয়সছ এবাং 

িশন্তার্জনকভাশব তার উত্তর নিশয়সছ।  

 

আসম বুঝশত িারসছ ন  এই গশবর্ণায় অাংিগ্রেণ নেোমূলক এবাং আসম ন  

নকাশনা িময় প্রতযাোর করশত িাসর, নকাশনা কারণ না নেসখশয়ও, এবাং এশত  

সচসকৎিা বা আইনগত অসধ্কার প্রভাসবত েশব না।  

 

 

আসম বুঝশত িারসছ ন  এই গশবর্ণার উশদ্দশিয প্রশয়াজনীয় েশল, সচসকৎিা 

ননাি এবাং িাংগৃেীত তশর্যর িাংসেষ্ট অাংি অনয নকউ ি থাশলাচনা করশত 

িাশরন। 

  

 

আসম িম্মত েজে ন  গশবর্ক/গশবর্কগণশক তর্য প্রোন করব এই িশতথ ন  

আমার নাম আমার অনমুসত ছাো বযবোর করা েশব না।  

 

 

আসম তর্যিশত্র বসণ থত িতথ অনু ায়ী এই গশবর্ণায় অাংিগ্রেশণ িম্মত েজে। 

 

 

 

 

অাংিগ্রেণকারীর নাম: 

োক্ষর/আঙুশলর ছাি: 

গশবর্শকর োক্ষর: 

তাসরখ: __ __/ __ __ / __ __ 
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Appendix F: Withdrawal Form [English & Bangla Version] 

 

 
WITHDEAWAL OF CONSENT FORM 

 

Research Title: Level of Parental Coping among Parents of Children and 

Adolescents with Mental Illness. 

 

Student investigator: Elmin Akter 

 

I, ___________________________________________________________ (the 

participant), wish to WITHDRAW my consent to the use of data arising from my 

participation. Data arising from my participation must NOT be used in this research 

project as described in the Information and Consent Form. I understand that data arising 

from my participation will be destroyed provided this request is received within four 

weeks of the completion of my participation in this project. I understand that this 

notification will be retained together with my consent form as evidence of the 

withdrawal of my consent to use the data I have provided specifically for this research 

project.  

 

Name of participant: _____________________________________________ 

 

 Signature of participant/ thumb print: ________________________ 

 

 Date: __ / __ / ____ 
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সম্মবি প্রিযাহার পত্র 
 

গবব্ষণার বশবরান্াম: মানসিক অিুস্থতায় আক্রান্ত সিশু ও সকশিার-সকশিারীশের 

সিতামাতার মাসনশয় ননওয়ার িক্ষমতার মাত্রা িসরমাি। 

 

ছাত্রী গবব্ষক: ইলবমন্ আক্তার 

 

আসম,_________________________________________________________________ (অাংিগ্রেণকারী), 

আমার অাংিগ্রেশণর মাধ্যশম প্রাপ্ত নিিা বযবোশরর অনুমসত প্রতযাোর করশত ইেুক। 

তর্য ও িম্মসতিশত্র  বসণ থত গশবর্ণা প্রকশে আমার অাংিগ্রেণ নর্শক প্রাপ্ত নিিা বযবোর 

করা  াশব না। আসম বুজঝ ন , আমার অাংিগ্রেণ নির্ েওয়ার চার িপ্তাশের মশধ্য  সে এই 

অনুশরাধ্ প্রোন করা েয়, তশব আমার অাংিগ্রেণ নর্শক প্রাপ্ত িব নিিা ধ্বাংি কশর নেলা 

েশব। আসম বুজঝ ন , এই সবজ্ঞসপ্তটি  আমার িম্মসতিশত্রর িাশর্ িাংরসক্ষত র্াকশব, ন ন 

এই গশবর্ণা প্রকশে আসম ন  নিিা সেশয়সছ তা বযবোশর আমার িম্মসত প্রতযাোশরর প্রমাণ 

সেশিশব কাজ কশর। 

 

অাংিগ্রেণকারীর নাম: __________________________________________ 

অাংিগ্রেণকারীর োক্ষর/ আঙুশলর ছাি: ________________________ 

তাসরখ: __ __ / __ __ / __ __ 
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Appendix G: Interview Questionnaires [ English Version] 

Sociodemographic Information Form 

Please provide the following information. This information will be used for research 

purposes only and will remain confidential. 

Section A: Parent/Caregiver Information                                                 ID/Serial 

No: 

1. Name:                                                                                                             

Date: 

2. Contact Number:  

3. Adress: 

4. Age: _______ years 

5.  Gender: 

   - [1] Male 

   - [2] Female 

   - [3] Other (please specify): ___________ 

6. Marital Status: 

   - [1] Single Father/ Mother 

   - [2] Married 

   - [3] Separated/Divorced 

   - [4] Widowed 

7. Relationship to the Child: 

   - [1] Mother 

   - [2] Father    
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8. Educational Qualification: 

   - [1] No formal education 

   - [2] Primary 

   - [3] Secondary 

   - [4] Higher Secondary 

   - [5] Graduate 

   - [6] Postgraduate or above 

9.  Occupation: 

   - [1] Housewife 

   - [2] Service holder 

   - [3] Business 

   - [4] Farmer 

   - [5] Others (________________) 

10. Monthly Income: __________________________   Tk 

11. Religion: 

   - [1] Islam 

   - [2] Hindusim 

   - [3] Buddhism 

   - [4] Christianity 

   - [5] Others (________________) 

12. Ethnicity (if relevant): ___________________________ 

Section B: Family Information 

1. Type of Family: 

- [1] Nuclear 

- [2] Joint 

- [3] Single-parent family 
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2. Place of Residence: 

- [1] Urban 

- [2] Semi-Urban 

- [3] Rural 

3. Number of family members: _______ 

4. Number of children: _______ 

5. Any other member with chronic illness/disability?   ☐ Yes ☐ No 

If yes, specify illness/disability: ___________________________ 

 

Section C: Child’s Health and Disability Information 

1. Child’s Name: 

2. Child’s Age: _______ years 

3. Child’s Gender: 

- [1] Male 

- [2] Female 

- [3] Other (please specify): ___________ 

4. Child’s Diagnosis:  

- [1] Autism-Spectrum-Disorder 

- [2] Attention-Deficit-Hyperactivity-Disorder 

- [3] Intellectual Disability 

- [4] Anxiety Disorders 

- [5] Depressive Disorders 

- [6] Conduct Disorder 

5. Duration of Illness/Disability: _______ years/months 
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6. Current Treatments/Interventions: (Multiple response) 

- [1] Medications 

- [2] Physiotherapy 

- [3] Occupational therapy  

- [4] Speech therapy 

- [5] Counseling  

- [6] Educational support  

- [7] Other: ___________ 

7. Current Treatment Setting: (Multiple response) 

- [1] Government Hospital 

- [2] Private Hospital 

- [3] NGO Clinic 

- [4] Home-based Care 

- [5] Other (please specify): ___________ 

8. Current Schooling Status:  

- [1] Not enrolled 

- [2] Regular school 

- [3] Special school  

- [4] Home-based education 

- [5] Madrasa 

9. Received Government Disability Card or Support Services? ☐ Yes ☐ No 

10. Hospitalization in Last Year for This Condition? ☐ Yes ☐ No 

If yes, number of times: _______ 

11. How far is the nearest health facility from your home: ______________km  
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Please begin: Please read and record your decision for each and every Coping Behavior listed below.           © 1983 H. McCubbin   
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   Appendix H: Interview Questionnaires [ Bangla Version] 

সামাজজক-জন্িাজিক প্রশ্নাব্লী 

 

অনুগ্রে কশর সনশচর তর্যগুশলা প্রোন করুন। এই তর্য শুধ্ুমাত্র গশবর্ণার উশদ্দশিয 

বযবোর করা েশব এবাং িমূ্পণ থ নগািনীয় র্াকশব। 

 

অন্ বেে ক: অবর্র্াব্ক/কসব্া প্রোন্কারীর িথ্য                                   

আইসি/সিসরয়াল নম্বর: 

১. নাম: _____________________________________________                        তাসরখ:  

২. ন াগাশ াশগর নম্বর: ___________________________________ 

৩. টিকানা: ___________________________________________ 

৪. বয়ি: ______ বছর 

৫. সলঙ্গ: 

o িরুর্ 

o  মসেলা 

৬. তববাসেক অবস্থা: 

o একক বাবা/ মা 

o সববাসেত 

o আলাো/তালাকপ্রাপ্ত 

o সবধ্বা/সবিত্নীক 

৭. িন্তাশনর িাশর্ িম্পকথ: 

o মা 

o বাবা 

৮. সিক্ষাগত ন াগযতা: 

o নকান আনুষ্ঠাসনক সিক্ষা ননই 

o প্রার্সমক 

o মাধ্যসমক 

o উচ্চ মাধ্যসমক 

o স্নাতক 

o স্নাতশকাত্তর বা তার নবসি 
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৯. নিিা:  

o গৃসেণী 

o চাকসরজীবী 

o বযবিায়ী 

o কৃর্ক 

o অনযানয (উশেখ করুন): ___________ 

১০. মাসিক আয়:__________________________________ িাকা 

১১. ধ্ম থ:  

o ইিলাম ধ্ম থ 

o সেন্দধু্ম থ 

o নবৌদ্ধধ্ম থ 

o সিিধ্ম থ 

o অনযানয (উশেখ করুন): ___________ 

১২. জাসতশগাষ্ঠী ( সে প্রশ াজয): ________________________________ 
 

অন্ বেে খ্: পাবরব্াবরক িথ্য 

১. িসরবার প্রকার: 

o একক িসরবার 

o ন ৌর্ িসরবার 

o একক অসভভাবক িসরবার 

২. বিবাশির স্থান: 

o িের 

o িেরতলী 

o গ্রাম 

৩. িসরবাশরর নমাি িেিয িাংখযা: _______ 

৪. িন্তাশনর িাংখযা: _______ 

৫. িসরবাশরর অনয নকাশনা িেিয সক েীঘ থশময়ােী অিুস্থতা/প্রসতবসিতায় আক্রান্ত?   

☐েযা াঁ   ☐ না ।  

  সে েযা াঁ েয়, অিুস্থতা/প্রসতবসিতার ধ্রণ উশেখ করুন:__________________________________ 
 

অন্ বেে গ: সন্তাবন্র স্বাস্থ্য ও প্রবিব্বিিা সংক্রান্ত িথ্য 

১. িন্তাশনর নাম: _____________________________________ 
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২.  িন্তাশনর বয়ি: _______ বছর 

৩. িন্তাশনর সলঙ্গ: 

o নছশল 

o নমশয় 

o অনযানয (উশেখ করুন): ___________ 

৪. িন্তাশনর সনণ থয়কৃত নরাগ : 

o অটিজম নেকট্রাম সিিঅিথার 

o অযাশিনিন নিসেসিি োইিারঅযাকটিসভটি সিিঅিথার 

o ইশন্টশলকচুয়াল সিিএসবসলটি 

o অযাাংজাইটি সিিঅিথার 

o সিশপ্রসিভ সিিঅিথার 

o কনিাে সিিঅিথার 

৫. অিসু্থতা/প্রসতবসিতার িময়কাল: _______ বছর/মাি 

 

৬. বতথমাশন চলমান সচসকৎিা/েস্তশক্ষি: (একাসধ্ক উত্তর) 

o ওরু্ধ্ 

o সেজজওশর্রাসি 

o অকুশিিনাল নর্রাসি 

o ম্পেচ নর্রাসি 

o কাউশেসলাং 

o সিক্ষাগত িোয়তা 

o অনযানয: ___________ 

৭. বতথমান সচসকৎিা বযবস্থা: (একাসধ্ক উত্তর) 

o িরকাসর োিিাতাল 

o নবিরকাসর োিিাতাল 

o এনজজও সক্লসনক 

o বাসেসভসত্তক নিবা 

o অনযানয (উশেখ করুন): ___________ 

৮. বতথমান সিক্ষার অবস্থা: 
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o ভসতথ নয় 

o িাধ্ারণ সবেযালয় 

o সবশির্ সবেযালয় 

o বাসেসভসত্তক সিক্ষা 

o মাদ্রািা 

৯. িরকার প্রেত্ত প্রসতবসিতা কািথ বা িোয়তা নিশয়শছন সক?   ☐ েযা াঁ   ☐ না 
 

১০. গত ১ বছশর সক এই অবস্থার জনয োিিাতাশল ভসতথ েশত েশয়শছ?  ☐ েযা াঁ   ☐ না 

       সে েযা াঁ েয়, ভসতথ েওয়ার িাংখযা: __________ 
 

১১. আিনার বািা নর্শক সনকিতম োস্থযশিবা নকন্দ্র কত েশূর: __________________ সকসম 

 

ককাবপং কহলথ্ ইন্বর্ন্টবর ফর পযাবরন্টস (CHIP) 
 

বন্বেুশন্া: 

আিনাশক সনশচ সকছু “নকাসিাং আচরণ” নেওয়া েশয়শছ। প্রসতটি িশে বলুন, এই 

আচরণটি আিসন বযবোর কশরশছন সক না এবাং এটি আিনার ও আিনার িসরবাশরর 

জনয কতিা িোয়ক সছল।  সে বযবোর না কশর র্াশকন, অনুগ্রে কশর কারণ সচসিত 

করুন। 

 

সহায়কিার মাত্রা (বৃ্ত্ত বেন্): 

৩ = অতযন্ত িোয়ক; ২ = মাঝাসর িোয়ক; ১ = অে িোয়ক; ০ = নমাশিও িোয়ক না 
 

 বে ব্যব্হার ন্া কবর থ্াবকন্, িাহবল বন্বের ে টি বব্কবের একটিবি বেহ্ন বেন্: 

□ বযবোর কসরসন, ইোকৃতভাশব কসরসন;  □ বযবোর িম্ভব সছল না 
 
 

ককাবপং আেরণ অিযন্ত 

সহায়ক 

 

মাঝাবর 

সহায়ক 

 

অে 

সহায়ক 

 

কমাবিও 

সহায়ক 

ন্া 

 

 বে ব্যব্হার ন্া 

কবর থ্াবকন্, 

বন্বের ক বকাবন্া 

একটি কারণ 

বেবহ্নি করুন্: 

 

ব্যব্হার 

কবরবন্ 

সম্ভব্ 

ন্য় 

 

১|জীবনিঙ্গীর 

িাশর্ বযজক্তগত 

৩ 

 

২ 

 

১ ০ 
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অনুভূসত ও উশেগ 

সনশয় কর্া বলা | 

২ |িম্পকথ এবাং 

বিুশত্ব জসেত 

েওয়া | 

৩ 

 

২ 

 

১ ০ 

 

  

৩ |সনশজর ও 

িন্তানশের োসয়ত্ব 

িালশন 

জীবনিঙ্গীর 

(অর্বা প্রাক্তন 

জীবনিঙ্গীর) ওির 

আস্থা রাখা | 

৩ 

 

২ 

 

১ ০ 

 

  

৪ | ঘুমাশনা | 
 

৩ ২ ১ ০   

৫ |সচসকৎিা নকন্দ্র 

নগশল সচসকৎিা 

কমীশের (নাি থ, 

িমাজকমী, 

ইতযাসে) িাশর্ কর্া 

বলা | 

৩ 

 

২ 

 

১ ০ 

 

  

৬ | আমার িন্তান 

(িন্তাশনরা) িুস্থ 

েশয় উিশব এই 

সবশ্বাি রাখা | 

৩ 

 

২ 

 

১ ০ 

 

  

৭ | চাকসর করশছন 

অর্বা বাইশরর 

কম থিাংস্থাশন  ুক্ত 

আশছন | 

৩ 

 

২ 

 

১ ০ 

 

  

৮ | সনশজশক 

িক্ত/েৃঢ় সেশিশব 

উিস্থািন করা | 

৩ 

 

২ 

 

১ ০ 

 

  

৯ | 

সনশজর/িসরবাশরর 

অনযানয িেিযশের 

জনয উিোর নকনা 

| 

৩ 

 

২ 

 

১ ০ 
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১০ | আমার একই 

িসরসস্থসতশত র্াকা 

অনযানয বযজক্ত/ 

অসভভাবশকর িাশর্ 

কর্া বলা | 

৩ 

 

২ 

 

১ ০ 

 

  

১১ | বাসেশত র্াকা 

িমস্ত সচসকৎিা 

িরঞ্জাশমর 

ভাশলাভাশব  ত্ন 

ননওয়া | 

৩ 

 

২ 

 

১ ০ 

 

  

১২ | খাওয়া | ৩ ২ ১ ০   

১৩ | িসরবাশরর 

অনয িেিযশের 

ঘশরর কাশজ 

িোয়তা করশত 

উৎিাসেত করা | 

৩ 

 

২ 

 

১ ০ 

 

  

১৪ | সনশজশক সকছু 

িমশয়র জনয 

আলাো করা | 

৩ 

 

২ 

 

১ ০ 

 

  

১৫ | আমার 

িন্তাশনর 

(িন্তানশের) 

িারীসরক অবস্থা 

িম্পশকথ আমার 

উশেগ সনশয় 

িাক্তাশরর িাশর্ 

কর্া বলা | 

৩ 

 

২ 

 

১ ০ 

 

  

১৬ |সবশ্বাি করা ন  

সচসকৎিাশকন্দ্র / 

োিিাতাল আমার 

িসরবাশরর িশব থাত্তম 

োশর্ থর কর্া ভাবশছ 

| 

৩ 

 

২ 

 

১ ০ 

 

  

১৭ |মানুশর্র  িাশর্  

ভাশলা িম্পকথ গশে 

নতালা | 

৩ 

 

২ 

 

১ ০ 

 

  



97 

 

 

১৮ | ঈশ্বশর সবশ্বাি 

রাখা | 
 

৩ ২ ১ ০   

১৯ | সনশজশক 

একজন মানুর্ 

সেশিশব গশে নতালা 

| 

৩ 

 

২ 

 

১ ০ 

 

  

২০ | একই ধ্রশণর 

িসরসস্থসতশত র্াকা 

অনযানয 

অসভভাবকশের 

িাশর্ কর্া বলা এবাং 

তাশের অসভজ্ঞতা 

িম্পশকথ জানা | 

৩ 

 

২ ১ ০ 

 

  

২১ | িসরবাশরর িব 

িেিযশক িশঙ্গ 

সনশয় একিাশর্ সকছু 

করা | 

৩ 

 

২ 

 

১ ০ 

 

  

২২ |সনশজর 

নিিাগত কাশজ 

িময় ও িজক্ত 

সবসনশয়াগ করা | 

৩ 

 

২ 

 

১ ০ 

 

  

২৩ | আমার িন্তান 

িম্ভাবয িশব থাত্তম 

সচসকৎিা নিবা 

িাশে এই সবশ্বাি 

রাখা | 

৩ 

 

২ 

 

১ ০ 

 

  

২৪ | আমাশের 

বাসেশত বিুশের 

আিযায়ন করা | 

৩ 

 

২ 

 

১ ০ 

 

  

২৫ | আমার মশতা 

িসরসস্থসতশত র্াকা 

অনয 

অসভভাবশকরা 

কীভাশব 

িমিযাগুশলা 

নমাকাসবলা কশরশছ, 

৩ 

 

২ 

 

১ ০ 
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তা জানা বা িো | 

২৬ | িসরবাশরর 

আত্মীয়েজশনর 

িাশর্ একিাশর্ 

সকছু করা | 

৩ 

 

২ 

 

১ ০ 

 

  

২৭ | আরও 

োবলম্বী এবাং 

আত্মসনভথরিীল 

েওয়া | 

৩ 

 

২ 

 

১ ০ 

 

  

২৮| সনশজশক বলা 

ন  আমার কাশছ 

অশনক সকছু আশছ 

 ার জনয আমার 

কৃতজ্ঞ র্াকা 

উসচত| 

৩ 

 

২ 

 

১ ০ 

 

  

২৯ | িশখর উির 

মশনাসনশবি 

(ন মন: িঙ্গীত, 

আাঁকা, নেৌে) করা | 

৩ 

 

২ 

 

১ ০ 

 

  

৩০ |বিুবািব এবাং 

প্রসতশবিীশের কাশছ 

িাসরবাসরক 

িসরসস্থসত বযাখযা 

করা  াশত তারা 

আমাশের বুঝশত 

িাশর | 

৩ 

 

২ 

 

১ ০ 

 

  

৩১ | অিুস্থ 

িন্তানশক আরও 

েসনভথর েশত 

উৎিাসেত করা | 

৩ 

 

২ 

 

১ ০ 

 

  

৩২ | সনশজশক িসু্থ 

এবাং িুিম্পিত 

রাখা | 

৩ 

 

২ 

 

১ ০ 

 

  

৩৩ | বিুশের িাশর্ 

িামাজজক 

অনুষ্ঠাশন (িাটিথ, 

৩ 

 

২ 

 

১ ০ 
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ইতযাসে) অাংি 

ননওয়া | 

৩৪ | জীবনিঙ্গীর 

িাশর্ সনয়সমত 

বাইশর  াওয়া | 

৩ 

 

২ 

 

১ ০ 

 

  

৩৫ | িন্তানশের 

জনয সনধ্ থাসরত 

সচসকৎিা কা থক্রম 

প্রসতসেন বাসেশত 

অনুিরণ করা েশে 

সকনা তা সনজিত 

করা | 

৩ 

 

২ 

 

১ ০ 

 

  

৩৬ | জীবনিঙ্গীর 

িাশর্ আরও ঘসনষ্ঠ 

িম্পকথ গশে নতালা 

| 

৩ 

 

২ 

 

১ ০ 

 

  

৩৭ | সনশজশক রাগ 

প্রকাশির িুশ াগ 

নেওয়া | 

৩ 

 

২ 

 

১ ০ 

 

  

৩৮ | িন্তানশের 

প্রসত সনশজশক 

িমূ্পণ থভাশব 

সনশবেন করা | 

৩ 

 

২ 

 

১ ০ 

 

  

৩৯ | আমার ভাবনা 

ও অনুভূসত 

নিিাোর নয় এমন 

কাশরা িশঙ্গ ভাগ 

কশর ননওয়া 

(নিিাোর 

িরামি থোতা/িাক্তা

র নয়) | 

৩ ২ ১ ০   

৪০ | িন্তাশনর 

সচসকৎিা িাংক্রান্ত 

িমিযাটি িম্পশকথ 

আরও জানার নচষ্টা 

করা /িোশিানা 

৩ 

 

২ 

 

১ ০ 

 

  



100 

 

 

করা | 

৪১ | িাসরবাসরক 

সস্থসতিীলতা বজায় 

রাখার নচষ্টা করা | 

৩ 

 

২ 

 

১ ০ 

 

  

৪২ | ঘশরর কাজ ও 

োসয়ত্ব নর্শক 

িামসয়ক সবরসত 

সনশয় সকছুিা সবশ্রাম 

ননওয়া | 

৩ 

 

২ 

 

১ ০ 

 

  

৪৩ | িন্তাশনর 

িারীসরক অবস্থার 

জনয সনয়সমত 

সক্লসনক / 

োিিাতাশল  াওয়া 

| 

৩ 

 

২ 

 

১ ০ 

 

  

৪৪ | সবশ্বাি রাখা ন  

িবসকছু একসেন 

টিক েশয়  াশব | 

৩ 

 

২ 

 

১ ০ 

 

  

৪৫|িন্তাশনর িাশর্ 

সমশলসমশি সকছু 

করা/কা থকর িময় 

কািাশনা | 

৩ 

 

২ 

 

১ ০ 
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Appendix I: Supervisor Contact Schedule  

 

 

 

 

 
 

 

 



102 

 

 

 
 

 

 



103 

 

 

 


