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Abstract
Objective: Developmental disorders in childhood are generally assumed to have stigmatizing effects. The goal of the
present study was to assess whether parents of children with
speech-language impairment perceive stigmatization of
their child or themselves and which variables influence the
degree of negative labeling. Subjects and Methods: The
study was based on 362 questionnaires completed by parents of children with speech-language impairment. The
questionnaires concerned perceived stigmatization by other children, other adults and family members as a result of
the child’s developmental problems. Results: In our sample,
about 50% of the parents reported negative labeling of their
child and about 30% felt they were involved in the stigmatizing process. Parents whose children also had behavioral
problems more often reported negative labeling than parents whose children did not. Conclusion: The findings
suggest that parents of children with speech-language disorders often perceive stigmatization of their children or
themselves. In counseling such families, professionals should
therefore address stigmatization and its consequences as a
separate and important issue. Copyright © 2008 S. Karger AG, Basel
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Introduction

About 50% of children with developmental language
disorders also have emotional, behavioral or social difficulties (or some combination of these), a rate which is 3
times that seen in children without such impairments [1].
The most frequently reported psychopathology is externalizing behavior, such as hyperactivity, inattention, impulsivity, conduct disorders and aggression [2, 3]. Also
reported are difficulties of an internalizing nature, for
example low self-esteem, depression and anxiety [4–6].
Some studies indicate that children with language disorders tend to have poorer social skills, be withdrawn in
social interactions, have less prosocial behavior and be
less integrated into peer groups than children without
language impairments. Furthermore, these children have
been found to have fewer friends, be invited less frequently to take part in social activities and be liked less by others [7, 8].
The importance of psychiatric disorders in children
with developmental language disorders becomes even
more apparent when the frequent persistence of emotional and behavioral difficulties into adulthood is considered [9]. Moreover, in a 14-year follow-up study from age
5 to 19 the prevalence of psychiatric disorders actually
increased over time [10]. The appearance and augmentation of psychosocial problems in children with language
disorders is thought to be at least partially a consequence
of stigmatization [4, 11].
Prof. Dr. med. Waldemar von Suchodoletz
Ludwig-Maximilians-Universität
Waltherstrasse 23, DE–80337 München (Germany)
Tel. +49 89 4522 9030, Fax +49 89 5160 5942
E-Mail suchodoletz@lrz.uni-muenchen.de

The concept of stigmatization was introduced in social science by Goffman in 1963 [12]. A stigma arises as a
product of four social processes. First, people distinguish
and label human differences. Second, dominant cultural
beliefs link labeled persons to negative stereotypes. Third,
labeled persons are placed in distinct categories which
leads to a separation into ‘us’ and ‘them’. Fourth, labeled
persons experience status loss and discrimination [13].
Link and Phelan [13] state that ‘stigma exists when a person is identified by a label that sets the person apart and
links the person to undesirable stereotypes that result in
unfair treatment and discrimination’.
Goffman’s stigma concept inspired an extensive discussion about the consequences of stigmatization for
adults with mental illness. Numerous studies have shown
that stigmatization can lead to depression, reduced selfesteem and social isolation, and that negative outcomes
of mental illness may result more from stigmatization
than from the primary disorder [14–17]. In contrast to the
wide range of studies on the impact of stigmatization in
adults with mental illness, there have been few such studies in children with developmental disorders.
Empirical studies involving stigmatized children are
rare, and most have focused on the reactions of nonstigmatized children to stigmatized children. Britten et al.
[18] reported that in children with epilepsy a high score
on an index of social visibility at school was significantly
associated with poorer educational outcomes. In the authors’ view stigmatizing processes had affected the outcome. Stigmatization in children is occasionally discussed in the context of bullying [19–21]. Scheithauer et
al. [22] found that children with cognitive or communication disorders, those with poor social skills and those
who attended special schools were at a higher risk of being bullied than their unaffected peers. Klicpera and
Klicpera [23] showed that low self-esteem, depressive
mood, social isolation and a feeling of helplessness are
frequent consequences of victimization at school.
Not only can a stigma itself induce stigmatizing effects, so can negative expectations. Harris et al. [24] examined interactions between children with and without
conduct disorders (68 pairs of unacquainted boys in
grades 2–6). The normal boys were either told that their
partner had a behavioral problem or given no information in this regard. The expectation of difficult behavior
had a negative impact on the interaction process.
The involvement of parents in the stigmatization process is occasionally mentioned in the literature but has
seldom been the object of research. Lücke and Knölker
[25] reported that 25% of the participating parents felt
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labeled as a result of their child being a patient in a hospital for child and adolescent psychiatry. Furthermore,
Phelan et al. [26] found that in some cases parents of adolescents and adults with mental illnesses perceive themselves as being avoided because of their relative’s hospitalization.
From the studies cited it therefore appeared that children with speech-language disorders are at risk of being
stigmatized because of their disabilities and hence discriminated against by other members of society. Furthermore, there was evidence that their parents are occasionally involved in the stigmatizing process. The goal of the
present study was to assess whether parents of children
with speech-language disorders perceive stigmatization
of their child or themselves as a result of the child’s developmental disability and what personal and environmental factors have an impact on the extent of perceived
labeling.
Methods
Sample
The subjects were parents with a child who was attending a
preschool or school for children with speech-language impairment or who was having speech-language therapy. Seven preschools, 4 schools and 7 therapists participated in the study. The
parents were asked to complete a questionnaire about the family’s
sociodemographic situation, the child’s disabilities and behavior,
and perceived stigmatization and support related to their child’s
disabilities. They received the questionnaire together with a
stamped, addressed envelope from their child’s teacher or therapist. They were asked to complete the questionnaire at home und
send it to us anonymously. Most of the questionnaires were filled
in by the mother (mother: 73%; both parents: 16%; father: 6%; others: 5%).
Of the 877 parents who received a questionnaire, 386 responded (return rate of 44%). Sixteen respondents were then excluded
because of missing data on more than 10% of the stigmatization
items. Most children were between 4 and 11 years old, with only
8 being younger or older. The data for these 8 parent-child pairs
were excluded from the study. Therefore, the final sample consisted of data for 362 children.
Table 1 shows the characteristics of the sample. Two thirds of
the children were boys. The classification of the child’s disabilities
is based on the most serious impairment as rated by the parent.
Parents judged the severity of their child’s language and learning
problems on a 4-point Likert scale. In an earlier study, it had been
shown that the parental rating has a highly significant association
with the rating by the child’s therapist [27]. For the assessment of
behavior the parents completed the German version of Conners’
Parent Rating Scale (short form) [28]. Each child was then assigned to a category indicating his or her main problem. If in the
section of the questionnaire with the heading ‘developmental
problems’ the item ‘fluency problems, e.g. stuttering, cluttering’
was marked as ‘very severe’ or ‘severe’, a child was classified as
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Table 1. Characteristics of the sample (n = 362)

Variable

%

Age of child, years
4–5
6–7
8–9
10–11
Gender of child
Male
Female
Main problems of child
Fluency problems
Language problems
Speech problems
Learning problems
Behavioral problems
Only slight problems
Mother’s education
0–9 years
10 years
Qualification for university entrance
Child’s siblings
None
1
>1
Ethnicity
German
Other
Marital status of responding parent
Married
Unmarried
Place of residence (population)
<1,000
1,000–25,000
25,001–100,000
>100,000

13.2
37.5
32.8
16.5
66.9
33.1
17.5
23.6
8.9
12.5
3.9
33.6
45.8
38.2
16.0
10.9
54.6
34.5
91.3
8.7
85.2
14.8
24.9
32.2
10.4
32.5

having ‘fluency problems’. Children with pronounced grammar
problems but without fluency problems were classified as having
‘language problems’ and those with distinct phonological difficulties but without fluency or language problems as having
‘speech problems’. Children with predominantly behavioral problems (Conners’ Parent Rating Scale score 114; clinical threshold)
or learning problems and only slight speech-language abnormalities were classified as having ‘behavioral problems’ and ‘learning
problems’, respectively, and those with only slight problems at the
time of the survey as ‘only slight problems’.
Measures
Perceived stigmatization was assessed using an adaptation (in
German) of the Perceived Stigma Questionnaire by Link et al.
[29]. We adapted the questionnaire to the situation of children
with speech-language problems. For example, we changed the
item ‘Most people would willingly accept a former mental patient
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as a close friend’ to ‘I have the feeling that other children don’t
want my child as a friend’. We also added items concerning perceived understanding and support of both the child and the parents, and concerning stigma management by the parents. The
parents were asked to rate the reactions of 3 different social groups
(other children, other adults and family members), in each case
considering only reactions related to their child’s disability. Ratings were made on a 4-point Likert scale, ranging from strongly
agree (0) to strongly disagree (3).
To improve the validity of the questionnaire we had asked experts to rate it. Twenty-eight experts (speech-language therapists,
pediatricians, child and adolescent psychiatrists) rated each item
on a 4-point scale to indicate whether the item provided useful
information about stigmatization or support and whether it was
clearly formulated. We then deleted or modified the least meaningful items.
The final version contained 58 items on perceived stigmatization and support (for sample items see the Appendix). The results
reported here are confined to perceived stigmatization. The analyses are based on those 21 items that were formulated identically
for the 3 social groups (other children, other adults, family members).
The questionnaire also contained items about the child’s behavior and disabilities and the family’s sociodemographic situation (see Sample section).

Results

About half of the parents indicated that their child had
experienced rejection and exclusion because of his or her
developmental abnormalities. They reported that stigmatization was usually by other children, but about 20%
also felt there was a lack of understanding and acceptance
of their child within their own family (table 2). About one
third of the parents perceived stigmatization directed not
only against their child but also against themselves. They
reported that because of their child’s developmental disorder others had been making disparaging remarks, had
avoided contact with them and had said the parents were
responsible for their child’s developmental problems (table 3). As a reaction to stigmatizing remarks some parents
had tried to play down their child’s developmental problems or had limited their contact with others (table 4).
The impact of personal and environmental factors on
the degree of stigmatization was assessed by calculating
the relationship between the total score for stigmatization (stigmatization score-child, stigmatization scoreparent) and individual and socioeconomic variables. The
total score reflects the average rating of the stigmatization items in the questionnaire. The range of the scores is
0–3, corresponding to the coding of the items. The stigmatization score-child is the average of 15 items (5 items
for each of the 3 social groups) and the stigmatization
Macharey/von Suchodoletz

Table 2. Perceived stigmatization of speech-language-impaired children by other children, other adults or some family members

(percent agreement)
I have the feeling that because of my child’s developmental
problems other children/other adults/some family members

Social group
other
children

other
adults

family
members

Tease my child
Mock my child (for example, imitate him/her)
Think my child is stupid
Don’t want my child as a friend/prefer not having my child around
Avoid being with my child

23.8
18.6
16.6
25.1
10.3

3.6
2.5
12.9
12.7
9.4

6.9
4.4
6.4
14.1
2.7

32.3
28.0
22.5
32.3
18.4

Mean percentage
Percentage of parents agreeing with one or more of the statements

18.9
39.7

8.2
24.1

6.9
21.6

24.8
49.7

In at least one
social group

Agreement = Strongly agree or agree.

Table 3. Perceived stigmatization of the parents of speech-language-impaired children by other adults or by some family members
(percent agreement)

I have the feeling that because of my child’s developmental problems
other adults/some family members

Social group

In at least
one social
group

other
adults

family
members

Make disparaging remarks about us as parents
Avoid having contact with us as parents
Think we as parents are responsible for our child’s developmental problems

13.0
10.0
14.4

12.2
6.4
14.8

20.3
13.7
22.1

Mean percentage
Percent agreement with one or more of the statements

12.5
22.8

11.1
19.7

18.7
30.2

Agreement = Strongly agree or agree.

Table 4. Stigma management by the parents of speech-language-impaired children in the presence of other adults or family members

(percent agreement)
Reactions of the parents towards other adults/family members

Social group
other
adults

family
members

In at least
one social
group

I try to play down my child’s developmental problems in front of
other adults/family members
I avoid contact with other adults/some family members because of
disparaging remarks about my child

12.5

10.8

17.4

11.3

10.5

16.6

Mean percentage

11.9

10.6

17.0

Agreement = Strongly agree or agree.
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Discussion

The results of our study give evidence that communication disabilities in children are stigmatizing marks and
that the parents of children with speech-language disorders often perceive negative labeling of their child. Moreover, parents report stigmatizing attitudes not only in
other children and other adults but also in members of
their own family.
Evidence that children with speech-language disorders are at risk of being targets for victimization is provided in a study by Knox and Conti-Ramsden [30]. In that
study, 36% of the children with specific language impairment were bullied at school compared to only 12% of
their normally developing peers.
In the present study, we found evidence that the extent of perceived stigmatization depends on the type of
speech-language impairment. The parents of children
with predominantly fluency problems more often reported rejection of their child or disparaging remarks than
did the parents of children with other speech-language
260
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1.0

Stigmatization score

score-parent of 6 items (3 items, 2 social groups) (for items
see tables 2 and 3).
One-way analyses of variance were performed separately for the stigmatization score-child and the stigmatization score-parent with the factors type of disability,
existence of behavioral problems, gender of the child, size
of the town or city, ethnic identity, parents’ marital status,
mother’s educational level and the covariate age of the
child. The analyses yielded significant effects of type of
disability on the stigmatization of the children (F = 6.11,
p ! 0.001) and parents (F = 2.869, p = 0.015). Subsequent
analyses for each diagnostic group showed a significantly higher stigmatization score-child for children with
predominantly fluency problems than for those with predominantly speech problems (T = 3.341, p ! 0.001) or
only slight problems (T = 3.870, p ! 0.001). Similar differences were found between the children with predominantly behavioral problems and those with speech problems (T = 2.801, p = 0.008) or only slight problems (T =
3.095, p = 0.002) (fig. 1). The existence of behavioral problems (Conners Parent Rating Scale score 114) had a pronounced effect on both the stigmatization score-child
(F = 45.367, p ! 0.001) and the stigmatization scoreparent (F = 24.622, p ! 0.001). No influence on the extent
of stigmatization was found for the gender or age of the
child, ethnic identity, the size of the town or city, the parents’ marital status or the mother’s educational level.

0.8

Problems:
Fluency
Language
Speech
Learning
Behavioral
Only slight

0.6
0.4
0.2
0

Children

Parents

Fig. 1. Perceived stigmatization of children and their parents by
the predominant type of problem (means and standard deviations
of stigmatization scores).

problems. There appeared to be no influence of age or sex
on environmental reactions. Furthermore, we did not
find any evidence for a relationship between perceived
stigmatizing labeling and the parents’ marital status, the
mother’s educational level, ethnic identity or size of the
town or city. The findings of other studies are conflicting
regarding the association between the social situation of
the family and perceived stigmatization. Consistent with
our results, Lücke and Knölker [25] found no correlation
between sociodemographic variables of the family and
the stigmatization score in children and adolescents receiving psychiatric treatment. In contrast, Phelan et al.
[26] reported that the more education mothers of psychiatric patients have the more stigmatization they perceive.
At this stage, the impact of sociodemographic variables
on the feeling of stigmatization in connection with developmental disabilities appears to be low.
In our study, we could demonstrate that children with
speech-language problems and additional behavioral disorders are especially likely to experience negative remarks and rejection. The relationship between stigmatization and behavioral problems has been stressed by Shea
and Wiener [31], who reported severe emotional distress
and the development of ‘social exile’ resulting from negative labeling by peers at school in 4 boys with attention
deficit hyperactivity disorder. According to Johnson et al.
[32], boys with hyperactivity, poor social skills or general
difficulties with social interactions are at a high risk of
being bullied. Conduct problems make it difficult for the
interaction partners to anticipate what will happen during the communication process, resulting in avoidance of
contact and exclusion of the difficult child from the peer
group. A survey of 1,055 pupils illustrates the relevance
Macharey/von Suchodoletz

of behavioral problems for peer interactions [33]: the largest social distance was found from children with conduct
disorders, followed by children with mental retardation.
But not only are behavioral problems a potential cause
of stigmatization – they may also be the result of it. Carlton-Ford et al. [34] investigated the relationship between
behavioral disturbances and social interactions in children with epilepsy. Their findings suggest that the children’s behavioral problems were at least partially due to
perceived stigmatization.
The mechanisms underlying an association of speechlanguage impairment, psychiatric disorders and stigmatization are not clear. Several patterns of relationship may
be discussed. First, there could be a direct causal relationship between language disturbances, stigmatization and
psychiatric disorders. Language plays a crucial role in interpersonal functioning, and limited abilities to express
wishes, needs and emotions verbally and constraints in
encoding verbal messages have a negative impact on interpersonal interactions. Communication partners may
react with uncertainty and rejection, and the child could
be at risk of becoming a target for stigmatization. The
stigmatizing process stemming from poor communication skills might then result in psychiatric disorders with
oppositional-aggressive behavior, withdrawn social style,
social anxiety, or all three.
Second, stigmatization may be mediated by psychiatric or learning disorders. Ineffective verbal interactions
might provoke frustration and lead to psychosocial difficulties with poor emotional regulation and behavioral
control. Children with psychiatric disorders are generally at risk of experiencing exclusion and victimization
[35]. Moreover, stigmatization might also be mediated by
learning disorders. Longitudinal studies have shown that
many children with speech-language disorders are dyslexic at school age [36]. Learning disabilities have an implication for peer acceptance and lead to a risk of being
stigmatized [19, 20].
Third, stigmatization could be exclusively a consequence of behavioral and emotional problems and be independent of speech-language impairment. Several studies provide evidence for comorbidity of language and
psychiatric disorders in children with communication
disorders without there being a causal relationship [37,
38]. Language and psychiatric disturbances may both
stem from a maturational lag of the brain but nevertheless be independent of each other.
Fourth, the great differences in the socioemotional adaptation of children with speech-language disorders suggests that there is not a simple causal relationship among

poor language skills, psychiatric problems of an externalizing or internalizing nature and social exclusion and victimization. Speech-language disabilities, behavioral and
emotional problems and stigmatization could be highly
interrelated. Language problems might lead to psychosocial difficulties and stigmatizing processes and vice versa. The language, psychiatric and social difficulties could
aggravate each other in the complex system of social interactions.
The involvement of parents in stigmatizing processes
has been considered only rarely. One third of the parents
in the present study reported perceiving stigmatization
of themselves related to the developmental abnormalities
of their child. They felt that other adults or some members of their family made disparaging remarks or restricted contact with them. In an earlier study we found that
mothers of children with speech-language impairment
often feel depressed (33%), disappointed (25%) or aggressive (14%) as a consequence of their child’s developmental
disability [39]. However, it is not clear whether the negative emotional reactions of the mothers stem from stigmatization or are in fact not causally related to the pejorative labeling by the environment. Phelan et al. [26]
examined the degree of social rejection of parents of patients with mental illness. They interviewed 156 parents
of first-admission adolescent and adult psychiatric patients. About 50% of the parents said they kept their
child’s hospitalization secret, even if they did not perceive
themselves as being involved in the stigmatization process. Expecting rejection and fearing it was the reason
they gave for concealing the hospitalization. Family
members with more education reported greater avoidance by others. Taken together, the findings show that
there is a danger of parents being stigmatized because of
the developmental disorder or mental illness of their
child.
In the present study we also asked parents about how
they reacted to stigmatizing attitudes. Some reported
limiting contact with others or avoiding talking about
their child’s developmental disability as ways of preventing stigmatizing reactions. Similar coping strategies have
been reported for children receiving psychiatric treatment and their parents [25]. Withdrawal and secrecy are
typical stigma management strategies. But the effectiveness of such behavior is doubtful. Link et al. [29] investigated the effect of coping strategies in 164 psychiatric patients. Neither concealing of psychiatric treatment nor
avoiding stigmatizing situations nor educating others
about the nature of the illness diminished negative labeling and rejection. In fact, the authors concluded that
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these stigma management strategies seemed to make the
situation worse rather than improving it.
There are several constraints on generalizing our findings. We recorded data about the parent’s perception of
stigmatization, but it is unclear whether the perception of
the parents truly reflects stigmatization processes. However, perception and evaluation of the reactions of the
environment is eminently critical for successful or failed
coping with disabilities. Moreover, our response rate was
44%. Hence our data do not permit a reliable assessment
of the extent of perceived stigmatization. Even so, the results show that perceived stigmatization is a real problem
in families of children with speech-language disorders.

As the feeling of being labeled is not uncommon, professionals should talk about stigmatization and discuss its
consequences when counseling families of children with
communication disturbances.
The relevance of stigmatization of children with
speech-language disorders is, however, still largely unexplored territory. There have been very few studies on the
incidence and consequences of negative labeling of such
children. Therefore, an effort should be made to clarify
the relevance of stigmatization of children with communication disorders and their families, and to prevent such
stigmatization.

Appendix: Sample items from the questionnaire, complete section ‘Reactions of family members’ (translated from German)

Only reactions related to your child’s developmental problems

During the last 3 months
strongly agree dis- strongly
agree
agree disagree

I have the feeling that members of my family prefer my child to other children in the family
_
I have the feeling that members of my family give my child increased support
_
I have the feeling that all members of my family interact with my child in an unprejudiced way
_
I have the feeling that all members of my family are very understanding of my child
_
I have the feeling that members of my family mock my child (for example, imitate him/her)
_
I have the feeling that members of my family think my child is stupid
_
I have the feeling that members of my family think my child is just trying to attract attention
_
I have the feeling that members of my family think my child just doesn’t pay enough attention
_
I have the feeling that members of my family prefer not to have my child around
_
I have the feeling that my child gets into arguments more often than other children because of his/her
developmental problems
_
I have the feeling that members of my family tease my child
_
I have the feeling that members of my family avoid being with my child
_
I have the feeling that all members of my family are very understanding of us as parents
_
I have the feeling that members of my family make disparaging remarks about us as parents
_
I have the feeling that members of my family avoid having contact with us as parents
_
I have the feeling that I can speak openly about my child’s developmental problems to all family members
_
I have the feeling that members of my family think we are responsible for our child’s developmental problems _
I try to play down my child’s developmental problems in front of family members
_
I avoid contact with some family members because they make disparaging remarks about my child
_

_
_
_
_
_
_
_
_
_

_
_
_
_
_
_
_
_
_

_
_
_
_
_
_
_
_
_

_
_
_
_
_
_
_
_
_
_

_
_
_
_
_
_
_
_
_
_

_
_
_
_
_
_
_
_
_
_
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