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Abstract

Influenced by the perceptions of childhood and current SS, EI serves as a forefront to executive function, social interaction and personal competence. Such dynamics are particularly relevant in ASD and ADHD populations, where impairments in EI and social processing often intersect with challenges in perceived support. The current study aims to combine supportive relations and childhood bonds, to investigate the influencing link on the EI of both neurodivergent and TDI. This study implements a between-subjects design to explore the main effects of diagnosis (ASD, ADHD and typical), perceptions of current SS and CS and their combined impact on dependent variable, ‘EI’. The research hypothesis predicts an interaction between variables, with TDI, who perceive high support expecting to produce higher scores of EI. A sample of 96 participants, aged 18-55, (10 ASD, 10 ADHD, 76 typical) completed three measures of CS, SS and EI through use of the ‘Parental bonding instrument’, the ‘multidimensional scale of perceived SS’ and ‘Schutte self-report EI test’. A three-way between subjects Anova revealed a significant main effect of SS on EI, but no significant effects for diagnosis, CS, or their interactions. Whilst research limitations capture the complexity of measuring SS, this study contributes to EI literature by highlighting the role of perceived SS and including a neurodiverse sample, supporting aspects of Goleman’s EI theory. 



Introduction

Valuing uniqueness, neurodiversity is a concept that represents the complexity of the human mind, recognising the diversity in how people think, learn and process information (Rollnik-Sadowska & Grabińska, 2024). Neurodivergent individuals, including those with Autism Spectrum Disorder (ASD) and Attention-Deficit/Hyperactivity Disorder (ADHD), often face difficulty with executive function skills, thinking awareness and affective ability to manage themselves and understand their impact on others (Coplan et al., 202; Sethi, 2024). ASD is a developmental disorder typically affecting social interaction abilities, language and repetitive behaviours in individuals (American Psychiatric Association, 2000; Gargaro et al., 2011) and is often characterised by struggles related to self-management and self-regulation (Goodall, 2021). ADHD is a neurodevelopmental disorder often presenting symptoms of inattention, hyperactivity and impulsiveness and is also characterised by struggles with emotional regulation and emotion recognition (Kaur & Katevarapu, 2022). Compared to typically developed individuals (TDI), those with ASD or ADHD show increased executive function impairments, including self-control, flexibility and elevated feelings of anxiety or depression (Lawson et al., 2015), and research observes heightened deficits in narrative abilities and language delay (Kuijper et al., 2017; Miniscalco et al., 2007). Many symptoms seen in both ASD and ADHD individuals, relate mainly to emotional development often with deficits in emotional recognition and struggles with emotional deviations, (Bakola & Drigas, 2020). Research by Jaisle et al. (2023), links hyperactive ADHD symptoms and restricted behavioural ASD symptoms to emotional dysregulation, showing the detrimental impacts to the social competence abilities of neurodiverse individuals. Such insight highlights the importance of implementing target intervention and support to reduce impairment for ASD and ADHD individuals (Jaisle et al., 2023). Such difficulties emphasise the need to implement support systems, particularly through close relations to shape the development of emotional intelligence (EI) (Sultan et al., 2019), in neurodivergent and TDI. 
In the context of ASD and ADHD, childhood support (CS) involves the active participation of parents and families, acting as an underpinning to the development of a child’s life, to encourage progress in various aspects (Li, 2024). Li (2024), highlights the importance of early CS, including interventions and family guidance, in improving the personal, social and cognitive abilities of children with ASD and ADHD, enhancing their quality of life and forming a strong foundation for their future of learning and life outcomes. Similarly, research shows effects of CS, with positive parental involvement having enhanced developmental effects on independent emotional regulation strategies of TDI (Crowell et al., 2019). For example, research has shown that caring parenting styles positively influence EI in typical children, fostering higher self-esteem and better coping skills through supportive encouragement (Debbarma & Bhattacharjee, 2018). Additional evidence reinforces these findings that parent-child relations driven by love being more greatly associated with higher EI and greater happiness (Sillick & Schutte, 2006). This emphasises, with heightened reference to parental bonding, the sway of environmental influences and forming of crucially meaningful relationships in shaping individuals to become successful versions of themselves and function competently (Rebalde, 2022). 
Considering ASD children, research suggests that CS, reflected in a parent-child relationship and behaviours, plays a key role in development (Crowell et al., 2019). For example, a more supportive parental involvement, mediated by reduced over-involvement, is associated with self-regulated compliance in ASD children (Ostfeld-Etzion, 2016). 
Similarly, Montejo et al. (2019), investigates reflections of CS in ADHD adults, and observes that those recalling difficulties in emotional connection in their childhood, receiving low care and overprotection, reported more self-control, identity and relationship struggles in the adulthood. Such insight emphasises the influential impact of CS on adulthood outcomes and provides clear understanding of family impact in ADHD experiences. The implementation of the Parental bonding instrument (PBI) (Parker et al., 1979) by means of effectively measuring the CS variable in neurodivergent participants in this research (Montejo et al., 2019), combined with the remaining desire to investigate family related variables in the field of ADHD provides a drive for the current study. 
On the contrary, research investigating CS in terms of parental bonding in TDI, had inconsistent findings suggesting that despite a recollection of poor parenting in childhood, TDI had moderately high EI as adults (Butalid et al., 2013). However, this research further proposes the unclear possibility of multiple factors, including peer influence, the environment and learning experiences, collectively attributing to EI competencies (Butalid et al., 2013). This emphasises the need for further research into the collection of potential factors influencing outcomes in adult life; something the current study aims to begin to clarify. 

Serving as a form of guidance to individuals, social support (SS) refers to the functional measures implemented by an individual’s social network that support interactions and behaviours in the social environment (Helgeson, 2003). Ranging from emotionally guided care, reassurance and love to physical encouragement (Helgeson, 2003), there is associations between a strong social surrounding and mental wellbeing (Nilsen et al., 2013). Research on ADHD individuals supports this concept by revealing positive relations between total support and measures of self-concept, and perceived competence (Mastoras et al., 2018). Likewise, research also shows supportive social network to be a meaningful component in supporting the quality of life for those with ASD (Renty & Roeyers, 2006). From an opposing standpoint, research recognises more negative implications of poor SS on ASD and ADHD individuals (Thapar et al., 2023). Correlational analysis suggests lower support quantity and satisfaction is linked to depressive and suicidal implications in ASD individuals (Hedley et al., 2018) and research fosters a link between decreased friendship quality and subsequent depressive symptoms in ADHD individuals (Powel, 2021). Such research provides meaningful insight into the benefits of implementing valuable relationships between neurodivergent individuals and their social network for improved wellbeing (Mastoras et al., 2018). 
Consistently, research on TDI shows low levels of SS are linked to poorer mental health outcomes, including increased depressive symptoms (Bucholz et al., 2014). However, whilst research does recognise the significant influence of family relations in predicting emotions and life satisfaction, support received from friend or other close individuals alone may not sufficiently affect subjective wellbeing (Gülaçtı, 2010). This unclarity emphasises the complexity regarding SS (Gülaçtı, 2010) and the influence of various relations, guiding consideration for the current study. 
Previous research by (Alvarez‐Fernandez et al., 2017) has compared perceived SS between ASD, ADHD and TDI and how this related to the impact on mental wellbeing and functional outcome. Findings show that ASD individuals reported significantly lower levels of SS, which accompanied by lower interpersonal sensitivity skills, social distress and personal anxiety. The use of the Multidimensional scale of perceived social support (MSPSS) (Zimet et al., 1988) in this research allows for informative insight regarding support for participants within each level of the diagnostic criteria. This factor, combined with the necessity for further understanding perceived SS in relation to personal competencies on a deeper level (Alvarez‐Fernandez et al., 2017) encourages a drive for the current research to clarify. 
Beyond intellectual capacity and as an extension of cognitive complexity, EI serves as a foundation for the brilliance of the human mind (Pandey, 2024). Salovey and Mayer (1990), propose EI to be a complex collection of social and emotional skills that guide thinking and actions in individuals, through the recognition and understanding of one’s own, and others’ emotions. High EI is marked by emotional adaptability, motivation to utilize feelings appropriately and emotional recognition (Kaur & Katevarapu, 2022), whereas difficulty expressing and adapting to emotional situations would indicate social-emotional developmental struggles (Sethi, 2024). 
Neurodivergent individuals, including those with ASD and ADHD often experience difficulties relating to emotion recognition, regulation, social function, which is consequential to executive function (Martinez et al., 2024). For example, given the more advanced emotional and social challenged faced by ASD individuals, research shows lower EI related traits and increased inability to function in social-emotional situations for ASD adolescents and adults, as opposed to TDI (Brady et al., 2014). Research incorporating older ASD adults emphasises the challenges of emotional dysregulation, a key aspect of EI, with detrimental effects on personal life, including employability and daily living functioning (Beck et al., 2024). Similarly, research comparing ADHD adults to TDI, (Rahimi & Shojaei, 2019), shows lower scores of EI in ADHD particularly in emotional regulation, impulse control and emotional acceptance, suggesting increased difficulty in coping with everyday challenges, forming relationships and psychological wellbeing.
Alternatively to this, research by Climie et al. (2019), found no statistical difference between the intrapersonal abilities, nor the communicative, recognition or understanding abilities relating to EI between ADHD individuals and TDI. Whilst this research is insightful, there remains notable consideration of the symptomatic influences within ADHD, including impulsivity that could potentially influence ability to communicate emotion or utilise EI skills (Climie et al., 2019). Collectively, research emphasises the crucial role of EI in the maintenance of relationships and recognition of others’ emotions, setting a strong foundation to navigate and respond to situations effectively and successfully (Bradberry & Greaves, 2009). Such realities places emphasis on the importance of continued ASD and ADHD research (Martinez et al., 2024), motivating current research, particularly in the field of EI, to form a basis for implementing support. 
Considering Goleman’s EI theory (1995), it is insinuated that emotional competencies are the product of learned capabilities and are constructable to be developed through exposure to environmental influences (Kaur & Katevarapu, 2022). In support of this concept, research suggests a significant influence of support perceptions on the emotional competence abilities of individuals Samuel et al. (2023), highlighting the crucial role that strong connections and SS plays in enhancing personal competencies of TDI, including self-awareness and regulation (Samuel et al., 2023). Consistently, Fabio and Kenny (2012), show TDI, with a more available SS system are more proficient in their emotional recognition abilities. However, despite positive associations between higher EI and greater SS, researcher (Metaj-Macula, 2017) acknowledges the importance supportive interpersonal relationships being context-dependent and perceptions of these relating to personal tendencies to appreciate and recognise these networks. 
Previous research (Malinauskas & Malinauskiene, 2018; Malinauskas & Malinauskiene, 2020), investigates SS, EI and psychological wellbeing in TDI, contributing to the understanding of strengthening support to help overcome difficulties. Implementation of MSPSS (Zimet et al., 1988) and Schutte self-report EI test (SSEIT) (Schutte et al., 1998) in this research allows for insightful tools to investigate variables in TDI (Malinauskas & Malinauskiene, 2020). To the best of one’s knowledge, there is limited research implementing these measures to a neurodiverse population, indicating an area for potential exploration in the current research. 
Whilst research supports Goleman’s (1995) view that emotional competencies can be worked on and influenced to achieve meaningful personal abilities (Kaur & Katevarapu, 2022), consideration should be placed on the unique perspectives relating to social interaction of neurodivergent thinkers (Akhmedova et al., 2024). Differently from TDI, those with ASD or ADHD may navigate social cues and establish networks in a way that reflects their individuality (Akhmedova et al., 2024). For example, due to experiencing emotions differently, it is difficult for those with ADHD to recognise positive support available to them in moments of overwhelm and may have individual needs and desire for what is beneficial to them in terms of support (Duede, 2023). Additionally, traits associated with ASD, including social interaction and communication difficulties, in both formal and informal situations, may inhibit an individual’s desire to seek help and SS from those around them (Hirvikoski & Blomqvist, 2015). This notion places emphasis on the importance having high quality support networks available for neurodivergent people. Therefore, to recognise the unique challenges faced by the neurodivergent community, implementation of personalised intervention and a more advanced approach to support may be necessary for more meaningful outcomes (Trevisan et al., 2021). However, despite these perceived situational experiences relating to difficulties with social interaction, it should be acknowledged that neurodivergent individuals are still likely to benefit from the support of a social network in some way (Bishop-Fitzpatrik et al., 2018).
With emotionally intellectual abilities serving a crucial foundation to self-awareness, emotional management, competency (Akerjordet & Severinsson, 2007) and the ability to effectively cope with stress (Enns et al., 2018), there is a constant emphasis placed on the importance of understanding any impacting factors. A review by Lincon (2000), investigating the impacts of social interactions, highlights the intense influence of negative aspects of social networks being potentially as influential on psychological wellbeing as the positive aspects. Such research emphasises the need for further investigation into the overall potential impacts of perceived SS on personal competencies that enhance EI which foundations the skills to face challenges of life (Samuel et al., 2023). Additionally, there is a notable desire for more research to adhere to the experiences of neurodiverse populations in relation to their SS and EI, for a more holistic understanding of this research area (Hidayati et al., 2019). This emphasises the ever-growing need for deeper understanding of the aspects of life that influence our personal competencies, and this research intends to contribute to this field with an additional element of consideration towards diverse populations, which has previously been under-investigated. 
Furthermore, previous research has focussed on the influence of parent behaviour and responsiveness as an effect on the developmental characteristics of neurodivergent people (Siller & Sigman, 2008), rather than EI specifically. There remains a body of research into the influence of parent related CS on the EI in predominantly neurotypical populations (Debbarma & Bhattacharjee, 2018; Sillick & Schutte, 2006), whereas to the best of one’s knowledge, there is scarcity of exploration into the experiences of neurodivergent people. Therefore, it is important for this study to contribute to the paucity of research on the impact of CS, in the form of parental bonding on EI, with additional insights into the experience of neurodivergent individuals, a population that has previous limited attention to in respect to this. 
Additionally, it is proposed that EI can be adapted and enhanced throughout people’s lives, by means of supportive interventions and learning, to improve personal outcomes (Munir & Azam, 2017). Considering this, it is important for the current study to contribute to the existing field of knowledge around EI to understand the factors and create a basis of targets to form meaningful intervention in this area. 
Overall, there is a clear scope of research investigating the independent factors of diagnosis and types of received support, and their influence on individuals’ EI and socioemotional abilities (Bakola & Drigas, 2020; Li, 2024; Nilsen et al., 2013) There remains a notable gap in research that addresses the impact of these variables collectively and their intertwined impact on emotional development. Therefore, it is valuable for the current study to contribute to the existing knowledge of EI, integrating various influencing factors to enhance the extensive understanding of this complex construct. 
On the basis that neurodivergent individuals demonstrate lower EI competencies compared to TDI, particularly in emotion recognition (Howes, 2023). The current research aims to understand the impact of interpersonal interactions and childhood bonds by investigating the influencing link between perceptions of SS and the emotional awareness and adaptability of both neurodivergent and TDI. The present study explores CS using the PBI (Parker et al., 1979), current perceived SS using the MSPSS (Zimet et al., 1988) and EI using the SSEIT (Schutte et al., 1998) in ASD, ADHD and TDI. 
In the present study it is hypothesised that TDI, will produce higher EI scores compared to those participants with an ASD or ADHD diagnosis. The main effect of CS is hypothesised to show those who perceive high CS will produce higher EI scores. For the main effect of current SS, it is hypothesised that those scoring high in perceived SS, will score higher on the EI measure. Finally, it is hypothesised that there will be an interaction between variables and their combined impact on the dependent variable, with TDI, who generate higher scores on their perceptions of current and CS, expecting to produce higher scores of EIs. 

Methods
Ethical Consideration:
Ethical approval for this research was granted by the psychology department ethics panel at the University of Staffordshire. 
The BPS code of conduct was considered to maintain protection of participants and ethical consideration throughout this research. 
All participants provide informed consent to take part in this research [Appendix B]. 
There is no deception involved as participants were informed of all information regarding this research. 
Protection of participants was maintained throughout this study and subjects were not exposed to any physical or psychological harm. In the unlikely event of distress or inconvenience, the debrief form [Appendix C] directs participants towards the Staffordshire University student counselling service and an emotional support organisation for additional support. 
All data collected for this research was stored securely and anonymously, using a unique identifier code, to maintain privacy and confidentiality for participants, with the withdrawal period remaining. 

Design
In this research, a three-way between-subjects ANOVA design implemented, with all participants aligning into one of three diagnostic categories, before completing the preceding scales. There are three independent variables used in this study: Diagnosis, (ASD vs ADHD vs typical), perceived SS (high vs medium vs low), and CS (high vs low) as a combination of care received by mother and father. The dependent variable for this research is EI. 

Participants
A prospective power analysis was conducted and indicated that a sample size of 60 participants in each IV group (ASD, ADHD and TDI), would be sufficient to result in a power of 0.8, based on a medium effect size of 0.059, according to Cohens (1988) guidelines.  
Participants were recruited through the Staffordshire university SONA system, receiving two participation credits as incentive. Participants were also recruited through opportunity and convenience sampling using social media platforms, as well as a snowball sampling strategy through participants passing on the research link to others. These techniques were useful for encouraging participants to take part who may have an interest in this research area, as well as those who may fit into the criteria. 
Initially, this research obtained 147 recorded responses, however, 50 participants had missing responses meaning after data cleaning, there were 96 recorded responses, having fully completed the study. 
The overall age of participants ranged between 18-55, (Mean= 24.34, SD=9.55). Of this sample, 10 reported to have an ASD diagnosis (4 male, 2 female, 4 non-binary, age range 20-44, mean age 27, SD= 9), 10 reported to have an ADHD diagnosis (2 male, 5 female, 2 non-binary, 1 prefer not to say, age range 18-35, mean=24, SD= 5) and 76 reported typical development (18 male, 58 female, age range 18-55, mean =24, SD= 10) [Appendix G]. 
All participants met the inclusion criteria for this research and therefore no participants were removed from the dataset. All participants were over the age of 18, and had a diagnosis of either ASD, ADHD or neither, as well as having grown up with a mother and a father. 

Materials
The participation of this study required access to a device to complete the online surveys via the Qualtrics software, a survey administration and response recording platform. 

Participant documentation: 
Participants were presented with an information sheet (Appendix A), including all relevant information regarding the purpose and process of the research.  
Participants were also presented with a consent form [Appendix B], which required agreement before moving forward with the study. Participants who did not agree to any statements in the consent section, were directed to the end of the survey. 
At the end of the study debrief form [Appendix C] is presented, explaining all relevant information regarding the purpose of this research, relevant contact details and the process of withdrawal. 

Parental bonding instrument (PBI) (Parker et al., 1979)
This scale [Appendix D] possesses strong internal consistency and re-test reliability (Parker et al., 1979). This scale measures the ‘CS’ variable and offers a good opportunity for reflection of how individuals feel they were supported by their parents in childhood, with a purpose of measuring ‘care’ and ‘protection’. This scale is a retrospective measure, with a 4-point scoring ranging from ‘3=very likely’ to ‘0= very unlikely’ for 25 statements per parent, for example ‘Was affectionate to me’. In this scale, items [2,3,4,7,14,15,16,18,21,22,24,25] are reverse scored. In scoring, as a combination of both parents’ care, a high score indicates a participant perceiving their received CS as high, whereas a low score indicates having perceived CS from parents as low. High and low scores are determined based on the mean scores of the sample in the current study. 

Multidimensional scale of perceived social support (MSPSS) (Zimet et al., 1988)
This measures the perceived support variable and allows insight into participants current perception of the support they receive. This scale [Appendix E] provides a valid, reliable and efficient measure of the current perceptions of support from family, friends and others (Zimet et al., 1990). Scored using a 7-point Likert scale, with ratings from ‘1= very strongly disagree’ to ‘7= very strongly agree’, this scale contains 12 items, for example ‘my friends really try to help me’. None of the items in this scale are reverse coded. This scale is scored in terms of ‘high, medium and low’, based on the mean and standard deviation of scores for the sample in the current study. with ‘high’ scores indicating a perception of having good SS, whereas a ‘low’ score would indicate a perception of poor support. 

Schutte self-report EI test (SSEIT) (Schutte et al., 1998)
This scale [Appendix F] measures the dependent variable, ‘EI’, and asks participants to respond in relation to their current life and emotions. This scale shows to have good internal reliability and is a valid measure of EI to be used in theoretical research (Schuttes et al., 1998, Aniemeka et al., 2020). Consisting of 33-items, this scale uses a 5-point Likert scale, ranging from ‘1=strongly disagree’ to ‘5=strongly agree’ for statements. For this scale, items [5,28,33] are reverse coded. An example statement for this scale is ‘I know why my emotions change’. High scores indicate higher EI abilities, compared to low scores which indicate lower EI abilities. 

Procedure
No specific testing order is implemented in this research, with the goal of reducing order effects. However, participants are asked to answer questions regarding their CS, followed by current support for the purpose of chronological order of reflections. 
Upon participation, subjects were asked to read the information sheet [Appendix A], before consenting to take part in the study via the consent form [Appendix B]. For anonymity, participants were asked to provide a unique identifier code, for ease of identification in the case of data withdrawal.
Following consent, participants were asked demographic information, including age and gender, followed by indication of their diagnosis status: ‘Autism, ADHD or no diagnosis’. 
Participants were first presented with the PBI (Parker et al., 1979), followed by the MSPSS (Zimet et al., 1988), measuring perceptions of received support and finally the SSEIT (Schutte et al., 1998). 
Following the scales, participants were thanked for their time and presented with a debrief form (Appendix C). Participants who were recruited through the Staffordshire University SONA system were allocated 2 SONA credits for their participation.  


Results

The results represent participants scores of EI based on their diagnosis and perceptions of received support currently and from childhood. The independent variables include diagnosis (ASD, ADHD or TD), perceived support (high medium low) and CS (High, low). The dependent variable is EI. 
The results for this research have been analysed using IBM SPSS statistics software Version 29.0.1.0 (171). All data screening can be found in Appendix G. 
Originally, there were 147 responses to the scale, however data cleaning showed missing response values from 50 participants. The following results are based on full responses from 96 participants. 
Demographic information of participants gender count within each level of the independent variable is represented in Table 1. There is a distinctive difference between male and female participants, with female participants having a larger count across majority of groups, particularly in the typical development group. These gender differences may have influenced the results [Appendix G]. 

Table 1
The gender count of participants within each level of the independent variables.

	
	
	Demographic information (Gender)

	
	
	Male
	Female
	Non-binary/ Third gender
	Prefer not to say

	Diagnosis
	ASD
	4
	2
	4
	0

	
	ADHD
	2
	5
	2
	1

	
	Typical development 
	18
	58
	0
	0

	Perceived support
	Low perceived support
	6
	8
	1
	0

	
	Medium perceived support
	15
	46
	5
	1

	
	High perceived support
	3
	11
	0
	0

	CS
	Low CS
	10
	32
	5
	1

	
	High CS
	14
	33
	1
	0



The mean and standard deviation of age proportions across each level of the independent variables is represented in Table 2. The means show that the average age across the groups is relatively consistent, with those reporting ASD diagnosis having a slightly higher age group on average, compared to the other diagnostic groups. The standard deviation for the diagnosis variable shows the ADHD group has little variation in their age range, whilst the typical development group has the most variability in age ranges. For perceived support, data shows that those with low and high perceived support have more varied age ranges of participants, whereas those with medium support are more age consistent. For CS, the standard deviation for low and high CS shows them to have similar age variability of participants, with neither having a particularly tight age range [Appendix G]. 

Table 2
The age count of participants within each level of the independent variables

	
	
	Demographic information (Age)

	
	
	Mean
	Standard deviation

	Diagnosis
	ASD
	27
	9

	
	ADHD
	24
	5

	
	Typical development
	24
	10

	Perceived support
	Low perceived support
	30
	13

	
	Medium perceived support
	23
	8

	
	High perceived support
	25
	12

	CS
	Low CS
	25
	9

	
	High CS
	24
	10



The means and standard deviations of EI for each diagnostic group are presented in Table 3. The means show that research is travelling in a direction in line with the hypothesis, that those with no diagnosis show higher EI scores, whereas those with ASD scored lower on the EI scale. The standard deviation scores for ASD and ADHD, groups indicate a relatively wide range of EI scores for these groups. A smaller standard deviation for TDI suggests more consistency amongst scores of EI for this group. 

Table 3
The means and standard deviation of EI between the diagnosis groups. 

	
	Emotional intelligence

	
	Mean
	Standard Deviation

	ASD
	101.3
	22.10

	ADHD
	112.0
	18.16

	Typical individuals
	119.57
	17.09



The means and standard deviations of EI for each level of current perceived support are represented in Table 4. The means show that on average, those participants who scored ‘high’ on the MSPSS, scored higher on the EI scale, in comparison to those who scored ‘low’ in terms of perceptions of current support. These means travel in the direction of the hypothesis, with those perceiving higher levels of SS scoring higher EI [Appendix G]. The standard deviations indicate a moderate spread of EI scores across all groups of perceived support, with ‘medium and high perceived support’ groups being slightly more consistent and closer to the group average, compared to the ‘low perceived support’ group. 

Table 4 
The means and standard deviation of EI between levels of current perceptions of support. 

	
	Emotional intelligence

	
	Mean
	Standard Deviation

	Low perceived support
	105.73
	19.59

	Medium perceived support
	116.94
	17.15

	High perceived support
	128.50
	17.39



The means and standard deviations of EI for each level of perceived CS are represented in Table 5. The means represent that on average participants who scored ‘high’ on the parental bonding instrument, measuring parental care, scored higher on the EI scale, compared to those who scored ‘low’ on parental care. These means also travel in the direction of the hypothesis, with those reporting higher CS, scoring higher on EI. The standard deviations indicate that those with high perceived CS have more consistent EI scores, compared to those with low perceived CS, showing more variation in scores against the average. 

Table 5
The means and standard deviation of EI between low and high levels of reported CS. 

	
	Emotional intelligence

	
	Mean
	Standard Deviation

	Low CS 
	113.13
	20.35

	High CS
	120.63
	15.75




Data screening
Before conducting the statistical test, the data was screened for parametric assumptions to ensure reliability and validity. 
Outliers in the dataset were examined for by calculating z-scores separately for each level of the first independent variable (ASD, ADHD and TD) [Appendix G]. Out of the calculated z-scores, no cases exceeded the -3, +3 threshold, suggesting no extreme outliers were present in the dataset and no scores were removed. 
Normal distribution was examined for each variable and descriptive statistics show all skewness and kurtosis values to fall between the -1 to +1 range [Appendix G]. This suggests data is normally distributed. 
The data was checked for homogeneity of variance using variance values in the descriptive tables [Appendix G]. Due to unequal sample sizes, the threshold was for the larger variance value to be no more than twice the size of the smallest value to achieve the homogeneity of variance assumption. The dataset shows these criteria to be met, suggesting the homogeneity assumption was met. 
Due to data screening revealing no parametric assumption violations and having three independent variables and one dependent variable present, a 3-way between-subjects ANOVA was decided to be conducted. This statistical test allows for the significant effect of each variable to me measured against the dependent variable, as well as a measure of significant interaction between variables. 

Statistical test (Three-way ANOVA)
A 3-way Anova was conducted to examine the effects of diagnosis (ASD, ADHD or no diagnosis), perceived support (high, medium, low) and CS (high, low) on EI. 
[bookmark: _Hlk194510379]There was a significant main effect of perceived SS on EI,  = 8.636, p < .001, η² = 0.139. This is a large effect size, according to Cohen (1988), indicating meaningful effect. 
There was no significant effect of diagnosis on participants EI, 
 = 2.749, p = .070,   = 0.044. This effect size is greater than small, but did not meet the threshold for medium, according to Cohen (1988). 
There was also no significant effect of CS on EI,   = .059, p < .809,   = 0.00048. This effect size is small according to Cohen (1988). 
There was no significance interaction found for diagnosis and CS,  = 1.806, p =.183,   = 0.015. Nor was there a significant interaction between diagnosis and support level,  = .800, p = .453,   = 0.013. Both reported effect sizes were small according to Cohen (1988). 
For the interaction of CS and support level, there was no significance found,  = 3.083, p= .051,   = 0.0497, however, it is recognised that this result is approaching significance. Therefore, it can be assumed that with a larger sample size, as well as equal samples sizes, it is likely that this interaction would be significant. The effect size is between small and medium according to Cohen (1988). 
Due to time constraints in conducting research and limited access to target sample consisting of neurodivergent populations (ASD, ADHD), some condition in this research did not have participants allocated to them. This meant the three-way interaction could not be calculated, resulting in no significance for this interaction [Appendix G]. 
Due to a lack of significance within the interactions, a simple effects measure was not necessary to be conducted. 
Results clearly show that the significance in this research lies within the effect of perceived SS on EI. Due to clear identification of where this significance lies, there was no post-hoc analysis necessary to be conducted for this. 
Due to having no significance for the effect of main effects, on the dependent variable, a retrospective power analysis was conducted using G power (version 3.1.9.7) (Faul et al., 2009) to see how many participants would detect a significant effect. 
A retrospective power analysis for diagnosis variable showed the power of the study was approximately 0.44, given the effect size ( = 0.044, f= 0.215), for alpha level of 0.05. This indicates that this study is underpowered to detect the effects of this variable. If this study were conducted again, 70 participants would be needed in each group of diagnosis for a power of 0.8 (Clark-Carter, 2024). 
A retrospective power analysis for the CS variable showed a power of 0.06 given the effect size ( = 0.00048, f = 0.022), for alpha level 0.05. This also indicates that the study was underpowered to determine a significant result for this variable. If this study were conducted again, 400 participants would be needed per level for a power of 0.8, for effect size  = 0.00048 (Clark-Carter, 2024). 

Discussion

In the present study, the aim was to investigate the connection between perceptions of childhood and current SS, and the EI in ASD, ADHD and TDI. Findings show a significant main effect of perceived SS on EI, with those who scored high on receiving current support, also scoring high levels of EI. The main effects for diagnosis and CS were not significant, however, results show these variables to be approaching significance. There was also no significant interaction between perceived SS and current support, however it is recognised that this result is closely approaching significance and should be interpreted with caution. There were no significant interactions found between diagnosis and current perceived SS, or between diagnosis and CS. Lastly, the 3-way interaction between diagnosis, SS and CS was unable to be calculated due to reductions in sample for each condition of diagnosis, therefore we can assume a non-significance for this interaction. 
The significant main effect of perceived SS on EI is in line with the research hypothesis, meaning the null hypothesis can be rejected. We can interpret that when individuals perceive their support network as positive, they are likely to have stronger emotional competency abilities. This points to the pathway of understanding that SS stands as an enhancing factor to the effects of EI (Zeider & Matthews, 2016). The current findings are consistent with previous research focussing on TDI, whereby perceiving more supportive social networks show to increase EI abilities, including enhancement of emotional recognition abilities as well as improved psychological wellbeing in TDI (Fabio and Kenny, 2012; Malinauskas & Malinauskiene, 2018). In relation to ASD and ADHD and typical experiences collectively, the current research is further in line with previous research (Alvarez‐Fernandez et al., 2017), whereby perceptions of high support are associated with an increase in interpersonal skills, that are typically seen in individuals of high emotional intelligence. The current research is meaningful in reinforcing previous findings that SS serves as a strong foundation to providing individuals with a pathway of emotional and physical encouragement and guidance (Helgeson, 2003). This concept is supported by proposals within the self-efficacy theory (Bandura, 1977), representing EI as a set of abilities that can be learned an enhanced (Munir & Azam, 2017), by means of those around us. Therefore, current findings underscore the importance of fostering supportive social environments into intervention approaches, and various settings to support neurotypical and neurodivergent individuals. 
The non-significant result between diagnosis and EI indicate that the null hypothesis cannot be rejected. It can be interpreted that individual’s diagnosis alone is insufficient in its ability to determine individuals EI abilities. This finding is supported by previous research whereby Climie et al. (2019), indicated no major differences in EI related abilities, including emotional recognition, understanding abilities and communicative abilities in an ADHD sample, in comparison to TDI. In comparison, current results deviate research indicating a clear distinction of poor EI abilities and subsequent struggles to function adequately in ASD individuals, compared to TDI (Brady et al., 2014). This suggests that EI in individuals may be influenced by factors beyond diagnostic status. 
Beyond the non-significant result, it is recognised that the average scores of EI, in relation to diagnosis are in the direction of research hypothesis, with TDI scoring higher on the scale of EI on average. These results hold insight into considering the diagnostic related factors, including symptom severity and accompanying mental health struggles (Kroll et al., 2024) that may shape differentiation in EI. 
Considering the non-significant main effect of CS on EI, it is recognised that the research hypothesis is rejected for this variable, leading to the interpretation that alternative factors may moderate this relationship. Current findings alternate from previous research that proposes the experience of supporting parent involvement, and positive CS is associated with good emotional competencies in ASD and ADHD individuals (Montejo et al. 2019; Ostfeld-Etzion, 2016). Furthermore, these results also diverge from previous research by Debbarma and Bhattacharjee (2018), whereby care-based parenting approaches are effective in encouraging EI related competencies, as well as positive outcome for TDI. Instead, this research may be more in line with research findings by Sreedevi and Drisya (2021), who investigated the correlation between parenting styles and EI and found no significant association between these variables. 
Current findings indicate contradictory findings to the concepts proposed in Goleman’s theory of EI (1995) that suggests the development of EI is influenced crucially by the role of nurture (Goleman, 1998). However, despite a lack of statistical significance, CS mean scores align with the anticipated direction of the research hypothesis. This trend may be more inclined to be understood using Caplan’s theory (1974), implying that SS functions overtime to preserve psychosocial supplies in individuals to maintain emotional wellbeing (Sarason et al., 1983). Methodological considerations may be acknowledged regarding the current research and findings by Sreedevi & Drisya (2021), both implementing the PBI (Parker et al., 1979) in measuring CS. Although deemed a useful reflective tool, participants may have found difficulty recalling past childhood experiences and emotions (Prokrity & Uddin, 2018), which may affect accuracy of recall. Therefore, it may be the case that an additional measure for CS reflection may be necessary for this sample to measure a more holistic view of CS in relation to EI. However, previous research implementing the use of these methodological techniques, have deemed that using the PBI, to be a relevant self-report scale that represents most insightful current memories of childhood attachments as an operational factor (Mallinckrodt, 1992). Overall, it can be suggested that CS in neurodiversity holds complexity, and this may exert influence through alternative pathways. Therefore, this indicates the necessity to promote emotionally responsive caregiving approaches to children, especially neurodiverse individuals. 
Whilst the findings in the current research are meaningful in replicating previous findings on the impact of SS (Alvarez‐Fernandez et al., 2017), this research is not able to support the main hypothesis of an interaction between the variables on EI. Particularly within this sample, it can be interpreted that the independent variables may influence EI more independently than originally thought. 
Whilst current research has non-significance for the interaction between  positive perception of received SS and neurodivergent diagnosis, this study sample and purpose provides an expansion of previous research on TDI (Malinauskas & Malinauskiene, 2018; Malinauskas & Malinauskiene, 2020), through implementation of a more diverse sample. This research still provides a contribution to understanding the field of EI from a holistic standpoint. Implications of this research indicate that additional factors, including unique coping strategies and personality traits may be variables that that moderate the effects of EI (Prentice et al., 2020). 

Whilst the results provide valuable insights, the current study does have some limitations. It should be acknowledged that SS is a complex phenomenon. Researcher (Weiss, 1974) suggests that SS is made up of collection of various equally meaningful systems, with distinctions between reassurance of worth and social integration received from close personal relations and more formal non-kin social networks (Felton & Berry, 1992). It is recognised that the complexity of SS requires the use of various measures to possess various dimensions of support and consider the negative aspects as well (Lincon, 2000). More negative forms of SS and support from more diverse networks may have alternative impact on EI and the psychological wellbeing of individuals (Felton & Berry, 1992). It may be that the current research restricts holistic investigation into various forms of SS, through use of the MSPSS and PBI, which focus on only on close personal relationships from parents, partners and friends. However, perceptions of SS regarding family relations and CS, remain important aspects of individuals lives (Bi et al., 2022), particularly in navigating the challenges accompanying neurodivergence and it is valuable for research to continue focus on this variable in a specific manner. Furthermore, previous research shows that the MSPSS and the PBI are well established tools (Parker et al., 1979; Zimet et al., 1988) and have been used extensively in previous research (Alvarez‐Fernandez et al., 2017; Ebrahim & Alothman, 2022; Montejo et al., 2019) to measure the variables seen in the current research. Therefore, the measures used in this study with focus on the interpersonal relations creates a useful foundation for understanding the impact of SS in an informal light. 
Furthermore, research limitations note the possibility of participants in this research who may be underdiagnosed or misdiagnosed of ASD or ADHD, and instead falling into the TDI condition. It is often the case that underdiagnosis of neurodevelopmental conditions may fall reason as to why individuals are perceived as dysregulated, dysfunctional and badly behaved in their daily living, leading to the lack of recognition for the need of support to manage emotions (Goodall, 2021). Furthermore, the current study excludes participation of those with a co-occurring diagnosis of ASD and ADHD, a factor typically accompanied by heightened emotional difficulties, dysregulation and executive function struggles (Martinez et al., 2024). Therefore, accuracy of participant diagnosis may have been a variable that influenced EI scores in the current research. However, diagnostic precision was not essential to the study’s main goals and this factor does not undermine the study’s main contribution to understanding the subjective experiences of neurodivergent individuals in relation to variables. Whilst it is recognised that a research diagnosis may have been beneficial to determine accuracy of participants diagnosis, it is acknowledged that this is beyond the scope of the current study. 
Another potential limitation of the current research is sampling restrictions, which may not have fully captured the diversity of the target population. There is a notable difference in sample distribution for ASD and ADHD participants compared to TDI. This factor contributes to the underrepresentation of neurodivergent groups in relation to EI (Hidayati et al., 2019) and the influence of complex interaction between variables on neurodiverse populations. Furthermore, the combination of unequal sample sizes and gender distribution [Table 1] across groups reduces comparability across populations and may contribute to caution in the statistical analysis. For example, given closely approaching significance for the interaction between SS and CS, it can be inferred that implementation of a larger and more evenly split sample size, this would induce a significant interaction between these variables. However, whilst there are restrictions relating to target sample and distributions, this sample is enough to provide exploratory analysis of the main effects of variables, as a foundation to begin exploring diagnosis, SS and CS intertwiningly. 
Overall, whilst recognition of limitations, provides a baseline of considerations to guide further research, it should be acknowledged that the current research does contribute to the ever-growing investigation into EI and the recognition of impacting external factors.
In directing future research, consideration could be given to controlling for potential underdiagnosis and the accuracy of diagnosis, as well as other present conditions, to ensure increased accuracy of results.
There is a constant emphasis placed on the importance of understanding and recognising the emotional awareness and emotional management abilities of ASD and ADHD individuals, with a more intense focus, compared to TDI (Mazefsky & White, 2013). Whilst there are plenty of studies already investigating ways to support neurodiverse populations, there should be constant consideration of the ever-changing influential factors that affect people at different stages of their life. Therefore, further applied investigation into the SS related factors that affect personal competencies would support creation of more meaningfully based interventions and support techniques for young people (Mastoras et al., 2018). Additional consideration and understanding of the supportive networks and approaches towards ASD and ADHD individuals would allow for intervention to be tailored to meet the specific needs of individuals and work towards maximising the likelihood of positive outcome (Young et al., 2020). 
Additionally, there remains a notable gap in research in relation to the extent in which positive and negative forms of SS and interactions affect psychological wellbeing (Lincon, 2000), both variables which are considered closely linked to EI abilities (Elegbeleye, 2021). Therefore, with future research expanding on this investigation of positive SS and its effects on improving personal development, it would allow for a more holistic overview of social interaction dimensions and their effects on individuals (Lincon, 2000).  
In conclusion this research contributes to the broader understanding of factors affecting EI. This research highlights the importance of fostering supportive networks, particularly in neurodiverse populations, to improve function through emotional regulation, recognition and relationship formation abilities. This research emphasises the need for continued support for neurodiverse populations and reinforces the continued need to implement support systems as a means of enhancing emotional intelligence and improve personal wellbeing. 
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Appendix A: Information Sheet

	INFORMATION SHEET

 
A quantitative study investigating the perception of social support and the EI of neurodivergent individuals.   

	

	Eleanor Hanson
H014190l@student.staffs.ac.uk
	Dr Justine Drakeford
j.drakeford@staffs.ac.uk
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INVITATION PARAGRAPH
I would like to invite you to participate in this research project, which forms part of my undergraduate psychology degree at University of Staffordshire. The research will be conducted by Eleanor Hanson. Before you decide whether you want to take part, it is important for you to understand why the research is being done and what your participation will involve. Please take time to read the following information carefully.

What is the purpose of the study?
I am conducting a study looking at the relationship between individuals' perception of their social support, received currently and from their childhood, and the effect this has on the EI of typical and neurodivergent individuals. 

Who has given approval for this study?
Approval for this study has been granted by the University of Staffordshire Psychology Department Psychology Ethics Committee.

TAKING PART
Why have I been invited to take part?
I am recruiting participants over 18 years of age to take part in this study. Participants should also meet the following criteria:
· Have a diagnosis of either ASD or ADHD or have no neurodivergent diagnosis. 
· Have grown up with contact with both mother and father and be able to answer questions about these relationships. 
· Be comfortable answering questions about the social support they receive and their emotions. 

What will happen if I take part?
I am asking you to take part in a study lasting approximately 15-20 minutes. This will involve participants answering questions from a scale which looks at support received during childhood from both parents. This will be followed by a scale that measures opinions of current received support 
 And finally, participants will be asked to complete a scale of EI. 

The study/experiment will take place online. 

Do I have to take part?
Participation is completely voluntary. You should only take part if you want to and choosing not to take part will not disadvantage you in anyway. Once you have read this information sheet, please feel free to ask any questions that will help you decide about taking part. If you decide to take part, we will ask you to sign a consent form. 

Incentives  
If you are an undergraduate psychology student at University of Staffordshire, you will receive 2 SONA credits for taking part in the study. 

What are the possible risks of taking part?
There are no risks to taking part in the study. 

What if I am upset by anything during the course of the study?
If this happens you might like to take a break or, if you prefer, you can withdraw from the study at any point. If you decide to withdraw, you will be shown a copy of the debriefing sheet, which contains information about sources of support you can access if there is anything you wish to talk about in confidence.

What are the possible benefits of taking part?
Aside from any incentives discussed above, there are no direct benefits to you as a participant. However, the research may help us to better understand the importance of providing strong social support and interventions to neurodivergent individuals to influence the positive of good EI abilities that affect everyday life skills and wellbeing. 

What if I change my mind about taking part?
You are free to withdraw at any point of the study, without having to give a reason. Withdrawing from the study will not affect you in any way. 

You can also withdraw your data from the study after you have finished participating, up until 1st March 2025, after which withdrawal of your data will no longer be possible as the data will already have been processed. To withdraw from the study, please email the researcher using the contact details provided and referencing your unique participant code. 

If you choose to withdraw from the study, we will not retain any information you have provided us. 

What if I don’t want to answer any particular questions? 
You are free to skip any questions you would prefer not to answer, without penalty. 

DATA HANDLING AND CONFIDENTIALITY
Will the information I give you be kept confidential?
The information obtained will be treated with the strictest confidence throughout the study and the data will be stored safely in a secure location to which only the researcher and their supervisor has access. Your data will be processed in accordance with data protection law and will comply with the General Data Protection Regulation 2018 (GDPR). 

Data Protection Statement
The data controller for this project will be University of Staffordshire. The University will process your personal data for the purpose of the research outlined above. The legal basis for processing your personal data for research purposes under data protection law is a ‘task in the public interest’. You can provide your consent for the use of your personal data in this study by completing the consent form that will be provided to you. 

Who will have access to my data?
Only the researcher and the researcher’s supervisor will have access to the raw data. You have the right to access information held about you. Your right of access can be exercised in accordance with the General Data Protection Regulation. You also have other rights including rights of correction, erasure, objection, and data portability. Questions, comments, and requests about your personal data can also be sent to the University of Staffordshire Data Protection Officer. If you wish to lodge a complaint with the Information Commissioner’s Office, please visit www.ico.org.uk

Who will see the finished report?
All data in the finished report will be presented in the form of group statistics. The final report will be seen by the researcher’s supervisor and a second marker from the Psychology department, and possibly by an external examiner. In addition, the completed report may also be made available to future University of Staffordshire students for teaching/reference purposes.

What will happen to my responses to the study? 
All data will be kept in secure storage (to which only the researcher has access) for ten years, according to departmental policy, and it will be destroyed after that.  

What will happen to the results of the study?
The results of the study will be disseminated in the final written report and in a student conference presentation. There is a possibility that results might be disseminated more widely, for example at a research conference or in an article published in a research journal. If the research is written up for academic journal publication your anonymised data may be stored permanently in an online research data repository. 


FURTHER QUESTIONS
Is there anyone I can talk to about the study before I take part?
You can contact me directly on the details provided at the top of this form. If you wish to talk to someone else about my study before taking part, please feel free to contact my project supervisor (contact details also available at the top of this form).

What if I have further questions, or if something goes wrong?
If this study has harmed you in any way, or if you wish to make a complaint about the conduct of the study, you can contact the study supervisor or the Chair of the University of Staffordshire Ethics Committee for further advice and information: 

Ethics Committee
Research, Innovation and Impact Services
University of Staffordshire
Cadman Building
College Road
Stoke-on-Trent
ST4 2DE 
ethics@staffs.ac.uk


 
I know a friend who may be interested; can they participate in your study?
Yes, as long as your friend meets the criteria mentioned above. Your friend should access the study using the same link, or by contacting the researcher for any questions. 

If you have any further questions, please do not hesitate to contact me Thank you for your time. 
 
Thank you for reading this information sheet and for considering taking part in this research.
















Appendix B: Consent form


[image: A close up of a logo  Description automatically generated]
CONSENT FORM



	Eleanor Hanson
H014190l@student.staffs.ac.uk
	Dr Justine Drakeford
j.drakeford@staffs.ac.uk

	I am over 18 years of age, and I voluntarily agree to participate in a research project conducted as part of a psychology undergraduate degree by Eleanor Hanson, an Undergraduate Psychology student at the University of Staffordshire. 
	Yes/No

	I understand that I am being asked to participate in a study lasting approx. 15-20 minutes and I will be asked to complete three scales: the parental bonding instrument, the multidimensional scale of perceived social support and the Schutte's EI scale. 
	Yes/No

	I understand that, if I wish, I may withdraw from participating at any time and my data will be destroyed. I have been informed that withdrawal after 1st March 2025, will not be possible.
	Yes/No

	I understand that I will be fully protected in accordance with the Data Protection Act of 2018, and in compliance with the British Psychological Society ethical guidelines, and that any personal details will be kept confidential. 
	Yes/No

	I understand that in the case that a report is published based on this study, the fully anonymised data may be made available for the use of other researchers for an indefinite period of time. Otherwise, they will be kept until ten years after the article has been published, and then destroyed.
	Yes/No

	I understand that any personal details will be anonymised in any report based on this study and if the research is written up for academic journal publication my anonymised data may be stored permanently in an online research data repository. 
	Yes/No



If you have any further questions about this study, please contact the researcher or the Project Supervisor (details above).

[Unique Identifier].
Because we are not collecting your name or other identifying information, we need a way to identify your data if you wish to withdraw it after participation. Please enter a 5-digit code made up of the last two digits of your Surname and the last 3 digits of your phone number. Please make a note of this, If you wish to withdraw your data in future, you must provide this code.

	




Appendix C: Debrief form
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Participant Debrief


[Project Title]: A quantitative study investigating the 
A quantitative study investigating the perception of social support and the EI of neurodivergent individuals.   

Eleanor Hanson

H014190l@student.staffs.ac.uk

Dr Justine Drakeford
j.drakeford@staffs.ac.uk



Thank you for taking part in this study. The purpose of this study was to look at the relationship between individuals' perception of their social support, received currently and from their childhood, and the effect this has on the EI of typical and neurodivergent individuals. The research questions for this study were ‘Does having a neurodivergence affect EI?’, ‘Does perception of current support affect EI?’, ‘Does the perception of support received form parents in childhood affect EI?’. 


For more detailed explanations, or if you wish to know the results of the study, please contact the researcher using the contact details above.

Your details will be kept confidential at all times, and complete anonymity will be maintained. Raw data will be kept on University Sharepoint system, which will only be accessible to me and academic staff. Raw data will be destroyed after ten years. In the case that a report is published based on this study, the fully anonymised data may be made available for the use of other researchers for an indefinite period of time. Otherwise, they will be kept by University of Staffordshire until ten years after the article has been published and then destroyed.

If you wish to withdraw your data you need to contact the researcher using the code you provided earlier, before two weeks after completion of the study. No other information is required, and you will not be asked to provide a reason.

If you have been affected by any of the issues raised in this study, and would like to talk to someone in confidence about it, you may wish to contact the following organisations:
The University of Staffordshire student support team: student-wellbeing@staffs.ac.uk
The Samaritans Tel: 116 123 (24 hours every day)

Thank you again for your participation. 












































Appendix D: Parental Bonding Instrument (PBI)
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Appendix E: Multidimensional scale of perceived social support (MSPSS)
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Appendix F: The Schutte self-report EI test (SSEIT)
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Appendix G: SPSS output
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Note: The mean and standard deviation of the age of participants and the frequency of age ranges. 
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Note: Descriptive statistics of variables
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Note: Descriptive statistics of EI based on diagnosis type variable
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Note: Distributions of EI in relation to diagnosis
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Note: Descriptive statistics of EI in relation to high or low parental bonding scores. 
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Note: Distributions of EI scores in relation to high or low scores og parental bonding

[image: A table with numbers and text

AI-generated content may be incorrect.]







[image: A screenshot of a computer

AI-generated content may be incorrect.]








































Note: 
[image: A diagram of a normal distribution

AI-generated content may be incorrect.]















[image: A graph of a person with a blue line

AI-generated content may be incorrect.]





	










[image: A graph of a person with a blue line

AI-generated content may be incorrect.]
















[image: A diagram of a graph

AI-generated content may be incorrect.]
	
















Note: Distributions of EI scores in relation to support levels (High, medium, low). 




Table representing the Skewness and Kurtosis value for variables. Used to check for normal distribution. 

	
	
	Skewness
	Kurtosis

	Diagnosis
	ASD
	-0.33
	-0.85

	
	ADHD
	-0.18
	-0.15

	
	No diagnosis
	-0.52
	-0.94

	Support level
	Low
	-0.27
	-0.33

	
	Medium
	-0.73
	0.30

	
	High
	-0.58
	-0.96

	Parent bonding
	Low
	-0.43
	-0.40

	
	High
	-0.47
	0.02








[image: A screenshot of a graph

AI-generated content may be incorrect.]





	


[image: A screenshot of a table

AI-generated content may be incorrect.]


















[image: A screenshot of a table

AI-generated content may be incorrect.]


















[image: A screenshot of a computer

AI-generated content may be incorrect.]










	




































Note: Z-scores for diagnosis groups- used to determine outliers outside of the -3<x<+3 threshold
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Note: Z-scores for parental bonding groups- used to determine outliers outside of the -3<x<+3 threshold
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Note: Z-scores for social support groups- used to determine outliers outside of the -3<x<+3 threshold
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Note: Univariate analysis of variance
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Note: Tests of between-subjects effects for three-way ANOVA. Analysis for main effects of independent variables and analysis of interactions between variables. 
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Note: Descriptive statistics for main effects. 
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Note: Descriptive statistics for two-way interactions
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Note: Descriptives table for the three-way ANOVA. Some conditions have not been assigned participants due to limited sample numbers. 
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Note: Plots comparing the marginalised means of variables
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Note: Total count of participants in each condition in relation to gender. Shows higher counts of female participants. 
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Note: table shows mean and standard deviation, and age range of participants age for each diagnostic group. 
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Note: Custom table presenting the means and standard deviation of all conditions
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MOTHER FORM

This questionnaire lists various attitudes and behaviours of parents. As you remember your MOTHER in your first 16
years would you place a tick in the most appropriate box next to each question.

Very | Moderately| Moderately| very
like like unlike | _unlike

1. Spoke to me in a warm and friendly voice

2. Did not help me as much as | needed

3. Letme do those things | liked doing

4. Seemed emotionally cold to me

5. Appeared to understand my problems and worries

6. Was affectionate to me

7. Liked me to make my own decisions

8. Did not want me to grow up

9. Tried to control everything | did

10. Invaded my privacy

11. Enjoyed talking things over with me

12. Frequently smiled at me

13. Tended to baby me

14. Did not seem to understand what | needed or wanted

15. Let me decide things for myself

16. Made me feel | wasn't wanted

17. Could make me feel better when | was upset

18. Did not talk with me very much

19. Tried to make me feel dependent on her/him

20. Felt | could not look after myself unless she/he was around

21. Gave me as much freedom as | wanted

22. Let me go out as often as | wanted

23. Was overprotective of me

24. Did not praise me

go|jo|o|o|g|o|jg|o|ojo|ojo|o|o|jo|gjo|ojo|o|jo|jo|o|o
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25. Let me dress in any way | pleased
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FATHER FORM

This questionnaire lists various attitudes and behaviours of parents. As you remember your FATHER in your first 16
years would you place a tick in the most appropriate box next to each question.

Very Moderately| Moderately | Very
like like unlike unlike

1. Spoke to me in a warm and friendly voice

2. Did not help me as much as | needed

3. Letme do those things | liked doing

4. Seemed emotionally cold to me

5. Appeared to understand my problems and worries

6. Was affectionate to me

7. Liked me to make my own decisions

8. Did not want me to grow up

9. Tried to control everything | did

10. Invaded my privacy

11. Enjoyed talking things over with me

12. Frequently smiled at me

13. Tended to baby me

14. Did not seem to understand what | needed or wanted

15. Let me decide things for myself

16. Made me feel | wasn't wanted

17. Could make me feel better when | was upset

18. Did not talk with me very much

19. Tried to make me feel dependent of her/him

20. Felt | could not look after myself unless she/he was around

21. Gave me as much freedom as | wanted

22. Let me go out as often as | wanted

23. Was overprotective of me

24.Did not praise me

g|o|o|o|o|jg|o|jg|o|jgjo|o|o|o|jg|o|o|o|jgjo|o|jgo|o|o|o
gojo|jo|io|jg|ojg|o|jgjo|jo|o|o|jg|jo|jg|o|jojo|io|jgo|o|jg|o
gojo|o|jo|jg|ojg|o|jgjo|jo|o|o|jgo|o|jg|o|jojo|o|jo|o|jg|o
gojo|jo|io|jg|ojg|o|jgjo|o|o|o|jg|o|jg|o|jojo|o|jg|o|jg|t

25. Let me dress in any way | pleased
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Multidimensional Scale of Perceived Social Support

Instructions: We are interested in how you feel about the following statements. Read each statement
carefully. Indicate how you feel about each statement.

10.

11.

12.

Circle the "1” if you Very Strongly Disagree
Circle the "2" if you Strongly Disagree

Circle the "3" if you Mildly Disagree

Circle the "4” if you are Neutral
Circle the "5” if you Mildly Agree

Circle the "6" if you Strongly Agree

Circle the "7 if you Very Strongly Agree

Very
Strongly
Disagree

There is a special person who
is around when | am in need. 1
There is a special person with
whom | can share joys and sorrows. 1
My family really tries to help me. 1
| get the emotional help & support
I need from my family. 1
| have a special person who is
areal source of comfort to me. 1
My friends really try to help me. 1
| can count on my friends when
things go wrong. 1
| can talk about my problems with
my family. 1
I have friends with whom | can
share my joys and sorrows. 1
There is a special person in my
life who cares about my feelings. 1
My family is willing to help me
make decisions. 1
| can talk about my problems with
my friends. 1

Strongly
Disagree

Mildly
Disagree

Neutral

Mildly
Agree

Strongly
Agree

Very
Strongly
Agree
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Strongly
disagree

Disagree

Strongly

. I know when to speak about my personal problems to others.

O

@)

. When | am faced with obstacles, | remember times | faced similar

obstacles and overcame them.

. | expect that | will do well on most things | try.

. Other people find it easy to confide in me.

. 1 find it hard to understand the non-verbal messages of other

people.

. Some of the major events of my life have led me to re-evaluate

what is important and not important.

. When my mood changes, | see new possibilities.

. Emotions are one of the things that make my life worth living.

. | am aware of my emotions as | experience them.

10.

| expect good things to happen.

1.

| like to share my emotions with others.

12.

When | experience a positive emotion, | know how to make it last.

13.

| arrange events others enjoy.

Ol0|O|0|0|0|0|0|O0|0|0|0|0
OlO|O|0|0|0|0|0|O0 0|0 |0

O|0O|O|0|0|0|0|0|0|0|0|0|0
O|0|O|0|0|0|0|0|O0 0|0 |0
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Strongly
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i

Disagree

Neutral

Strongly

14. | seek out activities that make me happy.

15. | am aware of the non-verbal messages | send to others.

16. | present myself in a way that makes a good impression on others.

17. When | am in a positive mood, solving problems is easy for me.

18. By looking at their facial expressions, | recognize the emotions
people are experiencing.

19. I know why my emotions change.

20. When | am in a positive mood, | am able to come up with new
ideas.

21. | have control over my emotions.

22. | easily recognize my emotions as | experience them.

23. | motivate myself by imagining a good outcome to tasks | take on.

24. | compliment others when they have done something well.

25. | am aware of the non-verbal messages other people send.

26. When another person tells me about an important event in their
life, | almost feel as though | have experienced this event myself.

27. When | feel a change in emotions, | tend to come up with new
ideas.

28. When | am faced with a challenge, | give up because | believe | will
fail.

29. | know what other people are feeling just by looking at them.

30. | help other people feel better when they are down.

31. | use good moods to help myself keep trying in the face of
obstacles.

32. | can tell how people are feeling by listening to the tone of their
voice.

33. It is difficult for me to understand why people feel the way they do.

O|0|0|0|0|0|O|0|O|0]0|0|0|0|0|0|0|0|0|0
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Total score:





image8.png
What is your age?

Cumulative
Frequency Percent  Valid Percent Percent

Vaid 18 19 198 200 200
19 10 104 108 305
2 10 104 108 41
2 17 177 179 589
2 12 125 126 718
23 6 63 63 8
2 2 21 21 800
2 1 1.0 1 811
2 1 1.0 1 821
27 1 1.0 1 832
28 1 1.0 1 842
3 1 1.0 1 853
35 3 31 32 88.4
£l 1 1.0 1 895
4 1 1.0 1 905
44 1 1.0 1 916
45 1 1.0 1 926
46 1 1.0 1 937
50 1 1.0 1 947
53 3 31 32 o798
54 1 1.0 1 98.9
55 1 1.0 1 1000
Total 95 95.0 1000

Missing _System 1 1.0

Total 9% 1000
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Statistics

Whatis your age?

N Valid
Missing

Mean

Median

Std. Deviation

Range

Minimum

Maximum
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2434
21.00
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55




image10.png
Descriptives

Statistic _ Std. Error
Emotional Intelligence  Mean 1168750 1.88683

95% Confidznce Interval for Lower Bound 1131262

(e Upper Bound 12,6208

5% Trimmed Mean 1175671

Median 118.5000

Variance 341774

Std. Deviation 18.48712

Minimum 68.00

Maximum 148.00

Range 81.00

Interquartile Range 26.00

Skewness -564 246

Kurtosis -038 488
Parent_Bonding_Overall _Mean 214896 240950

95% Confidence Interval for Lower Bound  16.7061

(e UpperBound  26.2730

5% Trimmed Mean 225003

Median 25,5000

Variance 557.347

Std. Deviation 2360820

Minimum -48.00

Maximum 60.00

Range 108.00

Interquartile Range 36.25

Skewness -84 246

Kurtosis 097 488
Perceived Support Mean 656364 1.38365

95% Confidence Interval for Lower Bound 62.8885

(e UpperBound  68.3823

5% Trimmed Mean 66.4769

Median 68.0000

Variance 183.792

Std. Deviation 1355609

Minimum 17.00

Maximum 84.00

Range 67.00

Interquartile Range 16.75

Skewness -967 246

Kurtosis 960 488
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Statistics

Emoional  Parent_Bondin  Perceived
Intslligznce _Overall Support

N Valid % % %

Missing 0 0 0
Mean 116.8750 21.4898 65,6354
Median 118.5000 25,5000 68.0000
Std. Deviation 18.48712 2360820 1355609
Range 81.00 108.00 67.00
Minimum 68.00 -48.00 17.00
Maximum 148.00 60.00 84.00
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Case Processing Summary

Cases
Valid Missing Total
Diagnosis N Percent N Percent Percent
Emotional Intelligence ASD 10 1000% 0 00% 10 1000%
ADHD 10 1000% 0 0.0% 10 1000%
No Diagnosis 76 100.0% 0 0.0% 76 100.0%
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Descriptives

Diagnosis Statistic _ std. Error
Emotional Intelligence ASD Mean 1013000 6.98737
95% Confidznce Interval for Lower Bound  85.4935
(e UpperBound  117.1065
5% Trimmed Mean 101.2778
Median 105.0000
Variance 488.233
Std. Deviation 22.00600
Minimum 68.00
Maximum 135.00
Range 67.00
Interquartile Range 41.50
Skewness 329 687
Kurtosis -B4s 133
ADHD Mean 1120000 574263
95% Confidznce Interval for Lower Bound 99.0093
(e Upper Bound 124,907
5% Trimmed Mean 12,1667
Median 113.0000
Variance 320778
Std. Deviation 18.15078
Minimum 80.00
Maximum 141.00
Range 61.00
Interquartile Range 3025
Skewness 77 687
Kurtosis BN
No Diagnosis _Mean 119.5658  1.95980
95% Confidence Interval for Lower Bound 115,617
(e Upper Bound  123.4699
5% Trimmed Mean 1202164
Median 122.0000
Variance 201.902
Std. Deviation 17.08515
Minimum 77.00
Maximum 148.00
Range 7200
Interquartile Range 26.25
Skewness -s18 276
Kurtosis 094 545
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Case Processing Summary

Cases
Valid Missing Total

Parent Bonding_Label N Percent N Percent N Percent

Emotional Intelligence low 48 1000% 0 00% 48 1000%

high 48 100.0% 0 0.0% 48 1000%





image19.png
Descriptives

Parent_Bonding_Label Statistic _ std. Error
Emotional Intelligence fow Mean 1131260 293693
95% Confidence Interval for Lower Bound  107.2167
(e UpperBound 119,033
5% Trimmed Mean 1135500
Median 114.5000
Variance 414027
Std. Deviation 2034764
Minimum 68.00
Maximum 148.00
Range 81.00
Interquartile Range 2425
Skewness -425 343
Kurtosis -403 674
high  Mean 1206260 227335
95% Confidnce Interval for Lower Bound  116.0516
(e UpperBound  125.1984
5% Trimmed Mean 1211435
Median 122.0000
Variance 248.089
Std. Deviation 15.75021
Minimum 77.00
Maximum 147.00
Range 70.00
Interquartile Range 2175
Skewness -a68 343
Kurtosis 017 674
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Case Processing Summary

Cases
Valid Missing Total

Support Level N Percent N Percent Percent

Emotional Intelligence Low. 15 1000% 0 00% 15 100.0%

Medium 67 100.0% 0 0.0% 67 100.0%

High 14 100.0% 0 0.0% 14 1000%
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Descriptives

Support_Levs! Statistic _ std. Error
Emotional Intelligence Low Mean 1057333 5.08820
95% Confidence Interval for Lower Bound 94.8846
(e UpperBound  116.5821
5% Trimmed Mean 105.7037
Median 110.0000
Variance 383.781
Std. Deviation 19.50033
Minimum 71.00
Maximum 141.00
Range 70.00
Interquartile Range 24.00
Skewness -an 580
Kurtosis B R
Medium _Mean 116.9403 200497
95% Confidznce Interval for Lower Bound  112.7576
(e UpperBound 1211230
5% Trimmed Mean 1176881
Median 120.0000
Variance 204,087
Std. Deviation 17.14808
Minimum 68.00
Maximum 147.00
Range 79.00
Interquartile Range 25.00
Skewness 729 203
Kurtosis 302 578
High  Mean 1285000 464894
95% Confidence Interval for Lower Bound 118.4566
(e UpperBound  138.5434
5% Trimmed Mean 120.1667
Median 135.0000
Variance 302577
Std. Deviation 17.30474
Minimum 96.00
Maximum 148.00
Range 53.00
Interquartile Range 3050
Skewness -578 597
Kurtosis es5 1154
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Statistics

zdiagnosist _ zdiagnosis2 _zdiagnosis3

Valid 10 10 76
Missing 86 86 2
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zdiagnosist

Cumulative
Frequency Percent  Valid Percent Percent

Vald 150706 1 10 100 100
137129 1 1.0 100 200
-1.00823 1 1.0 100 300
03168 1 1.0 100 400
12219 1 1.0 100 500
21271 1 1.0 100 60.0
39374 1 1.0 100 700
75579 1 1.0 100 800
84631 1 1.0 100 90,0
152516 1 1.0 100 1000
Total 10 104 1000

Missing _System 86 896

Total 9% 1000
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2diagnosis2

Cumulative
Frequency Percent  Valid Percent Percent

Vald 176214 1 10 100 100
-93613 1 1.0 100 200
-88107 1 1.0 100 300
-08507 1 1.0 100 400
00000 1 1.0 100 500
11013 1 1.0 100 60.0
16520 1 1.0 100 700
66080 1 1.0 100 800
110133 1 1.0 100 90,0
159694 1 1.0 100 1000
Total 10 104 1000

Missing _System 86 896

Total 9% 1000
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2diagnosis3

Cumulative
Frequency Percent  Valid Percent Percent

Vald 249139 1 10 13 13
-2.43286 1 1.0 13 26
237433 1 1.0 13 39
184756 1 1.0 13 53
-1.73050 1 1.0 13 66
161344 1 1.0 13 78
-1.55491 1 1.0 13 92
-1.49638 1 1.0 13 108
1.20372 2 21 26 132
-1.08666 1 1.0 13 145
-1.02813 1 1.0 13 158
-96960 2 21 26 184
-a1107 1 1.0 13 197
-85254 2 21 26 224
-79401 2 21 26 250
-81842 1 1.0 13 263
-55989 1 1.0 13 278
-50136 1 1.0 13 289
-38430 1 1.0 13 303
-32577 2 21 26 320
-20871 2 21 26 355
-15018 3 31 39 395
-09165 3 31 39 434
-03312 1 1.0 13 447
02541 1 1.0 13 461
08394 1 1.0 13 474
14248 3 31 39 513
20101 2 21 26 539
25054 4 42 53 50.2
31807 1 1.0 13 605
37660 4 42 53 658
49366 1 1.0 13 67.0
55219 2 21 26 6.7
61072 1 1.0 13 7
66925 2 21 26 737
72778 3 31 39 8
84484 4 42 53 829
90337 4 42 53 882
1.31308 1 1.0 13 895
137161 1 1.0 13 908
1.43014 1 1.0 13 921
1.48867 2 21 26 947
154720 1 1.0 13 96.1
160573 2 21 26 98.7
1.72280 1 1.0 13 1000
Total 76 792 0.0

Missing _System 20 208

Total 9% 1000
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Statistics

parentt zparsnt2
Valid 48 48
Missing 48 48
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zparent1

Cumulative
Frequency Percent  Valid Percent Percent

Vald 221770 1 10 21 21
-2.07026 1 1.0 21 42
172624 1 1.0 21 63
167710 2 21 42 104
162795 1 1.0 21 125
123479 1 1.0 21 148
113650 1 1.0 21 16.7
-98908 1 1.0 21 188
-89077 1 1.0 21 208
-g9418 1 1.0 21 220
-49760 1 1.0 21 250
-44845 2 21 42 202
-39031 2 21 42 333
-35016 1 1.0 21 354
-20273 1 1.0 21 s
15358 2 21 42 47
-10443 1 1.0 21 438
-08529 1 1.0 21 458
-00614 1 1.0 21 479
04300 1 1.0 21 500
09215 1 1.0 21 521
14129 1 1.0 21 54.2
23959 2 21 42 583
38702 1 1.0 21 60.4
43617 1 1.0 21 625
53445 2 21 42 66.7
63275 4 42 83 750
73104 1 1.0 21 [z
87848 1 1.0 21 792
92763 3 31 63 85.4
1.02502 1 1.0 21 875
1.07508 2 21 42 917
136994 1 1.0 21 938
161567 1 1.0 21 958
1.66481 1 1.0 21 o798
1.76310 1 1.0 21 1000
Total 48 500 1000

Missing _System 4 500

Total 9% 1000
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zparent2

Cumulative
Frequency Percent  Valid Percent Percent

Vald 276980 1 10 21 21
181744 1 1.0 21 42
-1.69045 1 1.0 21 63
186347 1 1.0 21 83
-1.37300 1 1.0 21 104
-1.24602 1 1.0 21 125
118252 2 21 42 16.7
111903 1 1.0 21 188
-92856 2 21 42 220
-81110 1 1.0 21 250
-42083 2 21 42 202
-20365 1 1.0 21 313
-23016 3 31 63 s
-16886 2 21 42 47
-10317 1 1.0 21 438
-03%68 2 21 42 479
08730 2 21 42 521
15079 2 21 42 56.3
21428 3 31 63 625
2777 1 1.0 21 646
53174 2 21 42 688
59523 1 1.0 21 708
65872 1 1.0 21 729
72221 1 1.0 21 750
84919 3 31 63 813
91269 3 31 63 875
135712 1 1.0 21 896
1.42062 1 1.0 21 917
1.48411 1 1.0 21 938
1.54760 2 21 42 o798
1.67458 1 1.0 21 1000
Total 48 500 1000

Missing _System 4 500

Total 9% 1000
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Statistics

zZsupportl _ zsupport2 _ zsupport3

Valid 15 67 14
Missing o 2 82
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2supportt

Cumulative
Frequency Percent  Valid Percent Percent

Vald 177298 1 10 67 67
-1.48671 1 1.0 67 133
136462 1 1.0 67 200
-4998 1 1.0 67 267
-54789 1 1.0 67 333
01361 1 1.0 67 400
16675 1 1.0 67 467
2778 1 1.0 67 533
26884 1 1.0 67 60.0
31989 1 1.0 67 66.7
37083 1 1.0 67 733
57511 1 1.0 67 800
93243 1 1.0 67 86.7
113862 1 1.0 67 933
1.80021 1 1.0 67 1000
Total 15 156 1000

Missing _System 81 844

Total 9% 1000
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2supports

Cumulative
Frequency Percent  Valid Percent Percent

Vald 186838 1 10 71 71
-1.46596 1 1.0 71 143
-1.00605 1 1.0 71 214
-B3350 1 1.0 71 2856
-60363 1 1.0 71 387
-20121 1 1.0 71 429
37368 3 31 214 643
77610 1 1.0 71 74
83359 1 1.0 71 788
1.00608 1 1.0 71 857
1.06354 1 1.0 71 929
147852 1 1.0 71 1000
Total 14 148 1000

Missing _System 82 85.4

Total 9% 1000
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2support2

Cumulative
Frequency Percent  Valid Percent Percent

Vald 285398 1 10 15 15
-2.27082 1 1.0 15 30
221251 1 1.0 15 45
-2.15419 1 1.0 15 60
168767 1 1.0 15 75
157104 1 1.0 15 90
145441 1 1.0 15 104
133778 1 1.0 15 1.9
-1.04620 2 21 30 149
-92057 1 1.0 15 16.4
-87125 2 21 30 19.4
-81294 1 1.0 15 209
-75462 2 21 30 239
-69630 2 21 30 269
-83798 2 21 30 209
-40473 1 1.0 15 313
17147 2 21 30 343
11318 1 1.0 15 358
-05483 2 21 30 388
00348 2 21 30 418
06180 3 31 45 463
12011 1 1.0 15 478
17843 2 21 30 507
23674 1 1.0 15 522
29506 3 31 45 56.7
35337 2 21 30 507
41169 4 42 60 65.7
52832 4 42 60 718
70327 2 21 30 748
76158 1 1.0 15 761
81980 2 21 30 791
87821 4 42 60 851
99485 4 42 60 91.0
1.08318 2 21 30 940
1.57800 1 1.0 15 955
163632 2 21 30 985
176205 1 1.0 15 1000
Total 67 698 0.0

Missing _System 2 302

Total 9% 1000
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Between-Subjects Factors

Value Label

Do you have a diagnosis of
Autism or ADHD?
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1
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Descriptive Statistics

Dependent Variable: Emotional Intelligence
Do you have a diagnosis of

Autism or ADHD? Parent Bonding_Label Support_Level  Mean  Std. Deviation

Ihave autism spectium —low Low. 88.5000 2474874 2

disorder! | am undergoing (el 958000 2131197 5
the diagnosis process for

Ere Total 937143 2043456 7

high Medium 1190000 1652271 3

Total 1190000 1652271 3

Total Low 88.5000 2474874 2

Medium 1045000 21.94799 8

Total 1013000 2209600 10

1 have ADHDI | am low Low 1166000 17.09678 5

:;‘:ig;‘gr;:;g"ﬂs‘s Medium 110.2500 2179258 4

Total 137778 1831514 9

high High 96.0000 1

Total 96.0000 1

Total Low 1166000 17.00678 5

Medium 1102600 2179258 4

High 96.0000 1

Total 1120000 1815978 10

1 do not have a diagnosis of  low Low 1053333 1704895 6

A CHBD Medium 1155000 16.46569 2

High 1442500 6.20153 4

Total 117.0878  18.92334 £

high Low 970000 2828427 2

Medium 1217273 1446823 33

High 1251111 1441730 9

Total 1212085 1561004 44

Total Low 1032600 1835172 8

Medium 1192364 1545838 55

High 1310000 1526434 13

Total 1195658 17.08515 76

Total low Low 1070769 19.14185 13

Medium 1116452 1873083 El

High 1442500 6.20153 4

Total 1131260 2034764 48

high Low 970000 2828427 2

Medium 1215000 1440734 £

High 1222000 1641679 10

Total 1206250 1575021 48

Total Low 1057333 19.59033 15

Medium 1169403 17.14809 67

High 1285000 17.39474 14

Total 1168750 18.48712 9
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Levene's Test of Equality of Error Variances™

Levene
Statistic il an sig
Emotional Intelligence Based on Mean 932 10 84 508
Based on Median 570 10 84 834
Based on Median and with 570 10 6778 833
adjusted df
Based on timmed mean 888 10 84 548

Tests the null iypothesis that the error variance of the dependent variable Is equal acioss groups.

a. Dependent variable: Emotional Intelligence

b. Design: Intercept + DIAGNOSIS + Parent_Bonding_Label + Support_Level + DIAGNOSIS *
Parent_Bonding_Label + DIAGNOSIS * Support_Level + Parent_Bonding_Labe! * Support_Level +

DIAGNOSIS * Parent_Bonding_Label * Support_Level
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Tests of Between-Subjects Effects
Dependent Variable: Emotional Intelligence

Type Il Sum of Partial Eta
Source Squares df  MeanSquare sig. Squared
Carrected Model 10472.232° 11 952021 3638 <001 33
Intercept 249388153 1 249388153 952371 <001 919
DIAGNOSIS 1439666 2 719833 2749 070 061
Parent_Bonding_Label 15.449 1 15.449 059 808 00t
Support_Leve! 4522591 2 2261205 mE3w <001 171
DIAGNOSIS * 472,058 1 472086 1808 183 021
Parent_Bonding_Label

DIAGNOSIS * 418,974 2 200.487 800 453 019
Support_Level

Parent Bonding_Labe! * 1614.445 2 807222 3083 051 068
Support_Level

DIAGNOSIS * 000 0 000
Parent Bonding_Labe! *

Support_Level

Ermor 21996.268 84 261.860

Total 1343806.000 9

Corrected Total 32468.500 95

a.R Squared = 323 (Adjusted R Squared = 234)
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1.Do you have a diagnosis of Autism or ADHD?
DependentVariable: Emotional Intelligence

Do you have a diagnosis of

Autism or ADHD? Mean

std. Error

95% Confidence Interval
LowerBound _Upper Bound

1have autism speciium 101.100°
disorder! | am undergoing
the diagnosis process for
autism

I have ADHDI | am
undergoing the diagnosis
process for ADHD.

1 do not have a diagnosis of
Autism or ADHD

107617

118154

5.483

6.495

2833

90,196 112,004

94.700 120533

112519 123.788

. Based on modified population marginal mean.
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2. Parent_Bonding_Label
DependentVariable: Emotional Intelligence

95% Confidznce Interval
Parent_Bonding_Label _Mean _ Std Error _LowerBound _Upper Bound

Tow, 1108907 2035 105.054 116.727
high 1117687 4548 102723 120812

. Based on modified population marginal mean.
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3. support_Level

DependentVariable: Emotional Inteligence
95% Confidznce Interval
Support Level  Mean _ Sto. Error_ Lowsr Bound _ Upper Bound

Low, 1018587 4729 92453 111.263
Medium 112455%  3.000 106.490 118.421
High 121787 6203 109.273 134.301

. Based on modified population marginal mean.
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4.Do you have a diagnosis of Autism or ADHD? * Parent_Bonding_Label
DependentVariable: Emotional Intelligence

Do you have a diagnosis of 95% Confidznce Interval
Autism or ADHD? Parent Bonding_Label _ Mean  Std. Eror  LowerBound _Upper Bound
Ihave autism spectium —low 921507 6769 78,688 105512
disorder! | am undergoing

the diagnosis process for pign 1190007 9343 100.421 137.579
autism

1 have ADHDI | am low 1134267 5428 102632 124218
undergoing the diagnosis S

process for ADHD high 96,0007 16182 63820 128.180
1 do not have a diagnosis of _low 121694 3867 114.403 128.988

Sl 1 DD high 114613 430 106.022 123.204

. Based on modified population marginal mean.
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5.Do you have a diagnosis of Autism or ADHD? * Support_Level
DependentVariable: Emotional Intelligence

Do you have a diagnosis of 95% Confidence Intenval

Autism or ADHD? Support_Level  Mean  Std. Error  Lower Bound _ Upper Bound
I'have autism spectrum Low 88.500° 11.442 65.745 111.255
gserdnlan NSNS gy oram s sseso fratso
autism High b
I'have ADHD/ | am Low 116.600° 7237 102209 130.991
UGS SRS g 0zt sost serw 13
High 96.000° 16.182 63.820 128.180
40 notave a agnosisof Lo e eae otk
(OE eI Medium 118614 2227 114.185 123.042
Hon (Y R TR S FRRRTETT

a.Based on modified population marginal mean

b. This level combination offactors is not observed, thus the corresponding population marginal
meanis not estimable.
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6. Parent_Bonding_Label * Support_Level
DependentVariable: Emotional Intelligence

95% Confidznce Interval
Parent Bonding Label _Support Level _Mean _ Std Eror_ Lower Bound _ Upper Bound

Tow, Low! 103478 5022 93.492 113.484
Medium 107.483 3797 99,633 114734
High 1442507 8091 128.160 160.340
high Low 970007 11442 74245 119.755
Medium 1203647 4879 110,661 130,088
High 1105567 8529 93595 127516

. Based on modified population marginal mean.
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7.Do you have a diagnosis of Autism or ADHD? * Parent_Bonding_Label * Support_Level

Dependent Variable: Emotional Intelligence

Do you have a diagnosis of

95% Confidence Interval

Autism or ADHD? Parent Bonding_Label Support_Level _ Mean  Std Emor  Lower Bound Upper Bound
Ihave autism spectium —low Low! 88500 11.442 65.745 111.255
oisorderilamiunderacii) Medium 95800 7.237 81.400 110191
the diagnosis process for
autism High g
high Low g
Medium 119000 9343 100.421 137.579
High g
1 have ADHDI | am low Low 116600 7.237 102209 130,991
:;‘:ig;‘gr;:;g"ﬂs‘s Medium 110.250 8.091 94160 126.340
High g
high Low g
Medium g
High 96000 16182 63820 128.180
1 do not have a diagnosis of  low Low 105333 6606 92198 118471
A CHBD Medium 115500 3450 108,639 122,361
High 144250 8091 128.160 160.340
high Low 97000 11442 74245 119.755
Medium 121721 2817 116125 127.329
High 125111 5304 114384 135.838

. This level combination of factors is not observed, thus the corresponding population marginal mean is not estimable.
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Estimated Marginal Means
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Estimated Marginal Means
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Whatis your gender?

Non-binary/  Prefer notto
Male  Female third gendsr say
Count  Count Count Count
Do you have a diagnosis of | have autism spectrum 4 2 4 0
Autism or ADHD? disorder! | am undergoing
the diagnosis process for
autism
1 have ADHDI | am 2 5 2 1
undergoing the diagnosis
process for ADHD.
1 do not have a diagnosis of 18 58 0 0
Autism or ADHD
Support_Level Low 6 8 1 0
Medium 15 46 5 1
High 3 11 0 0
Parent Bonding_Label _low 10 2 5 1
high 14 3 1 0
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Whatis your age?

standard
Mean Deviation _ Winimum _ Maximum
Do you have a diagnosis of | have autism spectrum 27 9 20 m
Autism or ADHD? disorder! | am undergoing
the diagnosis process for
autism
1 have ADHDI | am 2 5 18 35
undergoing the diagnosis
process for ADHD.
1 do not have a diagnosis of 2 10 18 55
Autism or ADHD
Support_Level Low El] 13 18 53
Medium 2 8 18 55
High 2 12 18 53
Parent Bonding_Label _low 2 9 18 53

high 2 10 18 55
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Emotional Intelligence

Standard
Mean Deviation
Do you have a diagnosis of | have autism spectrum 10130 2210
Autism or ADHD? disorder! | am undergoing
the diagnosis process for
autism
1 have ADHDI | am 112,00 1815
undergoing the diagnosis
process for ADHD.
Idonothave a diagnosisof  118.57 17.08
Autism or ADHD
Support_Level Low 10573 19.59
Medium 116.94 1715
High 128.50 17.39
Parent Bonding_Label _low 11343 2038
high 12063 15.75





