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ABSTRACT 

TITLE OF THE ABSTRACT: Prevalence, Pattern and Factors associated with guilt in mothers 

of children with Neuro-Developmental Disorders who have not received exclusive breast feeding. 

DEPARTMENT: Psychiatry  

NAME OF THE CANDIDATE: Dr. Swetha Madhuri Chikkala  

DEGREE AND SUBJECT: MD, Psychiatry  

NAME OF THE GUIDE: Dr. PAUL S S RUSSELL 

Objectives:  

To document the prevalence of guilt, describe the patterns of guilt proneness and assess the factors 

those are associated with guilt in mothers of children with NDD who had given complimentary 

feeding or have perceived inadequacy with regards to breast feeding. 

Methods: In this cross-sectional study, all mothers of children and adolescents with NDD 

attending either the outpatient clinic or admitted in the inpatient facility of child and adolescent 

psychiatry unit were recruited. The study period started from May 2018 to September 2018. 

Consecutive mothers were enrolled in to the study if they fulfilled the selection criteria. The socio-

demographic, clinical details, which includes retrospective breast-feeding history which were 

recorded on a structured proforma. Those mothers who have given exclusive breast feeding were 

considered as controls and those who have given complimentary breast feeding or had perceived 
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inadequacy were recruited as cases. The GASP scale and TOSCA scale was administered to both 

the groups. The guilt due to lack of adequate breast feeding, perceived inadequacy and other causes 

of guilt were interviewed and documented. The difference in the  

continuous and categorical between the groups will be measured independent student’s T test and 

Chi square tests respectively. The prevalence and pattern of guilt will be presented in percentages. 

The difference in the (GASP)scale/TOSCA scale scores will be compared between groups using 

independent student’s T test. The dichotomized (GASP) scale/TOSCA scale scores (as high vs. 

low level of guilt, based on the scale’s classification) will be used to identify the significant 

independent variables associated with high level of guilt using univariate and multivariate logistic 

regression analyses.   

 

Results: The prevalence of guilt related to all psychosocial reasons associated with having a child 

with neurodevelopmental disorder other than the perceived inadequacy related to breast feeding is 

57.33%.The prevalence of guilt related to perceived inadequacy of breast feeding is 34.22% 

Patterns of guilt in the TOSCA: the sub- scale of guilt self -talk with low of 62.1% and high as 

37.9%.In the GASP scale:  sub scale of guilt negative behavior evaluation: with low in 58.6% and  

high in 41.4%.Guilt repair scale: low in 51.7%  high in 48.3%. It is crucial to explore for guilt in 

mothers having a child with NDD and offer appropriate psychological interventions for resolution 

of guilt which will lead to better maternal engagement in the child’s therapy leading to better 

outcomes in the child. 
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                                       INTRODUCTION 

The World Health Organization (WHO) recommendation is that every infant should be exclusively 

breastfed for the first six months of life, and thereafter for an additional period of 18 months or 

longer, to be given breastfeeding along with complementary foods. This will promote overall 

achievement of satisfactory growth and development. The Physical, cognitive and behavioral 

benefits have been traditionally known to be associated with breast feeding.  

The existing literature evidence base suggest that mothers, who bottle-fed experienced a number 

of negative emotions such as guilt, shame, anger, uncertainty and a sense of failure. The current 

evidence on the longer-term outcomes of breast feeding is more controversial. This includes its 

protective effects on the long- term neurocognitive ability. 

The parents of children with neurodevelopmental disorders suffer greater levels of depression and 

anxiety when compared to typically developing children. Guilt is the component of burden that is 

most commonly associated with depression and anxiety. Considering the fact that mothers are 

often involved in the care of these children, the way they attempt to make sense of the guilt in the 

context of the diagnosis or caring of neurodevelopmental disorder is largely unexplored.  

However, in other disabilities, attributions have been shown to predict a variety of outcomes 

including maternal wellbeing and their engagement in treatment. Thus, assisting mothers to 

resolve the feelings of guilt that are frequently a consequence of having or caring for a child with 

neurodevelopmental disability is detrimental for better outcomes in both the mother, child and rest 

of the family. 
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AIMS AND OBJECTIVES 

 

1. To document the prevalence of guilt in mothers of children with NDD who had complimentary 

breast-feeding or had perceived inadequacy related to breast feeding in comparison with mothers 

who had exclusively breast fed their children with NDD. 

 

 

2. To describe the patterns of guilt associated with complimentary breast-feeding or those who had 

perceived inadequacy related to breast feeding in mothers of children with NDD in comparison 

with mothers who had exclusively breast fed their children with NDD. 

 

 

3. To assess the factors those are associated with high level of guilt among mothers who had given 

complimentary feeding or those who had perceived inadequacy related to breast feeding in mothers 

of children with NDD in comparison with mothers who had exclusively breast fed their children 

with NDD. 
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REVIEW OF LITERATURE 

3A)  NEURO-DEVELOPMENTAL   DISORDERS: 

Neurodevelopmental disorders are a group of conditions whose onset occurs in the developmental 

period. These disorders typically manifest early in developmental period, before the child enters 

school, and are characterized by deficits that leading to impairment in functioning, involving 

personal, social, academic, or occupational domains.  The deficits range from very specific 

disability in learning or executive functions to global impairments in social skills or intelligence. 

The NDD frequently co- occur, for instance children with autism spectrum disorder often have 

intellectual disability and  children with ADHD may  have specific  learning disorder. 

DSM V enlists the following under the category of neurodevelopmental disorders 

• Intellectual Disability (Intellectual development disorder) 

• Global developmental delay 

• Autism Spectrum disorders, 

• Attention Deficit Hyperactivity disorder 

• Neurodevelopmental motor disorder 

• Specific Learning Disorder  

• Communication Disorders (1) 
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3 B) EPIDEMIOLOGY 

World Health Organization states the true prevalence of Intellectual disability is nearly 3%.  A 

review of existing prevalence studies reported a huge gap in our knowledge about learning 

disability. The available studies have many methodological flaws in the study design, and the 

estimate of prevalence rates. Individuals having mild disability represent the largest proportion 

(nearly 2.5% of the general population); moderate intellectual disability includes approximately 

0.4% of the population, and severe and profound levels combined account for about 0.1% 

approximately. 

In a metanalysis which reviewed 52 studies the prevalence of intellectual disability was found to 

be 10.37/1000 population. The prevalence estimates varied according to the socio-economic 

background, the age group being studied and the study design. The highest rates were seen in the 

developing countries 

• The worldwide prevalence of intellectual disability nearly 1%.(2) 

• The prevalence in low and middle- income countries is almost two times higher when 

compared to high income countries. 

• Highest prevalence of intellectual disability was observed in child and adolescent 

population  

• "Intellectual disability is an extremely stigmatizing condition and involves utilization of 

large public health resources, but most data about its burden is based on studies conducted 
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in developed countries. The aim of this meta-analysis was to collate data from published 

literature and estimate the prevalence of intellectual disability across all such studies.  

• Intellectual disability is associated with lot of stigma in the community. The public health 

sector needs to allot a lot of resources to cater to the needs of these patients. However most 

of the data regarding the burden in the community is based on studies done in developed 

countries. A review included all the studies which were published from 1980 to 2009 and 

included data from those population which gave an overall prevalence estimate of 

Intellectual Disability. 

A meta-analysis was done across 52 studies which were also included in a sub-group 

analysis.  

The meta-analysis found that the prevalence of intellectual disability was 10.37/ 1000 

population. There were differences in the prevalence rates based on the age- group of the 

study population, income group of the group of the country of origin and the design of the 

study. The low- and middle-income countries showed the highest rates of prevalence.  

 Studies which used identification of cases by means of psychological scales or assessments 

showed higher prevalence rates compared to those who used disability instruments and 

standard diagnostic systems. The studies showed prevalence was higher in child and 

adolescents compared to those that of adults. The higher prevalence rates in low and 

middle-income group countries is a concern due to the limitations in availability of 
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resources to manage intellectual disability. There is a need for using standardized diagnostic 

systems to estimate the burden which has been emphasized. (2) 

 

Autism spectrum disorders are a category of neurodevelopmental conditions which are 

characterized by stereotyped interests and repetitive behaviors and social, communication deficits.  

The estimates from the Centers for Disease Control and Prevention (CDC)’s Autism and 

Developmental Disabilities Monitoring (ADDM) Network show that one in sixty- eight children 

have been identified to have an autism spectrum disorder. Systematic reviews around the world 

estimated different prevalence rates of ASD. Various systematic reviews which were conducted 

across the world show variations in the prevalence rates of ASD.  One study estimated the global 

prevalence of ASD to be approximately 20 per 10,000.  The studies were found to have a very 

high degree of heterogeneity. (3-6) 

The percentage of individuals with autism who also qualify for the criteria of intellectual disability 

have been reported to be around 25% to 70%. This wide variation, reflects the difficulty of 

assessing intelligence in individuals with autism. (3-6) 

Sun and Allison have conducted a systematic review in Asian sub -continent which included six 

of the countries. They have found the prevalence of ASD beginning from 1980 to date was roughly 

14.8/ 10,000. The study excluded South Asian Countries. The South Asian countries account for 

more than 20% of the population of the world. However, there is not much data available regarding 

the prevalence of Autism Spectrum Disorder in these regions. (6) 
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The prevalence rates of ASD widely differed based on the diagnostic instrument(8) 

The approximate prevalence rates for children with autism in other countries across the world are 

listed as follows. (4) 

Australia 6.25 in 1000 

China 1.1 in 1000 

Denmark  Nearly 9 in 1000 

India 1 in 250 

Japan Nearly 3 in 1000 

Mexico 2 to 6 per 1000 

Canada  1 in 54 

Sweden:   1 in 188 

Finland 1 in   833 
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THE EPIDEMIOLOGY OF NEURODEVELOPMENTAL DISORDERS IN INDIA 

The prevalence of Intellectual disability of semi-urban community in India; n= 18,480 in the age 

group of 1-30 years with the outcome measure instrument which was used DSM IV TR was found 

to be 0.23%. (9) The prevalence rates as evidenced by another study was found to be 0.1 -140. In 

urban areas the incidence was 0.9% and rural areas, 3.1% 

Two percent of the general population were found to have intellectual disability, out of which three 

quarters of them have mild intellectual disability. While severe intellectual disability accounted 

for one fourth of the two percent, mentions the NIMH.  

National Sample Survey Organization – Prevalence Studies 

1. The prevalence rate per 1000- 31.0 in a stratified rural sample in all India: NSSO 1991 

2. The prevalence rate per 1000-9.0 in a stratified urban sample in all India: NSSO 1991  

Denmark  1 in 833 

Iceland 1 in 769 

Philippines  500,000 children 

Thailand 180,000 children  
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In India a study conducted in 2011 in the disabled population by the type of disability: Intellectual 

Disability the total number of people was 1,505,624. The males were found to be 870,708 and 

females: 634,916. Few other studies found that the prevalence of intellectual disability was 10.5/ 

1000.The prevalence was higher among children.   

The prevalence of autism was largely unknown until 2015.The available literature was limited to 

case reports, series, retrospective chart reviews, qualitative studies. This diagnosis was frequently 

missed due to lack of awareness and skill to recognize the disorder among medical professionals. 

Prevalence rates of autism spectrum disorder as obtained from a systematic review found that it 

was roughly 0.09% in India. This shows one in every 93 children have been found to have autism 

spectrum disorder.(7) 

The prevalence rates of ADHD in the general population in the 6-12 year old age group was  4% 

to 12%.They found that there was a male preponderance with rates being 66.7% in men when 

compared to females which was about 33.3%.The rates were greater among the lower socio-

economic strata, 16.33% when compared to the middle socio-economic strata which was 6.84%. 

(11) 

ADHD prevalence in an urban community in India was found to be 12.3%. The gender ratio of 

boy: girl was 3:2. It was more common in families which were nuclear in structure. 
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3C) CARE GIVER BURDEN 

Parents of children with neurodevelopmental disorders and behavioral issues are known to be 

vulnerable and suffer from both physical and mental health problems. Health care professionals 

should consider the physical and psycho social health of the care givers apart from addressing the 

needs of the child. Parents play a crucial role in the lives of these children, hence their well- being 

is entangled with the well- being of the children.(13) 

The perceived caregiver burden is the other source of stress in the parents who are caring for these 

children with disabilities. They often struggle with feelings of guilt, shame, resentment, fear of 

having lost control over their life, social rejection.(14) 

There have been two major shifts in the social trends which high light the importance of caregiver 

health. First is the advent of community-based rehabilitation (CBR) of children with all disabilities 

which includes neurodevelopmental disorders. The goals of CBR is not just to integrate these 

children into the community but also recognizes parents as partners in the team for the provision 

of care. Second, family centered care has been an integral part of health policy. Hence the service 

providers including the government and the NGO’s have actively been involved in inclusion of 

families to provide services to children with neuro developmental disorders as well as other 

disabilities. Thus, caregivers who take an active role in the delivery of care to their children play 

crucial part in the nature and direction of the overall care the child receives. This shift in trends 

highlighting the voice of caregiver and their participation have led to an extra-ordinary 

responsibility on the parents.( 15)  
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The concept of Caregiver burden is very broad however studies have shown it includes three major 

components: 

 1. Psychological burden 

2.Negative personal, social consequences 

3. Guilt. 

 Out of the three, guilt was the component that has been known to be a good predictor of 

psychological illness among parents who have a child with intellectual disability.(14) 

There is a huge body of literature that highlights and explores guilt and its relation to parenting. 

Guilt is often an indicator to the parents that something wrong has been committed or they have 

failed to do what is enough for the child thereby by the is child facing the consequences. They are 

known to frequently bear feelings of guilt and blame, no matter what the disability could be. 

Parents prediction of recurrence was very high and inaccurate. They held a lot of misconceptions 

regarding the different variables which could have contributed to illness. The diagnosis of 

neurodevelopmental disorder for their child often leaves them to deal with feelings of guilt and 

blame.(16, 26) 

A review article highlights the wide range of beliefs parents hold regarding the cause of autism in 

their child. These include hereditary causes, perinatal events and the environment in which the 

child has been raised. Parents explanatory models about the cause for autism in their child has 
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their influenced major decisions. These include future help seeking for health resources, future 

planning of further pregnancies and the mental health of the mother.(26, 28) 

The association between parental explanatory models which could influence their choices for 

health care interventions has not been looked into. But in routine clinical practice we observe that 

the beliefs which parents hold have an impact on the nature of interactions within the parent and 

child dyad. These interactions in turn affect the prognosis of these children. (18,24) 

Evidence suggest that parents of children with neuro developmental disorders who struggle with 

guilt have also reported that they were not very confident about their parenting skills and decisions 

they take for their child. This lack of confidence has led to significant distress and anxiety. (16) 

The overall summary indicates that parents who are caring for their child with intellectual 

disability are more vulnerable to suffer higher levels of anxiety and depression when compared to 

those parents who have children with normal development. When these parents were interviewed, 

majority of them were found to qualify for an ICD 10 or DSM V clinical depression or anxiety 

disorder. Care giver burden has been found to be the most consistent and strongest indicator for 

psychological illness. Guilt is one of the three principal components of care giver burden which 

was found to have significant association with both depression as well as anxiety. 

In the grief therapy it has been observed that helping individuals deal with guilt has led to 

significant improvement in depression and anxiety symptoms. ( 64 )  

Thus, helping parents to deal with feelings of guilt which they experience after their child has been 

diagnosed to have Intellectual Disability or while caring for the child could relieve symptoms of 
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anxiety and depression just as we see in the case of bereavement. The parents of children who are 

diagnosed to have intellectual disability, congenital heart disease face overwhelming emotions.  

These emotional reactions evolve through different stages.  

Stage1: Parents are shocked and deny the possibility of their child having such a disorder and then 

eventually begin to search for the reason. 

Stage 2:  Their emotional are disorganized oscillating between feelings of anger and guilt 

Stage 3: The emotions calm down and slowly begin to accept the diagnosis and adapt to the reality.  

Helping mothers go through this process of resolving the internal conflicts related to the diagnosis 

is crucial for the emotional responsiveness they display towards the child and how they tune into 

the child’s emotions(18, 25)  

The available literature shows that families, mothers in particular are faced by many challenges 

especially dealing with emotional overload. The delay in diagnosis, dealing with the reality of their 

child being labelled to have life-long diagnosis, lack of knowledge of the available health care 

resources and limited access to the same and poor social support have been recognized as potential 

source of stress. 

The sharing of information between these families and with the integrated community health care 

for the child and for the support of the families have been found to be the most common ways of 

coping. (19) 
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Parenting children with neurodevelopmental disorders is a never-ending process which has a 

bearing on the parents as well as the entire family.  

There is a significant role which parents play in raising these children, but the responsibilities such 

as caring, education, rearing are shared by both the parents. In Asian countries; due to the literacy 

rates we observe that mothers are mostly home makers and thus take up more responsibilities in 

the home environment than the fathers. In fact, due to the poor resources in the community even 

women who are working often give up their jobs to take care of these children. Living in the 

community mothers through exchange of information become more aware about the various 

services available in the community in sectors of education, therapeutic services, and health care 

which cater to these children. This awareness leads to help-seeking and use of the service. The 

financial constraints force the father to continue to go for work while leaving the mother to be the 

primary care giver to avail the services. 

It can be concluded that mothers are the primary care givers for children with neurodevelopmental 

disorder. Studies have found that these mothers are more prone to have greater care giver burden, 

over low family functioning and a lesser sense of coherence as compared to mothers of normally 

developing children. 

 

It is important to explore how these mothers deal with the diagnosis of NDD, however there is not 

much data regarding the same. Studies looking at caregiver burden in other physical disabilities 

and debilitating medical illness have found that the attributions that mothers make have predicted 
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a lot of outcomes. These include maternal mental health and their engagement in therapeutic 

services. They found that the attributions the mothers made were a complex range and rich in 

diversity. These attributions were fund to be in line with Bernard Weiner’s Attribution Theory. 

This theory attempts to explain the world and determine the cause or behavior of human beings. 

The dimensions fall along three causes: locus of control, stability and controllability. 

Thus mother’s explanatory model of the cause of illness becomes important for mental health 

professionals in order to support these families as they go through the crisis of facing the diagnosis 

which will change their entire life course and that of the child(21) 

These mothers often face blame by the extended family and stigma in the community because of 

bearing such as child. A certain study found that in mothers having children with autism, the 

mothers of those children who suffered regression of mile stones were guiltier when compared to 

the mothers whose children did not suffer regression. Most mothers held on to multiple 

explanations that could have led to the development of autism in their children. (20, 27) 

When both parents were administered a self- reported ADHD questionnaire it was found that 

mothers had higher levels of stress in the Adolescent and Parent domains when compared to the 

fathers reports which had significantly lower acute phase response stress. The mothers found it 

very stressful and demanding to cater to the needs of the child. Mothers find themselves battling 

between the family and the health care resources. In the midst of these overwhelming emotions to 

handle the every- day challenges (22,29, 30).  Maternal attitudes play a crucial role in raising 

children with neurodevelopmental disorders. Due to the extreme stress levels mothers might 
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employ maladaptive strategies to cope with stress. The negative attitudes lead them to reject the 

child or deny the illness entirely or become overprotective and be extremely pessimistic about the 

future. The negative attitudes largely affect their home management and the educational 

development of children. Mothers having children with Intellectual disability experienced 

significant stress, mood symptoms, feelings of grief, shame, blame and confusion (23) 

 

3D) MATERNAL GUILT 

Definitions 

Harder and Kugler suggested Guilt is a negative construct, reflecting inner pain and tension with 

negative consequences. The evidence suggests the dimensions of guilt have shown to have positive 

association with depressive symptoms. 

Behavior/Activity is a part of guilt when the definition focuses on behavior, activity, actions, or 

inaction (i.e. failure to act when action is called for). This component of guilt is often discussed as 

an act of commission or omission.  

Tangney and his associates view behavior or activity is cardinal to the hypothesis of guilt. This is 

apparent in her phrasing that “guilt” the object of concern is some specific action (or failure to 

act)” 

Guilt is not synonymous with shame and social anxiety in terms that it is not the fear of being 

negatively evaluated by others. Though guilt and shame are at times interchangeably used, they 
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do not evolve from a similar origin. Guilt is result of co-operative and caring strategies as opposed 

to shame which seem to stem from dominant and submissive strategies. 

Guilt revolves around the locus of damage caused to others. The current concept of guilt claims to 

encourage nurturing behavior and recompensation to those whom harm has been incurred. The 

behaviors of hiding, submitting, camouflaging, or aggression are relatively minimal. 

Motivational behavior and interpersonal interactions of an individual are influenced in diverse 

ways by guilt and shame. Shame leads to avoidance as opposed to guilt which motivates an 

individual towards compensatory behavior. Guilt nurtures interpersonal empathy and influences 

the anger management strategies employed by an individual in day to day living. (31) 

Maternal guilt 

Transition for woman into motherhood is often arduous and demanding. This has been consistently 

found in many qualitative studies conducted across cultures. They often identify themselves to be 

failing in reaching upto the standards of motherhood and tend to critically evaluate themselves and 

face a lot of negative emotions such as guilt and shame.  

These feelings of inadequacy are connected to the strong cultural beliefs that motherhood is a 

delightful phase of experiencing goodness, brings pleasure and happiness into the families. These 

ideas are widely prevalent across cultures, but however in reality we find new mother struggling 

to fit into the new role. The self -discrepancy theory which proposes that individuals compare 

themselves to internalized standards referred to as self -guides. The cultural beliefs of ideal 
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motherhood serve to evoke fear of negative critical evaluation by the family members and leads 

to feelings of guilt and shame.(65) 

Women are held by feelings of responsibility towards their children. The demands on a mother are 

from different arenas of life. Often, she has no control over these situations. When they face 

incidents where they feel that they have not done adequately for their child or failed to do 

something what is required for their child, or happened to place her needs more importance than 

the need of the child. This they often decipher it to be their negligence, which has led to the loss, 

which triggers feelings of guilt. Guilt is characterized by various components such as shame, 

contentiousness and ambiguous in conversation. (26) 

The stage of parenthood as described earlier is a major life event. This change over into this new 

phase often makes individuals vulnerable to mental illness. Mood disorders are the most common 

conditions prevalent in this group. Literature suggests that both men and women are at risk. In 

developing countries, epidemiological studies have highlighted that about 10-15% of primi 

mothers develop depression in the post- partum period. They have explored the possible triggers 

could make them vulnerable to depression. Some of the factors include past history of depression 

especially in the antepartum period, poor family support, marital discord and financial crisis. (32) 

Causes for Maternal guilt 

Possible causes for guilt in mothers were triggered around conflicting situations between the 

mother and the child 

Type of Guilt Inducer: 
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1. “Aggression”: real / fantasy  

• Verbal (yelling, thoughts of aggression)  

• Physical (slapping, pushing) 

2.“Exit”: Suicidal and self-destructive thoughts:  

Thoughts of abandoning the child, desiring the child should not have been born or existed or 

the child should die.  

3.“Absence”:  Mentally being detached from child or unavailable for the child due to employment 

or other reasons 

4.Partial treatment: showing preference to one child when compared to the other. 

5.The motherhood myth: The discrepancy between the ideal image of what she hopes to be and 

the real self (33) 

MEASURES FOR GUILT 

TOSCA score: Test of Self-Conscious Affect-3 (TOSCA-3) scores: 0-55 

The participants which primarily included college going students and adults who gave personal 

descriptions of their experiences of pride, shame and guilt led to the development of the original 

scale. These experiences which comprises of five positive and ten negative themes led to the 

formation of fifteen different scenario. A separate experience described written by adults who have 

not attended college, led to the formation of multiple responses in the scale. The TOSCA 3 which 
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is the current version has excluded one of the scenarios from the original and 2 new other scenarios 

were given. These scales are frequently used in literature to assess guilt and shame proneness.(34) 

 GASP score Guilt and Shame Proneness scale (GASP)—4-28: 

It picks up the individual’s proneness across a range of imagined personal transgressions, to have 

feelings of shame and guilt. The GASP contains two sub scales, negative behavior evaluation 

(NBE) and guilt repair. Two other sub scales, which evaluate shame in negative self – evaluation 

and withdrawal action following a public transgression which gets exposed eventually.(35) 

 

3E) BREAST FEEDING AND NEURODEVELOPMENTAL TRAJECTORY 

Breastfeeding is universally known to be the ideal source of nutrition for overall physical health 

and development of infants. Breast feeding is an immanent part of the normal physiological 

development of the reproductive system of women and has bearing on the health of women of the 

reproductive age group. The worldwide literature which includes population-based studies has 

proven beyond doubt that exclusive breast feeding for six months is the most impeccable way of 

feeding new born infants. After six months, they should be initiated on semi-solid foods, in 

addition should be given breast feeding till 2 years or more.  
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The WHO/UNICEF definitions are:  

Breastfeeding: The child has received breast milk direct from the breast or expressed.  

“Exclusive breastfeeding: The infant has received only breast milk from the mother or a wet 

nurse, or expressed breast milk, and no other liquids or solids with the exception of drops or syrups 

consisting of vitamins, mineral supplements, or medicines.”  

“Predominant breastfeeding/ Mixed breast feeding: The infant ’s predominant source of 

nourishment has been breast milk. However, the infant may also have received water and water-

based drinks (sweetened and flavored water, teas, infusions, etc.), fruit juice; oral rehydration salts 

solution (ORS), drop and syrup forms of vitamins, minerals and medicines, and ritual fluids (in 

limited quantities). With the exception of fruit juice and sugar water, no food-based fluid is 

allowed under this definition.”  

“Full breastfeeding: Exclusive breastfeeding and predominant breastfeeding together constitute 

full breastfeeding.” 

“Complementary feeding: The child has received both breast milk and solid or semi-solid food.” 

“Bottle-feeding: The child has received liquid or semi-solid food from a bottle with a nipple/teat.” 

“Breastfeeding on demand – that is as often as the child wants, day and night”  

There should be no use of teats or pacifiers or milk bottles. Breast -feeding is the natural source of 

nutrition for infants which caters to the demands of the body not only in the first months of life 
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but makes up for fifty percent of the dietary needs of the child in the second half of the first 12 

months and extending till16 months. Literature shows that human milk is the ideal source of 

nutrition and is unsurpassable by any other milk source of other animal or plant origin. Studies 

have shown that babies who have received exclusive breast feeding for the first half of the one 

year are less prone to gastrointestinal disorders when compared to those infants who have received 

mixed breast feeding for three months. There has been no lag in growth curves among these 

children who have received exclusive breast feeding regardless of whether they are born in a 

developing country or developed country. (36) 

In India the National family health survey 1, 3 highlights the infants who were exclusively breast 

fed are 46.3 per cent and 48.6 per cent respectively. (62) When we observe trends of exclusive 

breast feeding in India, in the last ten years, the rates have increased from 46.4 percent to 54.9 

percent. (63) 

Advantages of breast feeding 

A meta-analysis conducted by WHO in developing countries found that breast feeding is life-

saving in terms of reducing the infant mortality particularly due to infectious causes. It  is found 

to be protective even unto the second year of life 

1.It promotes growth in the neurodevelopmental trajectory and overall sensory development. 

2.Children are more prone to common infections such as diarrhea, pneumonia, sepsis, ear 

infections, genito- urinary infections and encephalitis. Those children who are exclusively 
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breast fed were found to have lesser episodes when compared to those who were not 

exclusively breast fed. 

3. Exclusive breast feeding as well as later age of weaning were found to confer protection 

from gastrointestinal illness  

4.The incidence rates of childhood onset chronic illnesses: Diabetes mellitus type 1, 

Inflammatory bowel disease (Crohn’s), Hodgkin and Non- Hodgkin’s lymphomas, 

Allergic conditions and childhood obesity 

4.Some studies have shown breast feeding reduces the risk of hypertension in both children and 

young individuals 

The above findings have been studied in both low and higher socio-economic status(30) 

 

Breast Feeding and Neurodevelopmental outcome  

There is a large body of evidence which has validated the relation between breast feeding and its 

positive outcome on the child’s neurodevelopmental trajectory. After the correcting for other 

important variables which could influence the intelligence quotient such as mother’s education 

and social and financial background, there is an increasing accord among researchers that breast 

fed children have higher intelligent quotient scores. Observational studies which conducted 

neuroimaging to study the effects of breast feeding they found the infants who had received 

exclusive breast feeding had overall volume to be greater in terms of the entirety of the brain as a 
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whole as well the grey and white matter.  There are metanalysis which have summarized that after 

correcting for key potential variables which influence neurocognitive development they found 

breast fed infants had higher outcomes. (37)However, the limitations to these studies is that there 

is dearth of research to study these outcomes in prospective samples. The Belarusian trial for 

promotion of breast feeding found that the outcomes of verbal intelligence and teacher rated 

performance record of reading and writing were significantly influenced by breast feeding. (38) 

Many women concede that breast feeding is the ideal source to feed their infants. However, many 

of these women are unable to continue breast feeding for longer duration as much as they desire. 

In a survey conducted among women approximately 50% of them agreed that 6-12 months was 

the ideal duration for breast feeding. However, 42.4% of them actually achieved the 

recommendation. (39) 

Breast feeding and Neurodevelopmental disorders 

• Few studies indicate that breast milk serves as protection against autism. (40,47) 

• When complimentary feeding is introduced earlier this leads to early termination of 

lactational amenorrhea and reemergence of menstruation. This could have a bearing 

on the subsequent pregnancy by reducing the spacing time and increasing the risk 

of autism.(41) 

• Breast feeding offers protection in the high risk ASD phenotype infants( 40)  

• IGF growth factor could offer protection from autism. (42) 
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• Breast feeding children with intellectual disability is challenging but when 

environmental factors were accounted for there was not much of difference. (43) 

• Those children who received exclusive breast feeding for greater than 6 months 

were found to have lesser chances of having developmental delay as compared to 

those children who have never been breast fed.(44, 45) 

• Breast feeding has been long associated with benefits on the short term and long 

term neurodevelopment which needs to be emphasized by the clinicians (59, 60) 

• Breast feeding has been associated with protection on behavioral skills.(61) 

• On retrospective studies breast feeding for a short period has been enlisted as a risk 

factor specially in those children in whom there are high chances of ADHD(46, 47) 

.The available research has limitations in terms of size of the sample. There is a 

paucity of research and emphasizes the need for additional research. 

Every mother makes a choice regarding breast feeding the child. There are many factors which 

influence the decision making.  

The factors include  
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The results of the research revealed that maternal choice of breast feeding were influenced if they 

were self- centered or child centered. Lot of mothers were found to give breast milk and 

complimentary feeds.(50) 

In a survey the most common reason mothers stated for breast feeding is the age of the child, or 

stopped drinking by itself. Roughly 21.1% of mothers said that they had to discontinue because 

they had insufficient milk. 

Mothers who choose to breast feed or contemplating to breast feed are challenged by a fear that 

they might not be adequately feed the child for the recommended duration by professionals. 

Challenges faced by the mothers when engaged in breast feeding. 

1. Mastalgia while feeding   - 21.1% 

decision for 
breast 

feeding

cultural 
background

&social 
support

literacy 
&self 

confidence  

benifits for 
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2. Frequent awakening in night to feed the child- 19.6% 

3. Frequency of the breast feeding -14.3% 

4. Learning the technique of breast feeding (10.6%) 

5. One more important challenge is feeding the baby when outside in the midst of other people.  

 

Maternal causes for discontinuation of breast feeding 

Biomedical factors  

The World Health Organization enlists the medical illness, both maternal as well as those affecting 

infants in which breast feeding is contraindicated. WHO 2009 

Absolute contraindications – maternal: 

1. HIV in mother 

2.  Herpes simplex virus 1 for a short duration 

3. Illness where the mother is unable to feed like septicemia 

4. Conditions which could have a bearing on the baby’s health 

5. Breast abscess, Hepatitis B and C, Tuberculosis, mastitis where they can feed but advised 

to give complimentary feeds.  
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Contraindications- Infant related: 

1. Galactosemia 

2. MSUD- maple syrup urine disease 

3. Alkaptonuria: all the above need specialized feeds as advised by the physician  

4. Low birth weight < 1.5 kg 

5. Pre term infants: less than 32 weeks 

6. Recurrent hypoglycemia 

Post-partum depressive symptoms have an effect on infant feeding outcomes. Those with onset of 

depression in the immediate post -partum period are more likely to discontinue breast feeding, 

having difficulty to feed and decreased self – efficacy. There are less chances of them to start 

feeding and to engage in exclusive breast feeding is quite a challenge.  

 

3F) GUILT ASSOCIATED WITH INADEQUATE OR NO BREAST FEEDING 

When mothers make the decision to wean the baby it is quite interlaced and could lead to 

guilt. (49) Lack of breast feeding is considered as a form of loss at a sub conscious level. 

(51)Here below are reasons given by mothers who decided to wean their child. 

1.Maternal insufficiency 
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2.Peurperal conditions affecting the breast such as mastitis, abscess etc 

3.Dissimilarities between the maternal needs and the infant needs. 

4.Employment 

5.Ambivalence between desire to breast feed and the actual capacity to feed. Burden as 

opposed to longing to feed. 

Working women who did not plan priory, experienced more sadness and feelings of guilt 

when compared to those mothers who planned their breast feeding routine for their 

infant(50)   Cultural variations were observed in the patterns of guilt experienced by mother 

depending on the country they hailed from. Those living in Brazil and Colombia about 

91% admitted to have guilt when compared to those from Germany only 38.3% 

experienced guilt related to lack of breast feeding. (32) Mothers who resort to 

complimentary feeding are prone to experience negative feelings  such as guilt, anger, 

incertitude and a sense of negligence and failed responsibility.  Mothers have fairly good 

knowledge about breast feeding and often feel pressurized to breast feed. 

Guilt—Many women feel guilty for not having done what is good for their child, because of giving 

importance to their own wants.  

Lakshman etal: looked at six qualitative studies and 17 quantitative studies and found that most of 

them experienced guilt, worry, anger and a sense of failure. (53,54)The six qualitative studies 

emphasized, the feelings of guilt women experienced. 
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 ‘I did feel really, really guilty that I didn’t try harder to breastfeed and I still do now’  

‘I felt guilty as sin going out and buying artificial teats [to supplement with] I felt awful’ 

‘It felt like I was going to harm him or something by giving it to him (bottle feeds). 

 In a study they found that 33% of women admitted to feel guilty, while 44% were compelled to 

feel guilty.32% felt they felt like they were a failure, 23% were concerned what the doctor would 

say while 20% were concerned about the consequences on the child’s health. The Convention on 

the Rights of the Child states that each and every baby has a right to have healthy life style right 

from birth. Along with other information passed on to the parents, they should be kept well 

informed about the significance of breast feeding. 

When breast feeding is viewed as right of the infant, automatically the mother is duty bound to the 

child. Nobody else can be held responsible or rescue the mother from this duty.  When breast 

feeding is conceptualized as right then it holds good that the mother can take on this responsibility 

provided by the surrounding others to empower her to take up this role. Hence the family members, 

employer and colleagues, the medical professionals and the community need to ensure she has 

adequate knowledge about feeding choices, and support her to achieve the breast -feeding goals. 

If there is no adequate support they are to take the brunt of guilt for not having supported the 

mother. We cannot put undue pressure on the mother as she can’t achieve this on own unless the 

others fulfill their roles. The policy makers, health care professionals and the community all play 

a major role in triggering feelings of guilt. (49, 52,53, 55) 
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Controversies regarding long term benefits of breast feeding 

The long- term benefits of breast feeding have conflicting evidence. Meta-analysis on allergic 

conditions have found that breast milk offers protection against atopic dermatitis only during 

infancy. There was no protection from asthma as suggested by the earlier studies based on the 

number needed to treat evaluation highlighted in the Belarusian Trial conducted to promote breast 

feeding. (57) Earlier studies suggest breast feeding has protective role against metabolic disorders 

such as hypertension, cardiovascular disorders, obesity, but some newer studies have challenged 

the long-term benefits of the same. Similarly the metanalysis done by Anderson etal on the breast 

feeding benefits on neuro-developmental trajectory has also been challenged regarding the 

longevity of these findings. 

Husk and Keim conducted a National survey in the US which found that there was no association 

between any measure of breast feeding and autism spectrum disorder which questions the finding 

of the previously conducted studies.( 58) Some of the medical professionals argue that the 

available literature on the benefits of breast feeding have been largely observational trials and were 

found to have potential sources of bias. These biases have been largely in preference of exclusive 

breast feeding while few others have looked at earlier introduction of complimentary feeding. It is 

important to consider the reverse causality which could be a significant source of bias. Babies who 

are given exclusive breast feeding, most of them are healthy and have good growth curves. But 

some of them might be affected by a medical illness leading to poor feeding and failure to thrive 

and leading to discontinuation of exclusive breast feeding or additional introduction of formula 

feeds or semi-solid foods. After recovering from a significant medical illness babies tend to have 
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anorexia and poor feeding. The reduced intake thereby reduces the milk production and leading to 

earlier weaning. The temporal correlation between the onset of sepsis and weaning is not 

adequately explored and often misinterpreted as the earlier weaning is responsible for the 

infection. While the reverse could be true. Some children who tend to have an accelerated 

development in the cognitive and motor domains may receive semi-solid foods earlier and the 

breast feeding tends to get highlighted as the reason for advanced development. 

In the low- income group countries, the babies who lag in their growth and development are often 

given complimentary feeds to achieve the required growth. While in the high- income group 

countries, the infants who have accelerated growth may higher energy demands, but because of 

the increased spacing between feeds due to work related reasons. The babies tend to be irritable 

and weeping with poor sleep habits leading to introduction of semi-solid foods or giving additional 

complimentary feeds and lead to poor breast- feeding intake, eventually leading to earlier weaning. 

There are many factors which influence the interrelation between early introduction of 

complimentary feeding and the long -term outcomes of health and development of the infants. 

These factors have not been properly quantified or have not been considered which could have 

been a source of significant bias. 

In PROBIT trial, the breast- feeding promotion intervention the analysis of number needed to treat 

showed that the IQ scores at 6.5 years was higher. However, the difference of outcome as found 

in the two-comparison group of exclusive breast-feeding and mixed breast feeding was not 

statistically significant. Even the consecutive study which looked at rating of parents versus school 
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setting behavior rating by class teachers at the age of 6.5years did not yield any statistically 

significant results in the differences. 

 The Belarusian study which looked at the differences in height, BMI, caries teeth, IQ and 

behavioral problems between infants who have received exclusive breast feeding for six months 

versus those who received for 3 months thereafter partial breast feeding in the next six months did 

not have any significant differences. (55) 

Though there is an overall conflicting evidence about the long-term benefits of breast feeding, 

there are no associated risks. Hence exclusive breast feeding for six months for all infants can be 

recommended for across all cultures which is endorsed by the World Health Organization and 

World Health Assembly. Considering the fact that a large number of children receive 

complimentary feeding to varying degrees during infancy. Every parent has a universal right to 

choose for the child’s health. Thus, the clinician’s responsibility is to pass on the needed 

knowledge about healthy life style choices and empower and the parents to achieve the choices 

are made. Health care professionals often incur guilt in parents to reinforce the use of safety 

equipment while travelling in vehicles and in the context of immunization.  Putting parents through 

guilt especially when the parent is not able to meet the recommendations, is not very appropriate. 

When mothers don’t have the resources to make the ideal choices putting them through shame or 

guilt may lead increased frustration and anger. 

Mothers who have adequate knowledge about breast feeding as provided during the antenatal 

period have a higher chance to breast feed for a longer duration. Some women claimed if they had 
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been given the adequate information about the benefits of breast feeding by the health care 

professionals they would have chosen breast feeding over formula feeds. For a person to feel guilty 

the individual must feel that they failed to do something which was important. Guilt is not 

experienced by those mothers who make prior planned choice to bottle feed. It is those women 

who desire to breast feed and try to feed and failed to give due to various reasons seldom feel 

guilty.(50) In order to help these women from guilt, as mentioned earlier it is important to promote 

breast feeding by passing on adequate knowledge, training of skill and adequate support. The 

avoidance of breast feeding awareness is not the solution.  (61) 

Guilt can serve a good purpose when it acts as persuader to do what is important. However if it is 

used to manipulate or exploit the people it can only increase the burden of the parent. It should be 

included in our policy and clinical practice, to educate mothers that the maternal – child bonding, 

and security of attachment and the physical health will not be at stake. Hence, they should not 

critically evaluate themselves based on the feeding choices they have made based on their life 

situation. (52) 
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JUSTIFICATION OF THE TRIAL 

Maternal attributions of the illness have an impact on their mental health which in turn has bearing 

on their engagement in therapy of the child. These attributions often produce guilt. Hence it is 

important to explore the various reasons for guilt mothers hold in context of having a child with 

neurodevelopmental disorder. It has been observed in clinical practice that mothers hold multiple 

explanatory models simultaneously. Among the various reasons for guilt, it would be intriguing to 

explore breast feeding related guilt. Considering the mixed evidence about the benefits and 

sustainability of exclusive breast feeding on neurocognitive development, the mothers might 

attribute their breast-feeding practice as one of the reasons for their child’s neurodevelopmental 

disability. The guilt associated with complimentary feeding has been studied but however the 

prevalence of guilt in mothers of children with neurodevelopmental disorder who have not 

received exclusive breast feeding has not been largely explored. This study aims to explore 

maternal guilt in the context of breast feeding for having a child with NDD. 
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MATERIALS AND METHODS:  

The study was conducted in Child and Adolescent Psychiatry Unit, Department of 

Psychiatry, Christian Medical College, Vellore. This is a tertiary care centre in South India 

without any geographically defined catchment population. The unit has two divisions, one 

for children with emotional and behaviour problems and the other for children with 

neurodevelopmental disorders (NDD). The study includes children with NDD from both 

the divisions. The study was conducted from May 2018 till the sample size was achieved. 

 

 Inclusion Criteria:   

1) All mothers of children with diagnosis of neurodevelopmental disorders according to   

International Statistical Classification of Diseases and Related Health Problems 10th 

Revision or Diagnostic Statistical Manual 5.   

2) Those who are enrolled for the outpatient clinic or admitted in the inpatient facility in 

CAP unit.  

3) The primary caregiver should have a working knowledge of Tamil/ English /Bengali/ 

Hindi/Telugu. 
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Exclusion criteria:   

1.Those mothers unwilling for a written informed consent 

2.Those mothers whose child with NDD has been adopted 

3.Mothers who have a known psychiatric disorder. 

All consecutive mothers those who are enrolled in the Child and Adolescent Psychiatry 

unit and who satisfied the selection criteria were recruited into the study till the sample 

size was achieved. Those who satisfied the criteria for complimentary or perceived 

inadequacy related to breast feeding were considered as cases and the rest as controls. 

Variables: 

Guilt, was considered as the main outcome variable. Potential confounders such as 

 1. Other reasons for  maternal guilt 

2. Guilt proneness as assessed by the scales-TOSCA and GASP  

3. Disability related  

5. Developmental milestones 

  were dealt with as information about these was collected at the time of the interview and 

were controlled in the analysis.  
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MEASURES 

1. TOSCA score: Test of Self-Conscious Affect-3 (TOSCA-3) 0-55 Some questions 

of the TOSCA were modified to be culturally relevant  

2. GASP score Guilt and Shame Proneness scale (GASP)—4-28: Some questions of 

the TOSCA were modified to be culturally relevant 

3.  IQ / DQ score – Intelligence quotient / Developmental quotient 

4. ADOS – Autism Diagnostic Observation Schedule (for children with autism) 

5. Child related factors based on the specially designed proforma 

6.  Mother related factors based on the specially designed proforma 

 Which are given in detail in the socio -demographic clinical data sheet, most of the 

information were documented during the interview. Clinical details and psychometric tests 

results were obtained from patient records after obtaining consent. Potential bias were 

taken care of by the following measures: 

Consecutive cases were recruited 

Exposure was assessed before outcome to overcome attribution bias 

Standardised instruments to account for possible bias. 
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Sample size: 

Sample size was  calculated by using  mean difference in guilt between both the groups  

N-Master 

 

Proportion of disease   = 0.5 

Anticipated odds ratio  = 1.5 

Power (%) = 80 

Alpha Error (%) = 5 

Sided = 2 

Multiple correlation coefficient of the exposure variable with the confounders  = 0.3 

Required sample size  = 229 

Alpha Error(%)            Power(%)            Sample Size(n) 

                                        70                        285 

            1                          80                        344 

                                        90                        435 
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                                        70                        182 

            5                          80                        229 

                                        90                        305 

 

                                        70                        138 

            10                        80                        179 

                                        90                        247 

 

 

 

a. Quantitative variables: 

1.GASP score             2.TOSCA score 

3.IQ /DQ                   4.ADOS 
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Statistical methods:  

The difference in the continuous and categorical between the groups was measured 

independent using Student’s t test and Chi square tests respectively. 

 The prevalence and pattern of guilt were presented in percentages.  

The difference in the (GASP)scale/TOSCA scale scores was compared between groups 

using independent student’s T test.  

The dichotomized (GASP) scale/TOSCA scale scores (as high vs. low level of guilt)  were 

considered as the dependent variable and the type of the breast feeding was considered as 

the primary independent variable in the univariate regression analysis. In the multivariate 

logistic regression analyses, in addition to the independent variable of Type of breast 

feeding, the five significant confounders of the below mentioned  

1. Reasons for other guilt 

2. Other reasons for  maternal guilt 

3. Guilt proneness as assessed by the scales-TOSCA and GASP  

4. Disability related  

5. Developmental milestones 

Missing data will be addressed by linear trend at point using SPSS.  
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RESULTS 

Table 1: Represents the sample characteristics of the participants which includes the child 

with NDD and mothers  

Table 1) a : Sociodemographic values of the participants 

SOCIO -DEMOGRAPHIC VALUES  

Variable  N= 225 Percentages 

Gender  

 Male  172 76.4% 

 Female  53 23.6% 

Religion 

 Hindu  179 79.6 

Christian 26 11.6 

Muslim  19 8.4 

Others 1 0.4 

Mother Tongue  
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Tamil 157 69.8 

 Hindi  22 9.8 

Bengali 28 12.4 

Telugu 17 7.6 

Others 1 0.4 

Socio Economic status  

  

Low  89 39.6 

Middle  130 57.8 

High  6 2.7 

Habitat  

Rural  86 38.2 

Semi urban 86 38.2 

Urban 53 23.6 
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GRAPH 1 : Represents the gender prevalence in children with NDD 

GRAPH 2 : Represents the % prevalence of religion in children with NDD 
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GRAPH 3 : Represents the socio-economic status in children with NDD 

GRAPH 4 : Represents the habitat in children with NDD 
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Table 1)b :  child related variables 
 

CHILD RELATED VARIABLES 

Intellectual Disability 

Nil 5 2.2 

Mild 55 24.4 

Moderate 
42 18.7 

Severe 
28 12.4 

Profound 
17 7.6 

Unspecified 
64 28.4 

Boderline Intelligence 
14 6.2 

Behavioural Problems 

       No 

 

50 
22.2 

       Yes 
175 

77.8 
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ASD 

NO 138 61.3 

YES 87 38.7 

ADHD 

NO 192 85.3 

YES 33 14.7 

SEIZURES 

NO 181 80.4 

YES 43 19.1 
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Table 1)c : Maternal Variables 

MATERNAL VARIABLES 

 

MATERNAL EDUCATION 

ILLITERATE 9 4 

PRIMARY 21 9.3 

SECONDARY 66 29.3 

INTERMEDIATE 27 12.0 

UNDER-

GRADUATION 

62 27.6 

POST GRADUATION 39 17.3 

MATERNAL EMPLOYMENT 

NO 161 71.6 

YES 64 28.4 

MARITAL LIFE 

UNSATISFACTORY 41 18.2 

SATISFACTORY 184 81.8 

CONSANGUANITY 

NO 177 78.7 

YES 48 21.3 

FAMILY TYPE 
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NUCLEAR 152 67.6 

JOINT 72 32.0 

ABORTION 

NO 150 66.7 

YES-SPONANEOUS 50 22.2 

YES INDUCED 21 9.3 

ATTEMPTED- 

FAILED 

3 1.3 

CHILDREN WITH DISABILITY 

NO 209 92.9 

YES 16 7.1 

MEDICAL ILLNESS -MOTHER 

NO 186 82.7 

YES 39 17.3 
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Table 1)d  :  Antenatal , Perinatal and Postnatal Variables 

4%
9%

30%

12%

28%

17%

Maternal Education

Illiterate

Primary

Secondary

Intermediate

Under-graduation

Post- graduation

72%

28% Maternal 
Employment

NO YES

ANTENATAL HISTORY 

MAERNAL USE OF DRUGS  

NO 200 88.9 

GRAPH 5 : Represents the maternal educational background 

GRAPH 6 : Represents the maternal employment prevalence in children with NDD 
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PERINATAL HISTORY 

TERM 

FULL TERM 197 87.6 

 PRE-TERM  26 11.6 

POST –TERM 2 0.9 

DELIVERY TYPE 

NORMAL  130 57.8 

IINSTRUMENTAL 11 4.9 

LSCS 84 37.3 

YES 25 11.1 

ANTENATAL CHECK UP  

UNSUPERVISED 12 53 

SUPERVISED 213 94.7 

MATERNAL STRESS 

NO 142 63.1 

YES 83 36.9 

MENTAL ILLNESS 

NO 218 96.9 

YES 7 3.1 
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LOW BIRTH WEIGHT 

NO 176 78.2 

YES 49 21.8 

BIRTH ASPHYXIA 

NO 157 69.8 

YES 67 29.8 

 

 

 

POST NATAL VARIABLES 

NEO NATAL JAUNDICE 

NO 188 83.6 

 

 

YES 37 16.4 

 

 

 

NO 202 89.8 

 

YES 23 10.2 
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MILESTONES 

 

 

GROSS MOTOR 

 

DELAY  

NO 116 51.6 

 

 

YES 109 48.4 

 

FINE MOTOR 

DELAY NO 109 48.4 

 

DELAY YES 116 51.6 

 

LANGUAGE 

 

DELAY NO 49 21.8 

 

DELAY YES 176 78.2 

 

ADAPTIVE AND PLAY 

 

DELAY NO 71 31.6 

 

 

DELAY YES 153 68.0 

 

 

 

SOCIAL 

 

DELAY NO 58 25.8 

 

DELAY YES 167 74.2 
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Table 1)e :  breast feeding related variables 

 

BREAST FEEDING RELATED VARIABLES 

LACTATION ESTABLISHMENT 

NIL 18 8.0 

<24HRS 170 75.6 

>24HRS 37 16.4 

KNOWLEDGE OF BREAST FEEDING 

HEALTH CARE 

PROVIDER NO 

3 1.3 

HEALTH CARE 

PROVIDER YES 

221 98.2 

 

 

 

 

DURATION BREAST FEEDING IN MONTHS 

NIL 10 4.4 

>1-5MONTHS 23 10.2 

>6-11MONHS 36 16.0 

>12MONTHS 156 69.3 

TYPE OF FEEDING 

EXCLUSIVE 165 73.3 
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MIXED 4 1.8 

COMPLIMENTARY 29 12.9 

BREAST AND BOTTLE 

MILK 

27 12.0 

FREQUENCY 

DEMAND 110 48.9 

SCHEDULED  115 51.1 

AGE AT  WEANING MONTHS 

3-5 18 8.0 

6-9 183 81.3 

>10 23 10.2 

 

REASONS FOR DISCONTINUATION 

MATERNAL ILLNESS 1 0.4 

INSUFFICIENCY 44 19.6 

CHILD ILLNESS 5 2.2 

JOB 1 0.4 

PERCEIVED ADEQUACY  

NO 69 30.7 
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YES 156 69.3 

INADEQUACY 

MOTHER 52 23.1 

CHILD 17 7.6 

GUILT 

NO 38 16.9 

YES 35 15.6 

 

 

  

3

221

0

50

100

150

200

250

Health care
provider-no

Health care
provider-yes

Knowledge- breast feeding

Knowledge- breast
feeding

GRAPH 7 : Represents the knowledge related to breast feeding 
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The above table 1: represents the sample characteristics of categorical variables:  The 

sample had majority of boys, from a Hindu background, who spoke Tamil, from either a 

low or middle socio- economic status. Majority of the participants were from a rural or 

semi- urban back ground. The children either had Intellectual disability or ASD or ADHD 

with seizure and behavioral problems as co morbidity or concurrent presentation.  Among 

the various disabilities, most of the children with Intellectual disability had a mild form of 

disability. A significant majority had behavioral problems. Apart from the main 

developmental disability, the children had a co-morbidity of ASD in 39%, ADHD in 14.7% 

and seizures in 19%. 

Looking at the profile of mother’s majority of them had intermediate to post graduate 

education. It is documented as 28% were employed. A significant proportion of 82% had 

a satisfactory marital life. Furthermore 21% had a consanguineous marriage and 32% lived 

MATERNAL ILLNESS INSUFFICIENCY

CHILD ILLNESS JOB

GRAPH 8 : Represents the causes for discontinuation of breast feeding 
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in a joint family structure. Majority of the participants had 2 children or did not have 

abortions. Disability in another sibling was noted 7.1% of the participants. Majority of 

mothers did not have a medical illness, or have used prescription medicines during their 

antenatal period.  The perinatal history of most of the mothers showed that they had a 

supervised Antenatal care and Full-term normal deliveries, no maternal stress or mental 

illness in themselves or family members. In addition, the majority of the children did not 

have low birth weight, birth asphyxia, neonatal jaundice, seizures. Equal number of 

children had gross and fine motor delay, but significant number of children had language 

and adaptive mile stones delay.  

The main area of study being the lactation history, majority of the mothers had established 

lactation within the first 24 hours. Almost all mothers have been educated about the 

importance of breast feeding. About 70% of the mothers have breast fed their children for 

12 months. Equal number of mothers have exclusively breast fed the baby. The most 

important reason for discontinuation of breast feeding, was maternal insufficiency of milk. 

Another 70% of the mother perceived that their breast feeding was adequate. Equal number 

of parents felt guilty or not guilty about the breast- feeding related inadequacy.  
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TABLE 2:  Sample Characteristics of continuous variables 

VARIABLE  MEAN (SD) 

Age of the Child 8.45 (4.57) 

Intelligence quotient 51.76(18.99) 

Developmental quotient 41.82(16.47) 

VSMS 3.32(2.15) 

ADOS 16.67(5.09) 

CARS 36.00(6.27) 

ACTERS  

Attention percentile 

Hyperactivity percentile 

Social skills percentile 

Oppositional percentile 

 

24.54(19.47) 

18.15(12.48) 

21.62(14.94) 

25.15( 19.18) 
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Mothers age 

 

34.07(6.03) 

Duration of breast feeding in months 2.50(0.85) 

Duration of exclusive breast feeding in 

months 

5.98(4.20) 

Age at weaning 1.02(0.42) 

GASP score 82.90(35.034) 

TOSCA score 95.52(15.64) 

 

Table 2: represents the sample characteristics of continuous variables of the participants. 

It shows that most of the children were from middle childhood to early adolescence. Most 

of the children in whom the, IQ has been quantified were observed to have mild level of 

intellectual disability, with more significantly compromised adaptive behaviors. Most of 

the children with autism range from mild to severe form of disorder, similarly those who 

had ADHD also had significant symptoms in the clusters of hyperactivity and inattention. 

The duration of breastfeeding ranged from none in 4% of the mothers to a maximum of 12 

months in about 70% of the mothers. Among these mothers the mean SD of the exclusive 

breast feeding ranged from 0 to 48 months. 80 % of the babies were weaned at 6-9 months. 
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The mean (SD) of the GASP and TOSCA score for the guilt proneness were 82.90(35.03) 

and 95.52(15.64) respectively. 

 

Table 3 : The differences in the sample characteristics based on the presence or 

absence of guilt  

Table 3)a : Socio-demographic variables 

 

SOCIO-DEMOGRAPHIC VALUES 

Variable   No guilt  Guilt χ2 Value P value 

Gender  

 Male  29 27 0.007 1 

 Female  9 8 

Religion  

 Hindu  28 29  

       1.497 

 

0.473 
Christian 7 3 

Muslim  3 3 

Mother Tongue  
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Tamil 21 22  

 

1.013 

 

 

0.798 

 Hindi  6 6 

Bengali 5 4 

Telugu 6 3 

Socio Economic status  

  

Low  15 9  

 

2.061 

 

 

        0.35 

Middle  21 25 

High  2 1 

Habitat  

Rural  10 11  

0.35 

 

0.83 

 

Semi urban 15 14 

Urban 13 10 
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Table 3)b : child related variables 

 

 

CHILD RELATED VARIABLES 

Intellectual Disability 

Nill 2 1  

 

 

 

 

 

4.90 

 

 

 

 

 

 

0.55 

 

 

 

 

 

 

 

 

 

 

 

 

Mild 8 3 

Moderate 

 

4 7 

Severe 

 

6 4 

Profound 

 

4 2 

Unspecified 

 

12 15 

Boderline 

Intelligence 

 

2 3 

Behavioural Problems 

No 

 

10 
8 0.11 0.73 

 Yes  

 

28 
27 
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ASD 

NO 24 23 0.05 0.82 

YES 14 12 

 

ADHD 

NO 28 32 3.91 0.04 

YES 10 3 

SEIZURES 

NO 28 25 0.04 0.82 

YES 10 10 

MEDICAL ILLNESS -MOTHER 

NO 32 24 2.49 0.114 

YES 6 11 

 



80 
 

 

Table 3)c : Maternal Variables 

 

MATERNAL VARIABLES 

MATERNAL EDUCATION 

ILLITERATE 3 0 4.66 0.45 

PRIMARY 4 3 

SECONDARY 9 11 

INTERMEDIATE 5 2 

UNDER-

GRADUATION 

13 14 

POST 

GRADUATION 

4 5 

MATERNAL EMPLOYMENT 

NO 25 29 2.75 0.09 

YES 13 6 

MARITAL LIFE  

UNSATISFACTORY 4 5 0.23 0.62 

SATISFACTORY 34 30 

CONSANGUANITY 

NO 33 27 1.17 0.27 
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YES 5 8 

FAMILY TYPE 

NUCLEAR 24 26 1.04 0.30 

 

 

 

 

 

 

JOINT  14 9 

ABORTION 

NO 25 22 2.17 0.53 

 

 

 

 

 

 

 

 

 

 

 

 

 

YES-SPONANEOUS 9 11 

YES INDUCED 3 1 

ATTEMPTED- 

FAILED 

1 0 

CHILDREN WITH DISABILITY  

NO 35 32 0.01 0.91 

 

 

 
YES 3 3 
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Table 3)d : Antenatal , Perinatal and Postnatal related variables 

 
 
 

 

 

 

ANTENATAL HISTORY 

 

MAERNAL USE OF DRUGS  

NO 33 30 0.02 0.89 

YES 5 5 

ANTENATAL CHECK UP  

UNSUPERVISED 4 2 0.55 0.45 

SUPERVISED 34 33   

MATERNAL STRESS 

NO 26 19 1.54 0.21 

YES 12 16 

MATERNAL MEDICAL HISTORY 

NO 32 24 2.49 0.11 

YES 6 11 

MENTAL ILLNESS 

NO 37 33 0.43 0.51 

YES 1 2 
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PERINATAL HISTORY 

TERM 

FULL TERM 35 28  

 

2.25 

 

 

0.13 
PRE-TERM 3 7 

DELIVERY TYPE 

NORMAL  18 18  1.34 0.93 

IINSTRUMENTAL 1 1 

LSCS 19 16 

LOW BIRTH WEIGHT 

NO 33 26  

 

1.85 

 

 

0.15 YES 5 9 

BIRTH ASPHYXIA 

NO 27 24  

 

0.05 

 

 

0.81 YES 11 11 

POST NATAL VARIABLES 

NEO NATAL JAUNDICE 
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NO 34 30  

      0.23 

 

    0.62 

YES 4 5 

NEONATAL  SEIZURES 

NO 33 32 

 

 

    0.39 

 

   0.53 

YES 5 3 

MILESTONES 

GROSS MOTOR 

DELAY -NO  22 18 

 

0.30 0.57 

DELAY -YES 16 17 

 

  

LANGUAGE 

DELAY NO 9 8 

 

 

0.07 

 

0.93 

DELAY YES 29 27 

 

ADAPTIVE AND PLAY 

DELAY NO  12 10 

 

 

0.12 

 

0.72 

DELAY YES 25 24 
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SOCIAL 

DELAY NO  7 10 

 

1.05 0.31 

DELAY YES 31 25 

 

 
 
 
 
 
 

Table 3)e : breast feeding related variables 
 
 

BREAST FEEDING RELATED VARIABLES 

LACTATION ESTABLISHMENT 

NIL 6 7  

0.23 

 

0.9 <24HRS 26 23 

>24HRS 6 5 

KNOWLEDGE OF BREAST FEEDING 

NO 0 1 1.10 0.23 

YES 38 34 

DURATION BREAST FEEDING IN MONTHS 

NILL  4.4   

>1-5MONTHS 23 10.2 
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>6-11MONHS 36 16.0 

>12MONTHS 156 69.3 

TYPE OF FEEDING 

EXCLUSIVE 165 73.3   

MIXED 4 1.8 

COMPLIMENTAR

Y 

29 12.0 

BREAST AND 

BOTTLE MILK 

27 12.0 

FREQUENCY 

DEMAND 110 48.9   

SCHEDULED  115 51.1 

AGE AT  WEANING MONTHS 

3-5 18 8.0   

 

 

 

6-9 183 81.3 

>10 23 10.2 

REASONS FOR DISCONTINUATION 

MATERNAL 

ILLNESS 

0 1 3.06 0.38 
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INSUFFICIENCY 18 25 

CHILD ILLNESS 1 4 

JOB 1 0 

PERCEIVED ADEQUACY  

NO 36 33 0.007 0.93 

YES 2 2 

INADEQUACY 

MOTHER 30 22 2.57 0.10 

CHILD 6 11 

 
 
 
 

REASONS FOR GULIT 

MARITAL DISCORD 2 7  

 

 

 

 

 

 

18.40 

 

 

 

 

 

 

 

0.03 

PROBLEM WITH IN 

LAWS 

4 1 

RELIGIOUS & 

CULTURAL BELIEFS 

2 6 

MATERNAL ILLNESS 0 2 

POVERTY &POOR 

NUTRITION 

0 1 
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ABSENCE OF MOTHER 1 3 

CONSAGUINITY 2 3 

SCREEN TIME 

GADGETS 

2 1 

OTHERS 10 2 

NILL 15 8 

 

Table 3: presents the comparison between the guilt and no guilt group compared for 

various socio demographic, child, mother, pregnancy and delivery details as well as 

breastfeeding details across both the groups. From the table it can be noted that having 

ADHD, maternal employment and various other guilts which is not related to breast-

feeding, motor milestones, intellectual disability lactational establishment and perceived 

adequacy . all the other variables were not statistically and significantly between the 

groups and are presented in the table. Although when we analysed the guilt proneness 

scales, although the total scores of the scales did not statistically significantly differ 

between the two groups, the item pertaining to the guilt of the TOSCA and the guilt 

negative e behaviors evaluation and the guilt repair and shame negative self- evaluation 

of gasp were statistically significantly between the guilt and no guilt groups.  
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 Table 4: The differences in the sample characteristics for continuous variables 

based on the presence or absence of guilt 

Variable No guilt Guilt t value p value 

Age in years 7.93(4.62) 7.75(4.49) 0.169 0.86 

IQ 44.50(26.43) 60.00(16.49) -1.28 0.22 

DQ 41.67(19.44) 42.64(18.83) -0.12 0.90 

Years  3.40(2.40) 2.86(2.24) 0.90 0.36 

ADOS 15.57(5.47) 16.40(10.21) -0.18 0.85 

CARS 38.53(2.15) 39.80(2.68) -0.58 0.58 

ACTERS 

Attention 

percentile 

Hyperactivity  

 

18.43(14.42) 

 

18.14(10.28) 

 

40.00(20.00) 

 

36.67(20.81) 

 

-1.95 

 

-1.95 

 

0.08 

 

0.08 
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Percentile 

Social skills 

percentile 

Oppositional  

percentile 

 

25.29(13.72) 

 

12.86(9.13) 

 

30.00(10.00) 

 

40.00(34.64) 

 

-0.53 

 

-2.06 

 

 

0.61 

 

0.07 

 

Shame 

 Self- talk 

27.92(6.17) 29.66(6.43) -1.17 0.24 

Guilt self -talk 41.42(5.57) 45.60(4.80) -3.41 0.001 

Blaming others 25.34(7.25) 24.14(7.58) 0.690 0.49 

TOSCA score 94.42(15.12) 99.26(15.05) -1.36 0.17 

Guilt – negative 

behavior 

evaluation 

 

22.37(2.41) 

 

23.94(3.27) 

 

-2.35 

 

0.02 

Guilt repair 23.08(2.65) 24.74(1.93) -3.04 0.003 
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Shame negative 

self- evaluation 

 

21.03(3.92) 

 

22.51(3.59) 

 

-1.68 

 

0.09 

Shame withdraw 11.87(4.23) 12.23(4.89) -0.33 0.73 

GASP score 91.39(83.72) 83.43(9.04) 0.56 0.57 

 

 

Table 5: The differences in the sample characteristics based on the type of feeding  

Table 5)a : Socio-demographic variables 
 
 

SOCIO-DEMOGRAPHIC VARIABLES 

Variable  EXCLUSI

VE 

BREAST 

FEEDING 

MIXED 

BREAST 

FEEDING 

COMPLIME

NTARY  

BREAST 

FEEDING 

BREAST 

MILK 

AND 

BOTTLE 

FEEDS 

χ2 

VALUE 

P 

VALUE 

Gender  
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 Male  127 3 21 21 0.31 0.95 

 Female  38 1 8 6   

Religion  

 Hindu  130 3 24 22 1.64 0.99 

Christian 19 1 3 3 

Muslim  15 0 2 2 

Others 1 0 0 0 

Mother Tongue  

Tamil 119 3 18 17 10.59 0.56 

 Hindi  13 1 6 2   

Bengali 22 0 2 4   

Telugu 10 0 3 4   

Others  1 0 0 0   
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Socio Economic status  

Low  69 0 8 12  

 

7.37 

 

 

 

0.28 

Middle  93 4 19 14 

High  3 0 2 1 

Habitat  

Rural  66 0 6 

 

14 9.488 0.148 

Semi urban 61 3 15 7 

Urban 38 1 8 6 

 
 
 

Table 5)b :  Child related variables 
 
 

 

CHILD RELATED VARIABLES 

Intellectual Disability 

Nill 2 1 2 0 32.99 0.017 
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Mild 41 3 2 9 

Moderate 

 

33 0 5 4 

Severe 

 

18 0 5 5 

Profound 
13 0 1 3 

Unspecified 
46 0 13 5 

Boderline 

Intelligence 

12 0 1 1 

Behavioural Problems 

       No 
36 

2 6 6 1.84 0.60 

       Yes 
129 

2 

 

23 21   

ASD 

NO 98 0 21 19 9.038 0.29 

YES 67 4 8 8 

ADHD 

NO 144 2 22 24 6.83 0.07 

YES 21 2 7 7 

SEIZURES 
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NO 134 4 21 22 2.36 0.50 

YES 30 0 8 5 

 
 
 

 

Table 5)c : Maternal Variables 
 
 

MATERNAL VARIABLES 

MATERNAL EDUCATION 

Illiterate 6 0 1 2 15.47 0.629 

Primary 18 0 2 1 

Secondary 47 0 10 9 

Intermediate 23 0 3 1 

Undergraduation 39 2 10 11 

Post Graduation  31 2 3 3 

MATERNAL EMPLOYMENT 

No 119 1 24 17 7.05 0.70 

Yes 46 3 5 10 
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MARITAL LIFE 

Unsatisfactory 

 

 

31 1 5 4 0.38 0.94 

 

 

 

 

 

 

 

      Satisfactory 

134 3 24 23 

TYPE OF FAMILY 

Nuclear 113 2 22 15 3.77 0.70 

Joint 51 2 7 12 

CHILDREN WITH DISABILITY 

No 155 4 25 25 2.54 0.46 

Yes 10 0 4 2 

MEDICAL ILLNESS 

No 140 4 25 25 2.54 0.46 

Yes 10 0 4 2 
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Table 5)d : Antenatal , perinatal and postnatal variables 

 

 

 

 

ANTENATAL HISTORY 

MAERNAL USE OF DRUGS  

No 150 3 25 22 3.17 0.36 

Yes 15 1 4 5 

ANTENATAL CHECK UP  

Unsupervised 6 1 2 3 5.93 0.11 

Supervised 159 3 27 24 

MATERNAL STRESS 

No 104 2 18 18 0.45 0.92 

Yes 61 2 11 9 

MENTAL ILLNESS 

No 160 4 28 26 0.17 0.98 

Yes 5 0 

 

1 1 

MEDICAL ILLNESS 

No 140 4 21 21 3.96 0.26 

Yes 25 0 8 6 
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PERINATAL HISTORY 

TERM 

FULL TERM 148 3 24 22 4.51 0.60 

PRE-TERM 15 1 5 5 

POST TERM 2 0 0 0 

LOW BIRTH WEIGHT 

NO 132 2 23 19 3.17 0.36 

YES 33 2 6 8 

BIRTH ASPHYXIA 

NO 117 3 20 17 0.84 0.84 

YES 47 1 9 10   

POST NATAL HISTORY 

NEO NATAL JAUNDICE 

NO 136 4 24 24 1.51 0.67 



99 
 

YES 29 0 5 3 

NEONATAL  SEIZURES 

NO 147 4 

 

26 25 0.77 0.85 

YES 18 0 3 2   

MILESTONES   

GROSS MOTOR   

DELAY -NO  85 4 

 

11 16 6.55 0.08 

DELAY -YES 80 0 

 

18 11   

 

 

Table 5)e :  Feeding related variables 

FEEDING RELATED VARIABLES 

LACTATION ESTABLISHMENT 

NIL 6 0  

9 

3 36.48 0.00 

<24HRS 135 3 18 14 

>24HRS 24 1 2 10 

KNOWLEDGE OF BREAST FEEDING 

NO 2 0 1 0 1.41 0.70 
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YES 162 4 28 27 

REASONS FOR DISCONTINUATION 

MATERNAL 

ILLNESS 

0 0 1 0 4.55 0.87 

INSUFFICIENCY 5 1 22 16 

CHILD ILLNESS 0 0 4 1 

JOB 0 0 0 1 

PERCEIVED ADEQUACY  

NO 18 1 29 21 124.10 0.00 

YES 147 3 0 6 

INADEQUACY  

MOTHER 11 1 22 18 3.51 0.31 

CHILD 7 0 7 3 

 

Table 5: presents the comparison between groups based on the type of feeding  compared 

for various socio demographic, child, mother, pregnancy and delivery details as well as 

breastfeeding details across both the groups. From the table it can be noted that having 

ADHD, motor milestones, intellectual disability lactational establishment and perceived 

adequacy. All the other variables were not statistically and significantly between the 

groups and are presented in the table.  
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Table 6: Univariate regression of all variables  

Variable  B (SE) OR (95% CI) p value 

Type of feeding  0.003(0.19) 1.003 0.98 

ADHD  -1.338(0.70) 0.26(0.06,1.05) 0.05 

Maternal 

employment  

-0.92(0.56) 0.39 0.10 

Motor milestones 0.26(0.47) 1.29 0.57 

Reasons for other 

guilt 

-0.20(0.07) 

 

 

0.81(0.70,0.94) 0.007 

 

 

 

TOSCA  0.02(0.01) 1.022 0.177 

Guilt self talk 0.154(0.05) 1.16(1.05, 1.28) 0.003 
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GASP: negative 

behavior 

evaluation 

0.20(0.09) 1.22(1.02,1.46) 0.027 

GASP: guilt repair 0.32(0.12) 1.38(1.09, 1.75) 0.006 

 

 

Above table documents the univariate regression of all the variables that were found to be 

statistically and significantly different between the two groups based on the type of feeding 

in the bivariate analysis.  

Table 6: Documents the univariate regression of all the variables that were found to be 

statistically and significantly different between the guilt and no guilt groups in the bivariate 

analysis. This analysis showed that  

the absence of ADHD was statistically and significantly protective for the mother having 

guilt about not having adequately breast fed the child.  If the mother didn’t have guilt in 

areas of her life not related to breastfeeding that also protected the mother from not having 

guilt about inadequately breastfed the child. Among the TOSCA items, the guilt self- talk 

if it is present, it was associated more than one fold of risk to develop guilt associated with 

inadequate breast feeding. Similarly when we analyzed the GASP items of negative 

behavior evaluation and guilt repair , they were found to have more than a fold  and half 

times more making the mother more at risk of developing guilt about inadequate 

breastfeeding. 
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Table 7: The multivariate logistic details while controlling for the confounders.  

Variable  B ( SE) OR (95% CI) p vlaue 

ADHD  -1.33(0.73) 0.26(0.62, 1.12) 0.07 

Reasons for other 

guilt 

-0.19(0.07) 

 

 

0.82(0.71,0.96) 0.01 

 

 

 

TOSCA  0.02(0.01) 1.022 0.177 

Guilt self talk 0.15(0.05) 1.17(1.05, 1.29) 0.002 

GASP: negative 

behavior 

evaluation 

0.20(0.09) 1.22(1.02,1.47) 0.02 

GASP: guilt repair 0.32(0.12) 1.38(1.08, 1.75) 0.008 

 

Table 7: Describes the multivariate logistic regression when the confounders of the 

maternal employment and the level of intellectual disability that were statistically and 
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significantly different between the two groups in the bivariate analysis. After adjusting for 

the confounders the absence of ADHD had lost its statistical significance a protective factor 

but a statistical trend was noted. The absence of other guilts became less significant but 

still was significant at a p value of 0.01 level.  The other statistically significant variables 

in the univariate analysis namely the guilt self talk. Negative behavioral evaluation, guilt 

repair continued to be statistically significant even after the confounders were adjusted for 

but were relatively low suggesting some of the confounders also had contributed to the 

guilt.  

Table 8:   The final risk model for guilt among mothers of children with 

developmental disabilities 

 

Variable B ( SE) OR (95% CI) p vlaue 

Type of feeding 

 

0.005(0.23) 1.005 0.098 

Guilt self talk 

 

0.094(0.05) 1.099 0.09 

Negative behavior 

evaluation 

0.123(0.09) 1.130 .216 

Guilt repair 0.13(0.13) 

 

1.14 0.33 

other guilts -0.16(0.08) 

 

0.85 0.04 

 

In the final risk model, the type of feeding, the guilt self talk and various other guilts noted 

in the mother contributed to above 30% of the variants explained  by the pseudo R2 of the 

model( Nagel Kerke R2 = 0.30).   
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The mothers who were prone to guilt and had other psychosocial reasons for guilt related 

to having a child with neurodevelopmental disability were found to have guilt related to 

breast feeding. 

OBJECTIVE 1: 

• The prevalence related to all causes associated with having a child with 

neurodevelopmental disorder is 91.5% 

• The prevalence of guilt related to all psychosocial reasons associated with having a 

child with neurodevelopmental disorder other than the perceived inadequacy related 

to breast feeding is 57.33% 

• The prevalence of guilt related to perceived inadequacy of breast feeding is 34.22% 

OBJECTIVE 2:  

Patterns of guilt related to complementary breast feeding ( N=29) 

1.In the TOSCA scale; the sub scale of guilt self -talk, trichotomized as  

Seldom use by 6.9% : Average use by 55.2% :Often used by 37.9% 

Guilt self -talk:    Low 44.8%  vs  High 37.9% 

2.In the GASP scale: the subscales of Guilt negative behavior and Guilt repair which were 

dichotomized by median value of 24 are as follows. 
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Guilt negative behavior evaluation: Low in 58.6% : High in 41.4% 

Guilt repair scale:  Low in 51.7% vs High in 48.3% 

OBJECTIVE 3: Factors associated with guilt in these mothers is the type of feeding, 

holding many other reasons contributing to the guilt, having high guilt proneness on the 

guilt scales. Other factors which do have a statistical trend is absence of ADHD being 

protective for guilt, maternal employment, motor mile stones etc.  
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DISCUSSION 
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DISCUSSION 

In this study we aimed to determine the prevalence of guilt in mothers of children with 

NDD who had either given complimentary feeding or suffered from a perceived 

inadequacy related to the breast feeding given to their child, in comparison with mothers 

who had given exclusive breast feeding or those who perceived that they have adequately 

breast fed their children with NDD. We also aimed to study the patterns of guilt proneness 

in these mothers. Finally, to identify the factors those are associated with guilt among 

mothers who had given complimentary breast-feeding or have perceived inadequacy 

related to their children with NDD. 

From the reviewed literature there are no studies which have looked at guilt in the context 

of perceived inadequacy related to breast feeding in this population of mothers who have 

a child with neurodevelopmental disability. 

SUMMARY OF RESULTS: 

Out of the 229 patients screened for eligibility in the out- patient and in- patient department 

of child and adolescent psychiatry, in the mentioned study period were found eligible 

meeting the inclusion and exclusion criteria. Two participants refused to participate in the 

study due to time constraints. One participant had to be excluded as the mother did not 

reveal that child was adopted at the time of interview, which was later found out when the 
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clinical chart was reviewed for the extracting other clinical variables. One patient was 

excluded as the clinical data was missing in the chart. 

Socio- Demographic profile of the participants:  

The profile of children characteristics:  

The sample had majority of boys, from a Hindu background, who spoke Tamil, from either 

a low or middle socio- economic status. Most of the children were from middle childhood 

to early adolescence. Majority of the participants were from a rural or semi- urban back 

ground. The children either had Intellectual disability or ASD or ADHD. Apart from the 

main developmental disability, the children had a co-morbidity of ASD in 39%, ADHD in 

14.7% and seizures in 19% Among the various disabilities, most of the children with 

Intellectual Disability had a mild form of disability clinically as well as in whom the IQ 

has been quantified. The VSMS (vineland social maturity scale) scores revealed that most 

of significantly compromised adaptive behaviours A significant majority had behavioural 

problems. Most of the children with autism range from mild to severe form of disorder, 

similarly those who had ADHD also had significant symptoms in the clusters of 

hyperactivity and inattention. 

The profile of maternal characteristics:   

Looking at the profile of mother’s majority of them had intermediate to post graduate 

education. It is documented as 28% of the women were engaged in some form of 

employment. A significant proportion of 82% had a satisfactory marital life. Furthermore 
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21% had a consanguineous marriage and 32% lived in a joint family structure. Majority of 

the participants had 2 children. Most of them did not have abortions. The disability in 

another sibling was noted 7.1% of the participants.  

The antenatal history of most of the mothers showed that they had a supervised antenatal 

care, did not have maternal stress during pregnancy. Majority of mothers did not have a 

medical illness, mental illness in themselves or their families nor have they used 

prescription medicines during their antenatal period.  

The perinatal history review showed that most of the mothers had full-term normal 

deliveries. The majority of the children did not have low birth weight, birth asphyxia, 

neonatal jaundice, seizures. Post- natal history revealed that equal number of children had 

gross and fine motor delay, but significant number of children had language and adaptive 

mile stones delay.  

The main area of the study being the lactation history, majority of the mothers had 

established lactation within the first 24 hours. Almost all mothers have been educated about 

the importance of breast feeding. However, the content of the knowledge needs further 

exploration. The duration of breastfeeding ranged from none in 4% of the mothers to a 

maximum of 12 months in about 70% of the mothers. Among these mothers the mean SD 

of the exclusive breast feeding ranged from 0 to 48 months. 

The most important reason for discontinuation of breast feeding, was maternal 

insufficiency of milk. 80 % of the babies were weaned at 6-9 months. 70% of the mother 
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perceived that their breast feeding was adequate. Equal number of parents felt guilty or not 

guilty about the breast- feeding related inadequacy. The mean (SD) of the GASP and 

TOSCA score for the guilt proneness were 82.90(35.03) and 95.52(15.64) respectively. 

Univariate regression revealed ADHD, maternal employment and various other guilts 

which is not related to breast feeding, motor milestones, intellectual disability lactational 

establishment and perceived adequacy were found to have statistical significance. All the 

other variables were not statistically and significantly between the groups and are presented 

in the table. Although the total scores of the guilt scales did not statistically significantly 

differ between the two groups, the item pertaining to the guilt self- talk of the TOSCA and 

the guilt negative behaviour evaluation and the guilt repair and shame negative self -

evaluation of gasp were statistically significantly between the guilt and no guilt groups. 

The absence of ADHD was statistically and significantly protective for the mother having 

guilt about not having adequately breast fed the child.  If the mother didn’t have guilt in 

areas of her life not related to breastfeeding that also protected the mother from not having 

guilt about inadequately breastfed the child. Among the TOSCA items, the guilt self- talk 

if it is present, it was associated more than one -fold of risk to develop guilt associated with 

inadequate breast feeding. Similarly, the GASP items of negative behaviour evaluation and 

guilt repair, they were found to have more than a fold and half times more making the 

mother more at risk of developing guilt about inadequate breastfeeding. The multivariate 

logistic regression when the confounders of the maternal employment and the level of 

intellectual disability that were statistically and significantly different between the two 
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groups in the bivariate analysis. After adjusting for the confounders the absence of ADHD 

had lost its statistical significance a protective factor but a statistical trend was noted. The 

absence of other guilts became less significant but still was significant at a p value of 0.01 

level.  The other statistically significant variables in the univariate analysis namely the guilt 

self -talk, negative behaviour evaluation, guilt repair continued to be statistically significant 

even after the confounders were adjusted for but were relatively low suggesting some of 

the confounders also had contributed to the guilt. The prevalence of guilt related to all 

causes associated with having a child with neurodevelopmental disorder is 91.5% 

The prevalence of guilt related to all psychosocial reasons associated with having a child 

with neurodevelopmental disorder other than the perceived inadequacy related to breast 

feeding is 57.33%. The prevalence of guilt related to perceived inadequacy of breast 

feeding is 34.22% Patterns of guilt related to complementary breast feeding ( N=29) 

In the TOSCA scale; the sub scale of guilt self -talk, trichotomized as  

Seldom use by 6.9% :Average use by 55.2% : Often used by 37.9% 

In the GASP scale: the subscale’s of guilt negative behaviour  and guilt repair which were 

dichotomized by median value of 24 are as follows. 

Guilt negative behaviour evaluation:  

Low in 58.6% vs High in 41.4% 

Guilt repair scale: 
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Low in 51.7% vs High in 48.3% 

Factors associated with guilt in these mothers is the type of feeding, holding many other 

reasons contributing to the guilt, having high guilt proneness on the guilt scales. Other 

factors which do have a statistical trend is absence of ADHD being protective for guilt, 

maternal employment, motor mile stones etc. 

 

COMPARISON WITH THE EXISTING LITERATURE:  

As concurrent with the existing literature most of the children either had Intellectual 

disability. Apart from the main developmental disability, the children had a co-morbidity 

of ASD in 39%, ADHD in 14.7% and seizures in 19%. (1) 

Among the various disabilities, most of the children with Intellectual Disability had a mild 

form of disability clinically as well as in whom the IQ has been quantified which is again 

conclusive of the current evidence as stated by the World Health Organisation. In line with 

previous studies such as most of the children were from a low or middle socio- economic 

status back ground. (2) 

The duration of breastfeeding ranged from none in 4% of the mothers to a maximum of 12 

months in about 70% of the mothers. 73% of mothers exclusively breast fed their child, the 

mean SD of the exclusive breast feeding ranged from 0 to 48 months. The rates are much 

higher than the current national data available. (62, 63) 
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The most important reason for discontinuation of breast feeding, was maternal 

insufficiency of milk, (49) this is again in line with existing findings. 

Univariate regression revealed ADHD, was statistically significant though it lost its 

significance in the multivariate regression, it continues to have a statistical trend as 

observed in the previous studies. ( 22, 29, 30). The available data regarding ASD and guilt 

(20,27) which showed some association was not replicated in this study. However, ASD 

and its relation any measure of breast feeding has showed conflicting results which has 

been highlighted in some studies as protective in few studies. (40, 41,42,47) while some 

others argue there is no significant association. (58) 

Intellectual disability has been found to be associated with guilt as well as complimentary 

feeding as suggested in few studies. (23) As observed in few studies there is a possible 

association between motor milestones and the type of feeding given. The various other 

reasons for guilt for having a child with Neuro developmental disability, excluding breast 

feeding related guilt has also been found statistically significant. In the multivariate 

regression though the significance has reduced it, it maintains a statistically significant p 

value of 0.01 highlighting the significance of guilt in the context of having a child with 

Neurodevelopmental disorder.(16,26) 

There is existing evidence to suggest parents having a child with Neuro developmental 

disorder are prone to guilt after the child being labelled to have a life-long diagnosis than 

those parents who have normal children.(16,26) 
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Guilt in the context of inadequate or complimentary feeding has been highlighted in many 

quantitative and qualitative studies. (53,54). However, there are no studies which explored 

guilt in the context of perceived inadequacy or complimentary feeds in mothers who have 

children with Neuro developmental disability. The prevalence studies of breast feeding in 

this population of mothers is very sparse. 

In conclusion we found that the prevalence of guilt related to all causes associated with 

having a child with neurodevelopmental disorder is 91.5% 

The prevalence of guilt related to all psychosocial reasons associated with having a child 

with neurodevelopmental disorder other than the perceived inadequacy related to breast 

feeding is 57.33%.The prevalence of guilt related to perceived inadequacy of breast feeding 

is 34.22%.However it was found that breast feeding related guilt was significant only when 

the mother was more guilt prone as quantified by the guilt self- talk of the TOSCA scale 

and guilt negative behaviour evaluation and guilt repair of the GASP scale and also 

struggled with various other reasons for having a child with Neuro developmental disorder.                  
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LIMITATIONS OF THE STUDY 

Access to information about this topic was limited, because there were no previous 

published studies about guilt in mothers of children with NDD who have not received 

exclusive breastfeeding 

 

1. The time frame for completing this study is six months.  

2. The location is a tertiary care center which might not represent the general population 

3. The cases included were those mothers who given complimentary breast feeding / had a 

perceived inadequacy related to their breast feeding when compared to controls of 

exclusive breast feeding. The ideal would have been to compare between no breast feeding 

and exclusive breast feeding 

4. The exposure having occurred previously; the resolution of guilt could have occurred. 

5. The guilt could be multifactorial but on interviewing mothers might reattribute it to lack 

of exclusive breast feeding 

6.The ideal study design would be a prospective birth cohort 
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CLINICAL APPLICATION 

Considering the overall prevalence of guilt is important to explore guilt in all mothers 

having children with NDD who come in contact with clinical services. 

Exploring guilt related to feeding and infant choices, assisting them resolve the feelings of 

guilt by appropriate psychosocial interventions which is crucial for better maternal 

engagement and outcomes in the child. 

Health care systems and other professionals need to provide support and understanding to 

families of children with Neuro-developmental disorders.  
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FUTURE DIRECTIONS 

Need for research in exploring patterns of guilt, breast feeding practices in association with 

NDD 

Need for research in exploring patterns of guilt, breast feeding practices in association with 

Neuro developmental disorders. 

Need for further research with a better study design (prospective birth cohort) in looking 

at association of breast feeding and neurodevelopmental outcomes in a typically growing 

child. 

Need to study the association of various breast- feeding measures and individual 

neurodevelopmental disorders. 

 

 

 

 

 

 

 



119 
 

 

 

 

CONCLUSIONS 
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CONCLUSIONS 

This observational study uses a standard methodological frame work to answer a clinically 

relevant question about the prevalence of guilt in mothers of children with NDD who had 

given complimentary feeding/ or have a perceived inadequacy with regards to breast 

feeding in comparison with mothers who had given exclusive breast feeding to their 

children with NDD. The baseline characteristics of participants recruited (N= 225) the 

majority were boys, from a Hindu background, who spoke Tamil, from either a low or 

middle socio- economic status. Most of the children were from middle childhood to early 

adolescence. Majority of the participants were from a rural or semi- urban back ground. 

The children either had Intellectual disability or ASD or ADHD. The mothers who were 

primarily interviewed in the study, majority of them had intermediate to post graduate 

education. It is documented as 28% of the women were engaged in some form of 

employment. A significant proportion of 82% had a satisfactory marital life and 32% lived 

in a joint family structure. Majority of them had 2 children. The antenatal and perinatal 

history of most of the women were uneventful. The post- natal history Post- natal history 

revealed that equal number of children had gross and fine motor delay, but significant 

number of children had language and adaptive mile stones delay.  

The main area of the study being the lactation history, majority of the mothers had 

established lactation within the first 24 hours. The duration of breastfeeding ranged from 

none in 4% of the mothers to a maximum of 12 months in about 70% of the mothers. The 

mean SD of the exclusive breast feeding ranged from 0 to 48 months. 
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The most important reason for discontinuation of breast feeding, was maternal 

insufficiency of milk.  70% of the mother perceived that their breast feeding was adequate. 

Equal number of parents felt guilty or not guilty about the breast- feeding related 

inadequacy. The mean (SD) of the GASP and TOSCA score for the guilt proneness were 

82.90(35.03) and 95.52(15.64) respectively. 

Univariate regression revealed ADHD, maternal employment and various other reasons for 

guilt which is not related to breast feeding, motor milestones, intellectual disability, 

lactational establishment and perceived adequacy were found to have statistical 

significance. Although the total scores of the guilt scales did not statistically significantly 

differ between the two groups, the items pertaining to the guilt self- talk of the TOSCA and 

the guilt negative behavior evaluation and the guilt repair and shame negative self -

evaluation of gasp were statistically significantly between the guilt and no guilt groups. 

The multivariate logistic regression when the confounders that were statistically and 

significantly different between the two groups in the bivariate analysis the reasons for other 

guilt for NDD, the guilt self -talk, negative behavior evaluation, guilt repair continued to 

be statistically significant even after the confounders were adjusted for but were relatively 

low suggesting some of the confounders also had contributed to the guilt. The prevalence 

of guilt related to all causes associated with having a child with neurodevelopmental 

disorder is 91.5% 
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The prevalence of guilt related to all psychosocial reasons associated with having a child 

with neurodevelopmental disorder other than the perceived inadequacy related to breast 

feeding is 57.33% 

The prevalence of guilt related to perceived inadequacy of breast feeding is 34.22% 

Patterns of guilt related to complementary breast feeding (N=29) 

In the TOSCA scale; the sub scale of guilt self -talk: 

 Low in 62.1% vs High in 37.9% 

In the GASP scale: the subscales of Guilt negative behavior and Guilt repair  

Guilt negative behavior evaluation: Low in 58.6% : High in 41.4% 

Guilt repair scale:  Low in 51.7% vs High in 48.3% 

 Factors associated with guilt in these mothers is the type of feeding, holding many other 

reasons contributing to the guilt, having high guilt proneness on the guilt scales. Other 

factors which do have a statistical trend is absence of ADHD being protective for guilt, 

maternal employment, motor mile stones etc. 

These results can be generalized; however, the ideal study design would be prospective 

birth cohort.  
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INFORMATION SHEET 
 

Title: Frequency, Pattern and Factors Seen Along With Guilt In Mothers Of Children    With 
Neurodevelopmental Disorder Who Have Not Received Adequate Breast Feeding 

 
 

You and your ward are being requested to take part in a study which aims to see the prevalence of guilt in 

mothers of children with Neurodevelopmental disorder who had given mixed breast-feeding in comparison 

with mothers who had given exclusive breast feeding to their children with Neurodevelopmental disorder. 

It also aims to describe the patterns of guilt associated with mixed breast-feeding in mothers of children 

with in Neurodevelopmental disorder and to assess the factors that are associated with high level of guilt 

among mothers who had mixed breast-feeding. Physical, cognitive and behavioral benefits have been 

traditionally associated with breast feeding. Scientific research suggests, mothers who bottle-fed their 

children experienced a number of negative emotions such as guilt, anger, uncertainty and a sense of failure. 

The current evidence on longer-term benefits of breast feeding is controversial. The parents are known to 

struggle with guilt after their child has been diagnosed to have a neurodevelopmental disorder. Considering 

the fact that mothers are more often involved in the care of these children, the way mothers attempt to 

make sense of the guilt has not been studied. This study will help us to explore maternal guilt in the context 

of mixed breast feeding in mothers with children with neuro developmental disorders. This will be useful 

in developing strategies to resolve guilt which is crucial for better outcomes in both the mother, child and 

rest of the family. 

If you take part what will you have to do? 

If you agree to take part in the study, you will be required to undergo a psychiatric clinical evaluation 

along with your ward. You will be requested to respond to standardized interview scales, namely  Guilt 

Shame Proneness scale (GASP), Test of Self-Conscious Affect( TOSCA), Breast feeding questionnaire 

and also to assist in filling up the socio-demographic and clinical details in a form. The approximate time 

for this evaluation would be about 1 and a half hour. You or your ward will not be given any extra 

medications or be subject to any new diagnostic tests or procedures. 
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Can you withdraw from the study at any point? 
 
You can withdraw your consent at any point during the process of psychiatric, clinical and 

psychosocial evaluation. However not consenting or withdrawal from the study will not hamper 

the care provided by the hospital to your ward. 

 
 

What will happen if you develop any study related injury? 
 
Since there are no invasive procedures or medications involved, we do not foresee any chance of 

injury due to our process of evaluation. 

 
 

Do you have to make any extra payments for the evaluation? 
 
No extra money will be charged for this evaluation process. 

 
 

What happens after the study is over? 
 
After the evaluation is over and if any psychiatric disorder is diagnosed, then the mother will be 

referred to the Adult unit of Department of Psychiatry for further treatment. However the cost of 

treatment will have to be borne by the patient. In this regard no concession will be given. 

 
 
Will your personal details be kept confidential? 
 
The results of this study will be published in a medical journal but you will not be identified by 

name in any publication or presentation of results. However, your medical notes may be reviewed 

by people associated with the study, without your additional permission, should you decide to 

participate in this study. 

 

 

If you have any further questions, please ask Dr. Swetha Madhuri, (Telephone/mobile no: 0416 

2284307/ 7060468442, email: swethamadhuri.84@gmail.com 
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INFORMED CONSENT 
 

  Informed Consent form to participate in a research study  

Study Title: FREQUENCY, PATTERN AND FACTORS SEEN ALONG WITH GUILT IN 

MOTHERS OF CHILDREN WITH NEURODEVELOPMENTAL DISORDERWHO HAVE NOT 

RECEIVED ADEQUATE BREAST FEEDING 

Study Number: ____________ 
 
Subject’s Initials: ______    Subject’s Name: _____                      _______________________ 
 
Date of Birth / Age: ___________________________ 

………………………………………………………………………………………………  
Child’s Guardian  

1. I confirm that I have read and understood the information sheet dated ____________for the 

above study and have had the opportunity to ask questions.  
 

2. I understand that my participation and that of my ward in the study is voluntary and that I 

am free to withdraw it at any time, without giving any reason and without my medical care 

or legal rights being affected.  
 

3. I understand that the researchers, the Ethics Committee and the regulatory authorities will 

not need permission to look at my health records both in respect of the current study and any 

further research that may be conducted in relation to it, even if I withdraw my consent from 

the study. I agree to this access. However, I understand that neither my identity nor my 

ward’s identity will not be revealed in any information released to third parties or published.  

4.  I agree not to restrict the use of any data or results that arise from this study provided such 
data is used only for scientific purpose(s)   

5.  I agree to participate in the above study. 

6. I agree on my ward’s behalf to take part in the above study.  
 

Signature (or Thumb impression) of the Guardian.  

 

Date: _____/_____/______ 

Signatory’s Name: _________________________________   Signature: _________________ 

Or 

 

 

 

 

 

 

 

Signature of the Investigator: ________________________ 

 

Date: _____/_____/______ 

 

Study Investigator’s Name: _________________________ 
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Signature (or the Thumb impression) of the Witness: ________________________________ 

 

Date: _____/_____/_______     

 

 

 

 

 

 

 

Name & Address of the Witness: ________________________________________________ 
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CHILD ASSENT FORM 

 

STUDY TITLE: FREQUENCY, PATTERN AND FACTORS SEEN ALONG WITH GUILT IN 

MOTHERS OF CHILDREN WITH NEURODEVELOPMENTAL DISORDERWHO HAVE NOT 

RECEIVED ADEQUATE BREAST FEEDING 

 

I am Dr. Swetha Madhuri from Department of Psychiatry – CMC Vellore. I am doing a study to 

figure out the prevalence, pattern and factors of guilt in mothers of children with 

neurodevelopmental disorders who have not received exclusive breast feeding. 
 
For this research, we will ask you some questions about yourself and illness. We will keep all your 

answers private, and will not show anyone. Only people who are working on the study will see them. 

  
No additional injections or operations would be required for this study. 

 
 
By participating in this study you will not get any extra benefit in terms of the cost of your 

treatment. However if we diagnose any problems, we would give you the option of treatment from 

us. 

  
You should know that: 
 
• You do not have to be in this study if you do not want to. You won’t get into any trouble with the 
hospital if you say no. 
 
• You may stop being in the study at any time. If there is a question you don’t want to answer, just 
leave it blank. 
 
• Your parent(s)/guardian(s) were asked if it is OK for you to be in this study. Even if they say it’s 
OK, it is still your choice whether or not to take part. 
 
• You can ask any questions you have, now or later. If you think of a question later, you or your 

parents can contact me at the following phone number or email address. 

 

Sign this form only if you:  
• have understood what you will be doing for this study,  
• have had all your questions answered,  
• have talked to your parent(s)/legal guardian about this project, and  
• agree to take part in this research 

 

_______________________________________________________________________ 

Your Signature Printed Name          Date 

______________________________________  
Name of Parent(s) or Legal Guardian(s)  

_______________________________________________________________________ 

Researcher explaining study   

Signature                               Dr. Swetha Madhuri  
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SOCIO-DEMOGRAPHIC AND CLINICAL DATA SHEET 

 

 

 
 
Name:______________ ( initials)      Hospital No: ______________________ 
 
 
Age: ____________years                    Sex:____  

 

 

Religion: ___________ Mother Tongue:_______________ SES_____________________  
 

                             

 

Child profile 

• Diagnosis 

• IQ/ DQ 

• VSMS 

• ADOS/ PEP -R 

• AcTers-  

 

 

   Maternal profile 

 

 

Name of the Mother:  

 

 

Habitat: rural/ semi urban/ urban 

               

              

• Age 

 

• Level of education 

 

• Employment: yes/ no 
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• Marital life:  satisfactory/ unsatisfactory   status- intact/ broken 

 

• Family:   nuclear/ joint 

 

 

• Antenatal History: 

 

•  Age at conception 

• Obstetric History   

 

• Abortion:  attempted/ threatened/ nil  

 

 

• Previous children with disability yes/ no 

 

• Medical history: including medical illness complicating pregnancy 

 

                                       yes/ no  

                                        yes  

______________________________________________ 

 

• Use of drugs               yes/no 

                                        

yes_________________________________________________ 

                          

 

 

 

• Antenatal period Supervised/unsupervised  

 

• Maternal trauma/ stress  

 

• Maternal mental illness : yes/ no 

• Family history of other mental illness in the family: yes/no 
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Perinatal History:  

 

• Term: Full term/ Preterm/ Post term 

• Type of Delivery: Normal/Instrumental/Operation/ 

• Low Birth Weight: yes/no 

• Birth Asphyxia: yes/no 

 

 

 

 Postnatal History 

• Neonatal Jaundice: yes/no 

• Neonatal Seizures: yes/ no 

 

 Developmental Milestones:  

 Delay first noted at  

 Motor:  

Head control                                         Turning                                             Sitting 

 

Standing                                                  Walking 

 

Present level of functioning   

     

  

     

Speech and Language:  Delay first noted at  

 

 

Cooing                                                  Babbling                                                     Repetition  

o  o  o  

a.  
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First word                                          Two words                                             Sentences         

 

Present level  

     

Adaptive and Play skills: Delay first noted at  

 

 

• Play behavior – enjoys/ not interested / observes 

 

• Play preference - solitary /older/younger / peer group 

 

• Type of play- aimless/ purposeful/ constructive  

 

Socialization:  Delay first noted at  

 

Recognition of mother                   Social smile                                    Responds to name  

 

Relationship with family and others 

 

 Feeding History: 

• Lactation establishment:  

o  guilt yes/ no 

• Knowledge about breast feeding: health care provider/  family/ community 

o  guilt yes/no 

• Duration of breast feeding:  ( a)>0 to 3 months (b) >3 to 6 months (c), >6 to 11 

months (d), >11 to 23 months 

o  guilt yes/ no 

•  Type of feeding:  
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  (a)Exclusive breast feeding: Breastmilk only    

  (b) Mixed breast feeding: Breast milk and fluids  

                  ( water based /fruit juice/ vitamin /medicine supplements) 

  (c) Complimentary feeding: Bottle feeding  

  (d) Breast milk and bottle feeds 

o guilt  yes/ no 

  

 

• Frequency: demand / scheduled  

o  guilt   yes/ no 

•  Age at weaning  

 

•  Reason for discontinuation of breast feeding: 

Maternal factors:  illness/ drugs / insufficient 

Child factors:      illness/ low birth weight 

o guilt   yes/no 

 

• Perceived adequacy: yes / no 

o  Child related   

o   Mother related 

o guilt   yes/no 

 

• Guilt related to other causes (confounders): 

o  Maternal stress due to any reason (marital discord/ problems with in laws/ 

being blamed by the family/financial problems) 

o  Religious beliefs: sin/ curse/ punishment  

o Maternal myth/ Cultural beliefs  

o Medical illness/ drugs / trauma 

o Absence of mother: Employment/ other reasons  
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Test of Self-Conscious Affect, Version 3 
 
 
 

Below are situations that people are likely to encounter in day-to-day life, 

followed by several common reactions to those situations. 

 
As you read each scenario, try to imagine yourself in that situation.  Then 

indicate how likely you would be to react in each of the ways described.  We ask 

you to rate all responses because people may feel or react more than one way to 

the same situation, or they may react different ways at different times. 

 
For example: 

 
 
 

A.  You wake up early one Saturday morning.  It is cold and rainy outside. 
 
 
 

a) You would telephone a friend to catch up on news.     1---2---3---4---5 

not likely       very likely 
 

 

b) You would take the extra time to read the paper.       1---2---3---4---5 

not likely       very likely 
 

 

c) You would feel disappointed that it’s raining.             1---2---3---4---5 

not likely       very likely 
 

 

d) You would wonder why you woke up so early.            1---2---3---4---5 

not likely       very likely 
 
 
 

 
In the above example, I’ve rated ALL of the answers by circling a number.  I 

circled a “1” for answer (a) because I wouldn’t want to wake up a friend very 

early on a Saturday morning -- so it’s not at all likely that I would do that.  I 

circled a “5” for answer (b) because I almost always read the paper if I have 

time in the morning (very likely).  I circled a “3” for answer (c) because 
for me it’s about half and half.  Sometimes I would be disappointed about the rain 
and sometimes 

I wouldn’t -- it would depend on what I had planned.  And I circled a “4” for answer 
(d) because I would probably wonder why I had awakened so early. Please do not 
skip any items – rate all responses. 
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1. You make plans to meet a friend for lunch. At five o’clock, you realize you 

have stood your friend up. 
 

 

not  likely         very  likely 

a) You would think: “I’m inconsiderate.”                                     1---2---3---4---5 

b) You’d think you should make it up to your friend as soon as possible.    

                                                                                                      1---2---3---4---5  

c) You would think: “My boss distracted me just before lunch.”             

                                                                                                    1---2---3---4---5 
 

 

2. You break something at work and then 
hide it. 

 

 
not  likely         very  likely

 
a) You would think: “This is making me anxious. I need to either 

fix it or get someone else to.”                                                    1---2---3---4---5 

b) You would think about quitting.                                                1---2---3---4---5 

c) You would think: “A lot of things aren’t made very well these days.”    

                                                                                                     1---2---3---4---5 

 
3. At work/ home, you wait until the last minute to plan a project/function, and it 
turns out badly. 

 
not  likely         very  likely 

a) You would feel incompetent.                                                     1---2---3---4---5 

b) You would think: “There are never enough hours in the day.”           

                                                                                                      1---2---3---4---5  

c) You would feel: “I deserve to be reprimanded for mismanaging/ the event 
the project.”                                                                                   1---2---3---4---5 
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4. You make a mistake at work and find out a co-worker is blamed for the error. 

 
not  likely         very  likely 

 

 

a) You would think the company did not like the co-worker.      1---2---3---4---5 

b) You would keep quiet and avoid the co-worker.                     1---2---3---4---5 

   c) You would feel unhappy and eager to correct the situation    1---2---3---4---5 

 

 

 

 

 

 

 

 

 

5. While playing around, you throw a ball, and it hits your friend in the face. 
 

not  likely         very  likely 

a) You would feel inadequate that you can’t even throw a ball. 1---2---3---4-5 

b) b) You would think maybe your friend needs more practice at catching.   

                                                                                                    1---2---3---4---5 

 c) You would apologize and make sure your friend feels better   1---2---3---4---5 

 

 



151 
 

 

6. You are driving/ running down the road, and you 
run down a small animal/ child. 

 

 
not  likely         very  likely

 
a) You would think the animal / child shouldn’t have been on the road 

                                                                                          1---2---3---4---5  

    b) You would think: “I’m terrible.”                                 1---2---3---4---5 

    c) You’d feel bad you hadn’t been more alert driving/running down the road.       

                                                                                              1---2---3---4---5 

 

 
7. You walk out of an exam thinking you did extremely well, then you find out you 
did poorly. 
 

not  likely         very  likely 
 

 

a) You would think: “The instructor doesn’t like me.”               1---2---3---4---5 

b) You would think: “I should have studied harder.”                  1---2---3---4---5 

c) You would feel stupid.                                                                1---2---3---4---5 

 
 
 
 
 
 
8. While out with a group of friends, you make fun of a friend who’s not there. 

 
not  likely         very  likely 

a) You would feel small...like a rat.                                              1---2---3---4---5 

b) You would think that perhaps that friend should have been there 

to defend himself/herself.                                                          1---2---3---4---5 

c) You would apologize and talk about that person’s good points 

                                                                                                    1---2---3---4---5
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9. You make a big mistake on an important family event /project at work.  People 

were depending on you, and your boss/ elders criticizes you. 
not  likely         very  likely 

 
a) You would think your boss /elders should have been more clear about 

what was expected of you.                                                      1---2---3---4---5 

b) You would feel as if you wanted to hide.                                 1---2---3---4---5 

c) You would think: “I should have recognized the problem and done 

a better job.”                                                                                1---2---3---4---5 
 
 
 

10. You are taking care of your friend’s dog/pet while they are on vacation. and 
the dog runs away. 

 
not  likely         very  likely 

a) You would think, “I am irresponsible and incompetent.”       1---2---3---4---5 

b) You would think your friend must not take very good care of 

her dog or it wouldn’t have run away.                                      1---2---3---4---5 

c) You would vow to be more careful next time.                       1---2---3---4---5 

 
 

 

 

11. You attend your co-worker’s housewarming party, and you spill red 

wine/beverage on a clean bed / new cream- colored carpet, but you think no 

one notices. 
 

not  likely         very  likely 

a) You would stay late to help clean up the stain after the party  

                                                                                                 1---2---3---4---5  

    b) You would wish you were anywhere but at the party.           1---2---3---4---5  

c) You would wonder why your co-worker chose to serve red wine/beverage 

with the new light carpet/clean bed .                                              1---2---3---4---5
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Scoring for the TOSCA-3S 
 
 
 

The TOSCA-3S scenarios that you just responded to were created from the 

personal experiences of several hundred college students and non-college 

adults. Your responses can now be used to calculate your scores for Shame Self-

Talk, Guilt Self-Talk and Blaming Others. 

 
Transfer your circled answers from the TOSCA to the lines below. For example, if 

you answered a “4” for item 1a, enter a 4 under the column labeled “Shame Self-

Talk” on the line next to 1a. If you entered a “1” for item 1b, enter a 1 under the 

column labeled “Guilt Self-Talk” on the line next to 1b. And so on. Carefully 

transfer your responses, because the order for a, b and c will be different for each 

question. 

 
When you have finished transferring your answers, add up your score for each 

column. For example, your “Shame Self-Talk Total” score will be the total of all 

of the numbers written in the first column. Compare your total scores to the 

scoring interpretation at the bottom of the page. 

 
Shame Self-Talk                     Guilt Self-Talk                        Blaming Others 

1a   1b   1c  

2b   2a   2c  

3a   3c   3b  

4b   4c   4a  

5a   5c   5b  

6b   6c   6a  

7c   7b   7a  

8a   8c   8b  

9b   9c   9a  
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10a   10c   10b  

11b   11a   11c  

 
 
 

=________                        =________                        =________ 
Shame  Self-Talk  Total              Guilt  Self-Talk  Total               Blaming  Others  Total
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For Men 

If your score on “Shame Self-Talk” is: 

0-24    you seldom use shame self-talk 

25-32   you use shame self-talk an average amount 

33-55   you often use shame self-talk 
 

 

If your score on “Guilt Self-Talk” is: 

0-38    you seldom use guilt self-talk 

39-45   you use guilt self-talk an average amount 

46-55   you often use guilt self-talk 
 

 

If your score on “Blaming Others” is: 

0-21    you seldom blame others 

22-28   you blame others an average amount 

29-55   you often blame others 
 

 

For Women 

If your score on “Shame Self-Talk” is: 

0-26    you seldom use shame self-talk 

27-35   you use shame self-talk an average amount 

36-55   you often use shame self-talk 
 

 

If your score on “Guilt Self-Talk” is: 

0-42    you seldom use guilt self-talk 

43-48   you use guilt self-talk an average amount 

49-55   you often use guilt self-talk 
 

 

If your score on “Blaming Others” is: 

0-20    you seldom blame others 

21-28   you blame others an average amount 

29-55   you often blame others 
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Guilt and Shame Proneness Scale (GASP) 
 

August 1, 2011 
 

Correspondence concerning the GASP should be addressed to: 
 

Taya R. Cohen, PhD 
Assistant Professor of Organizational Behavior & Theory 
Tepper School of Business, Carnegie Mellon University 
Email: tcohen@cmu.edu 
Office Phone: (412) 268‐6677 
Web: http://taya.cohen.socialpsychology.org/ 

 
 
 
 

The Guilt and Shame Proneness scale (GASP) measures individual differences in the propensity 
to experience guilt and shame across a range of personal transgressions. The GASP contains 
four four‐item subscales: Guilt‐Negative‐Behavior‐Evaluation (Guilt‐NBE), Guilt‐Repair, Shame‐ 
Negative‐Self‐Evaluation (Shame‐NSE), and Shame‐Withdraw. 

 

APA holds the copyright for the GASP scale. To determine whether you need to seek copyright 
permissions from APA, consult this website: 
http://www.apa.org/about/contact/copyright/index.aspx 

 

You can request copyright permission from APA via this website: 
http://www.apa.org/about/contact/copyright/process.aspx 

 
 

 
If you plan to use the GASP for research purposes, please cite the following article: 

 

Cohen, T. R., Wolf, S. T., Panter, A. T., & Insko, C. A. (2011). Introducing the GASP scale: A new 
measure of guilt and shame proneness. Journal of Personality and Social Psychology, 100(5), 
947‐966. doi: 10.1037/a0022641 

 

For further background information regarding the development of the GASP, see: 
 

Wolf, S. T., Cohen, T. R., Panter, A. T., & Insko, C. A. (2010). Shame proneness and guilt 
proneness: Toward the further understanding of reactions to public and private 
transgressions. Self & Identity, 9, 337‐362. doi: 10.1080/15298860903106843

mailto:tcohen@cmu.edu
http://taya.cohen.socialpsychology.org/
http://www.apa.org/about/contact/copyright/index.aspx
http://www.apa.org/about/contact/copyright/process.aspx
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GASP SCORING: The GASP is scored by summing or averaging the four items in each subscale. 
 

Guilt‐Negative‐Behavior‐Evaluation (NBE): 1, 9, 14, 16 
Guilt‐Repair: 2, 5, 11, 15 
Shame‐Negative‐Self‐Evaluation (NSE): 3, 6, 10, 13 
Shame‐Withdraw: 4, 7, 8, 12 

 
*Note: We recommend that researchers examine the effects of each GASP subscale individually 
as opposed to including them all in a multiple regression analysis. Including all four subscales in 
the same analysis could result in multicollinearity problems that obscure statistical tests.
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Instructions: In this questionnaire you will read about situations that people are likely to 
encounter in day‐to‐day life, followed by common reactions to those situations. As you read 
each scenario, try to imagine yourself in that situation. Then indicate the likelihood that you 
would react in the way described. 

 

 
1                      2                      3                      4                      5                      6                      7

Very 
Unlikely 

Unlikely          Slightly 
Unlikely 

About 50% 
Likely 

Slightly 
Likely 

Likely          Very Likely

 

 

               1. After realizing you have received too much change at a store, you decide to keep it 
because the salesclerk doesn't notice. What is the likelihood that you would feel uncomfortable 
about keeping the money? 

 
               2. You are privately informed that you are the only one in your group that did not 
make the honor society because you skipped too many days of school. What is the likelihood 
that this would lead you to become more responsible about attending school? 

 
   3. You rip an article out of a journal in the library and take it with you. Your teacher 
discovers what you did and tells the librarian and your entire class. What is the likelihood that 
this would make you would feel like a bad person? 

 
   4. After making a big mistake on an important family event/project at work in which 
people were depending on you, your boss /elders criticizes you in front of your 
coworkers/extended family. What is the likelihood that you would feign sickness and leave 
home/work? 

 
               5. You reveal a friend’s secret, though your friend never finds out. What is the 
likelihood that your failure to keep the secret would lead you to exert extra effort to keep 
secrets in the future? 

 
               6. You give a bad presentation at work. Afterwards your boss tells your coworkers it 
was your fault that your company lost the contract. What is the likelihood that you would feel 
incompetent? 

 
   7. A friend tells you that you boast a great deal. What is the likelihood that you would 
stop spending time with that friend? 

 
               8. Your home is very messy and unexpected guests knock on your door and invite 
themselves in. What is the likelihood that you would avoid the guests until they leave? 

 
               9. You secretly commit a felony/ stole something. What is the likelihood that you 
would feel remorse about breaking the law?



               10. You successfully exaggerate your damages in a lawsuit/insurance claim. 
Months later, your lies are discovered and you are charged with perjury. What is the 
likelihood that you would think you are a despicable human being? 

 
               11. You strongly defend a point of view in a discussion, and though nobody was 
aware of it, you realize that you were wrong. What is the likelihood that this would make 
you think more carefully before you speak? 

 
               12. You take office supplies home for personal use and are caught by your boss. 
What is the likelihood that this would lead you to quit your job? 

 
               13. You make a mistake at work and find out a coworker is blamed for the error. 
Later, your coworker confronts you about your mistake. What is the likelihood that you 
would feel 
like a coward? 

 
   14. At a coworker’s housewarming party, you spill red wine/coffee on their new 
cream‐ colored / sofa /carpet. You cover the stain with a chair so that nobody notices 
your mess. What is the likelihood that you would feel that the way you acted was 
pathetic? 

 
               15. While discussing a heated subject with friends, you suddenly realize you are 
shouting though nobody seems to notice. What is the likelihood that you would try to act 
more considerately toward your friends? 

 
               16. You lie to people but they never find out about it. What is the likelihood that 
you would feel terrible about the lies you told? 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

1 
 

DATA SHEET 

 

 

 



 

2 
 

 

 

 

 


