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REBECCA S. HOLLINS 
Maternal Anxiety Levels and Coping Patterns Among Primiparas 
When the Neonate is Ill at Birth 
(Under the direction o.f C~CILIA TILLER, RN 1 DSN) 

The birth of an ill infant creates special concerns which 

may increase a new mothers's anxiety ,and ability to cope with 

the situation. Therefore, the purpose o~ this study was to 

d.etermine if there was a difference in maternal anxiety levels 

and coping behaviors of first-time mothers in ill infants when 

compared to first-time mothers of well infants. 

Twenty mothers (Group I, mothers of ~11 infants [n=10]; 

Group II, mothers of well infants (n=lO]) qompleted McCubbin 

et al.'s (1983) Coping Health Inventory fo~ Parents (CHIP) and 

Spielberger et al.'s (1970) State Trait Anxiety Inventory 

(STAI). ~-Tests were used to analyze the difference between 

the groups' mean scores from the two questionnaires. Chi-

square tests were used to test for differences in observed 

frequencies between the two groups. Spearman's rho 

correlations were used to determine if there were any 

relationships between maternal anxiety levels and maternal 

coping patterns between the two groups. 

Results indicated that mothers of i+l neonates had 

significantly higher state and trait anxiety scores. Mothers 

of ill neonates were also found to use·more coping patterns 

than mothers of weil neonates. There was a significant 

relationship between coping behaviors and anxiety levels of 

mothers with ill neonates. 
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Implications based on the re.sults .indicated that nurses 

need to gain knowledge in regard to .how anxiety affects coping 

behaviors of pr~gnant moth~r$. Nurses need to be able to 

recognize·and identify when first~time mothers are using 

ineffective coping behaviors to deal with their anxieties. 

Efforts to minimize ineffective coping can be recognized and 

nursing interventions adapted to assist the mother to learn 

about her strengths and weaknesses and developing better 

coping skills. 

INDEX WORDS: State-Trait Anxiety, C.oping, Coping Health 

Inventory, Primiparas, Ill Neonates 
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MATERNAL ANXIETY LEVELS AND COPING PATTERNS AMONG 

PRIMIPARAS WHEN THE NEONATE IS ILL AT BIRTH 

CHAPTER I 

INTRODUCTION 

· The. birth of ah infant is a normal life event. Mothers 

of well infants may experience some increased anxiety the 

first week postpartum (Kear-Colwell, 1965; Klein, Potter, & 

Dyk, 1950; Leifer, 1980; Mercer,· 1977; Pitt, 1978) and'again 
. . <:_; 

when the infant is approximately two months of age (Grossman, 

Eichler, & Winickoff, 1980) •. The birth of a premature or an 

ill infant creates special concerns which may increase 

anxiety, especially if these infants need to be transported to 

regional medical centers far away from the mother's home 

(Benfield, Leib, & Reuter, 1976; Whaley, Grosling, & 

Schreiner, 1979). Mother-infant separation and concern with 

the infant's illness may increase maternal anxiety. Dubois' 

(1975) classic research revealed that the degree of maternal 

anxiety correlates with the degree of the infant's illness; 

the amount of contact the mother has with the infant; the 

mother's reaction to the Neonatal Intensive Care Unit (NICU); 

and the monitors and equipment used on her infant. 

A mother's past 9oping patterns and behaviors may well 

determine how she will handle her anxiety and ultimately form 

attachments with her ~ewborn. Cohen (1979) suggested that 

1 



2 

prior adverse experiences in childbearing may influence how a 

mother copes with th~ current childbearing experience. 
I 

Multiparas will :differ from primiparas in relation to 

both their anxiety levels and their coping behaviors because 

of past experiences (Broussard & Hartner, 1971; Elster, Lamb, 

Tavare, & Kalston, 1987; McCubbin,_ McCubbin, Patterson, 
I 

Cauble, Wilson, & Warwick, 1983; Porter & Sobong, 1990; 

Scholl, Decker, & Karp, 1984; Von Windeguth & Urbano, 1989). 

A study by Leifer, Leiderman, Barnett, and Williams 

(1972) indi'::a-ted that_, if ·parents of ill or premature infants 

have increased anxieties and ineffective coping behaviors they 

may be at ri'sk for divorce. Additional research (Roberts, 

1983) identifi'ed that parents of infants· with health problems 

experience a more difficult_ -tr.ansition to parenthood. 

-Premature -or ill infants are also at risk for: abandonment 

(Leifer et ai. , .197-·2) ;:_ child abuse (Lynch, 197 5; Sills, 
- I 

Thomas, & Rosenbloom, 1977); and failure to thrive (Koel, 

1969; Kurzner, Garg, B·autista, Bader, Merritt, Warburton, & 

Keens, 1988). The mos~ current literature search did not 

uncover or reveal any recent studies concerning divorce, 

abandonment, child abuse or failure to thrive in relation to 

infants who were ill at birth. ' Based on these indications, an 

important goal of health professionals, who work with mothers 
t ' 

and infants, is to h~lp mothers manage their anxiety and 

strengthen the family'$ coping and stability. 
. I 
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Background 

It has only beep. in the last two decades that premature 

and intensive care nurseries have routinely allowed parents to 

visit and interact w:ith their infants. In the late 1890s 

'Budin (cited in Schwar,tz & Schwartz, 1977) allowed mothers of 

premature or ill inf:ants to participate in their infants' 

care. Budin believed ·that if mothers took part in their 

infants• care th.ey would have less anxiety when they took 

their infants home. The increase in technology and survival 

of smaller and sicker infants may contribute to increased 

anxiety and stress for parents (Miles & Carter, 1982). Early 

contact .between ill'infants· and their mothers helps decrease 

the mother's sense of loss and anxiety and maximize maternal 

attachment (Cotton, 
1

1982). The current trend is to encourage 

parents to visit.and participate in their infant's care as 

much as possible. 

Purpose 
I 

The purpose of: this study was to determine if there were 

differences in maternal anxiety levels and coping behaviors-of 

first-time mothers of· ill infants when compared to first-time 

mothers of well infants. 

Conceptual Framework 
I 

The conceptual[ framework for this study was based on 

Johnson's (1961; Jql~son, cited in Riehl & Roy, 1980) 
I I 

Behavioral system Model for Nursing. The concepts of coping 

and anxiety were 1JnJed to the Behavioral System Model 
I I 
I I (Johnson, 1961; Jo~n~on, cited in Riehl & Roy, 1980). 

I I 
I I 
I i 
I I 



Johnson (1959, !1961) defined man as a behavioral system 

with eight subsystents.: Man was broadly interpreted to mean 

mother in this study. : The major premise of Johnson's 
' I 

behavioral system is that all of the subsystems are 
' ' 

independent, interaqtive, and integrated (Derdiarian, 1990). 

These subsystems (.man,: s behavioral systems) are: 
: ' 

attachmentjaffiliative, dependency, achievement, aggressive, 
I 

ingestive, eliminativ~, sexual, and restorative. Each 

subsystem is relate4 to each other and their goal is to 
I 

I , 
maintain an equilibtium. 

I ' 

4 

Equilibrium is_i·a: :-stabilized, transitory, resting state in 
, I , 

; 'l 
which the individual maintains a balance with himself and his 

I ' 

I 

environment. Variables that have the capacity to alter or 
- : I 

' I 

change an individual'~ ability to maintain balance are: 
i ; 

.. psychological, biol¢g,tcal, environmental, developmental, 
·- . i I -

·s-ociaL,. and level 6f wellness (Grubbs, 1974). Figure 1 is a 
I I 

I I 

schematic model of ~ohnson's Behavioral System Model described 
'I : 
·I i 

by Grubbs (1974). The concepts of anxiety, as a variable that 
: l 

influences the syst~mJ and coping, as a factor that affects 
i I 

the functioning of th~ system have been superimposed upon the 

model. If sufficient+y intense, changes can precipitate 

system imbalance ana may cause a loss or decrease in 

behavioral function (~erdiarian, 1990). In Loveland-Cherry 
i 
I 

and Wilkersonis (1983) review of Johnson's theory they deduced 

that: 

Imbalance and/or instability in the system may arise from 

one of five soirees: . 1) inadequate or inappropriate 
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i 
I 
I 6 j 
I 
I o . 

development of t~e system or l:·ts parts; 2) breakdown in 
. I 

internal regulatory or control mechanisms i. 3) exposure to 
'I I 

noxious influe~cfs; 4) inadequate stimulation of the 
I I 

system; or 5) iack of inadequate environmental input. 
I I 

(p. 129) 1 1 

t · d. ·d 
1
1 I · h · 1 h 1 · Mos 1n 1v1 ual s~ exper1ence a p ys1ca or psyc o og1c 
I I 

crisis at some time[ ip their lives that may be serious enough 
I I 

to disturb the systiemj• s balance (Johnson, cited in Riehl & 

) •t1 

I • d h I Roy, 1980 • Anx1e :Y :was v1ewe as Jo nson s concept of 
. I 

tension. Anxiety 1a1 be constructive in adaptive changes or 

destructive in ine,ficient use of energy, thereby hindering 

ad~ptation and creati1ng potential structural damage to the 
- ! I . . . 

individual'·s ·equilji'b:riium.· When a mother gives birth to a 
: I 

- I 

neonate who .is ill,/1 "tdhis may produce anxiety which could 
- I 

disturb equi.lib.rium~ I Mothers may require interventions or 

support frO~ ca~egJvJrs in order to maintain balance or remain 

in a stat~ ~f equitiJrium. ;he need for support groups, lead 

by staff nurses, may be helpful for new mothers trying to cope 
l. ·. 

with their increas~d anxieties (Cahill, 1975; Farel, Freeman, 
. · I I 

Keenan, & Huber, 1991; Minde, Shosenberg & Thompson, 1983; 
I I . 
I . 

Zahr, 1991). CAnxiett motivates task-related behaviors and 
! I . -

motivates people t6 6ope with task requirements that are 

either produced by iJternal or external demands (Lazarus & 

Folkman, 1984). 

Coping is a fun~tional requirement (Grubbs, 1974) used 

for an individual'i iurvival. A new mother trying to cope 

with the birth of ln ill neonate uses most of her energy 



coping with the stressful events of the hospitalization and 

may neglect her own needs (Schapp, 1991). If her coping is 

7 

not adequate or is ineffective, then the mother may need help 

learning new coping skills. 
'-

Social suppqrt has been identified, in .the literature, as 

critical in terms of maternal coping behaviors during the 

childbearing experience (Duckett, 1987; Grant, 1978; Hobfoll & 

Leiberman, 1987; .Johnson, 1979; Mercer, Ferketich, DeJoseph, 

·May, & Sollid, 1988; O'Reilly, 1982; Perrault, Collinage, & 

outerbridge, 1!;.79:; Young, 1988; Younger, ·1991). Leiderman 

(1982) ·found that! the marital relationship had a strong effect 

on the mother's well-being and her ability to maintain a 

balance. Nuckoll~, Caspel, & Kaplan (1972) found that the 

amount of social support correlated with complications during 

pregnancy. The mbre social·support a mother had the fewer 

pregnancy complications she encountered. Social support has 

been shown· to be effective in decreasing anxiety and stress 
I' 
I 

(Rabin, Seltzer, ~ollack, 1991; Younger, 1991). Coping was 

interpreted as the mother's ability to maintain equilibrium. 

Nursing is described in Johnson's (cited in Riehl & Roy, 
I 

1980) model as an:"external regulatory force that assists the 

individual to achieve system balance and stability" (p. 214). 
i 

Nursing care is b~sed on the patient's needs to maintain a 

balance. AlleviaJing imbalances in one system may assist in 
I . 

recovering balanc~ in other systems. In Johnson's (cited in 
I 

Riehl & Roy, 1980)1 model, the nurse becomes an external 
. I 

I : • • regulator only whe~ an 1llness poses a threat. Th1s threat 
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influences the moth~r •·s responses to anxiety, coping, and .may 
i 

lead to imbalances df :the system (Grubbs, 1974). 
l 

Problem Statement 

The problem st~tement developed for this study was as 
! 

follows. Do first-time mothers of ill neonates differ from 

first-time mothers of·well neonates in maternal anxiety levels 
; 

and coping behaviors? · 

Research Questions 

The research q~ee?tions developed for this study are as 

listed below: 

1. What is th~ difference between anxiety levels in 
i 

mothers of ill neonates and mothers of well neonates? 

2. What· is the·difference between coping patterns in 
: ) . . ' 
i 

mothers of ill neon~tes and mothers of well neonates? 

3 .. What· is th~ relationship between anxiety levels and 
i 

coping patterns in ~others of ill neonates? 
i 

4. What is thf relatio~ship between anxiety levels and 
i 

·coping patterns in mothers of well neonates? 
i 

• I 

.· · · . Definition of Terms 
[, 

.. 'J :· 

The following. terms were defined for this study. 

Anxiety was defined as an emotional state consisting of 
I 

"unpleasant consciohsly perceived feelings of tension and 
i 

apprehension, with ~ssociated activation or arousal of the 
i ; . 

autonomic nervous s¥stem" (Spielberger, 1972, p. 20). 
I 

Specific· anxiety traits for this study were measured by the 
I r . 

items in Spielberge~,: Gorsuch, and Luschene•s (1970) State-
/ Trait Anxiety Inventory (STAI) (Appendix A). 
i : 
I 
I 

) 
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Coping was an. active process which includes the use of 

existing resources, and the development of new resources and 

behaviors that strengthen the person or family in order to 

reduce or alleviate stressful situations (McCubbin, McCubbin, 

Nevin, & Cauble, 1987). Coping is both cognitive and 

behavioral (Lazarus, 1980). Specific coping behaviors for 

this investigation were measured by the Coping-Health 

Inventory for Parents (CHIP) (Appendix B) (McCubbin et al., 

1983). 

Ill neonate was an infant who met the following 

criteria: admitted to the Neonatal Intensive Care Unit (NICU) 

for at least 72 hours.; was at least 37 weeks gestational age; 
i 

diagnosed w-ith respiratory distress, congenital heart defects, 

surgical problems, neurological problems, life threatening 

infections·'~ on ECLS' ( extracorporeal life' support) I or other 

problems. Infants whowere admitted for "hospice" were 

excluded from this investigation. 
I 

·well neonate ref~rred to any infant at least 37 weeks 

gestational age who had no major medical problems andfor 

noticeable defects. A neonate who was admitted to the routine 

newborn nursery. 

Primipara is a woman who has given birth to her first 

child (Myles, 1981). 

risk. 

Assumptions 
I 

1. An infant admitted to the NICU was considered high 
! 

i 
2. Ill infants w¢re separated from their mothers. 
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;significance of the study 

The birth of ~n'ill neonate creates an emotional crisis 

for the mother (Jeff~oate, Humphrey, & Lloyd, 1979). 

Increased knowledge in regard to how new mothers cope with 

anxieties enables nurses to provide support to these mothers. 

One method of increasing nurses• knowledge of maternal 

anxieties and maternal coping patterns is to use tools that 

increase the nurse's. awareness of how maternal anxiety affects 

coping. Efforts to ~inimize ineffective coping can be 

recognized and nursing interventions adapted to assist the 

mother to learn about her strengths and weaknesses and 

developing better coping skills. 

Maternal anxie~y has been studied in relation to 

':attachment and mothe-r~infant separation and coping behavior 
[ ' 

has been studied in.relation to mothers of premature or sick 

infants. Howeve:t;" ~· the relationship between anxiety and coping 

when a mother gives:birth to an ill infant has not been 

studied. 

Summary 

If mothers of well newborns experience some postpartum 

anxiety (Kear-Colwe.ll, 1965; Klein.et al., 1950; Leifer, 1980; 

Mercer, 1977; Pitt,: 1978) then it is reasonable to deduce that 

mothers of ill newbiorns may have increased anxiety (Benfield 
i 

et al., 1976; Dubo~s, 1975; Whaley et al., 1979). Increased 

contact with the·i~fant and knowledge about their infant's 
! 

illness correlat~s [with decreased maternal anxiety (Dubois). 
I 
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Coping is an active process. The development of new 

resources and the tlse of existing resources and behaviors to 

maintain equilibrium will assist individuals to relieve 

tension or anxiety'(McCubbin et al., 1987). A mother's past 

coping behaviors, social support from family and friends 

(Duckett, 1987; Grant, 1978; Hobfoll & Leiberman, 1987; 

Johnson, 1979; Mercer et al., 1988; Nuckolls et al., 1972; 

O'Reilly, 1982; Peirault et al., 1979; Younger, 1991), and 

early contact, are thought to help mothers decrease their 
I 

sense of loss (separation of a mother and her infant due to 

the infant's illne~s) and anxiety (uncertainty about her 

infant's illness and the infant's outcome) (Cotton, 1982). 

Johnson (cited in Riehl & Roy, 1980) and Loveland-Cherry 

and Wilkerson (1983) believed that adjustment and adaptation 

in coping behaviors are useful in maintaining system balance. 

If a mother's coping is not adequate then she may need 

external assistanc~ (Johnson, cited in Riehl & Roy, 1980). 

The nurse provides!the ·e~ternal assistance. Nursing care is 

based on a mother'~ needs to maintain equilibrium. 

This study examined anxiety and coping of primiparas of 

well newborns and primiparas of ill newborns. Understanding 

how first-time mothers, who give birth to well or ill 

newborns, cope with anxiety· during the postpartum period may 
I 

help nurses assistlmothers in managing their anxieties and 

strengthening theiJ family's coping and equilibrium. 
i 



CHAPTER II 

REVIE~,.t>OF THE LITERATURE 

Literature relating<to maternal anxiety, coping, and 

infants with problems requiring them to be admitted to a 

Neonatal Intensive Care Unit (NICU) and the effects on parents 

were reviewed. Although a father's anxieties, coping patterns 

and attachment to his infant are important, they were not 

addressed in this study. This chapter presents a discussion 

of those research articles that provide support for this 

study. 

Maternal-Anxiety 

Some extent of maternal anxiety (i.e., frightened of the 

unknown.,· worrying ·if the baby will be healthy, and will "I" be 

a good mother) is experienced by most mothers during their 

pregnancy and af~er delivery (Klein et al., 1950; Leifer, 

1980). Maternal ;anxiety may even begin_with the confirmation 

of pregnancy_~_ Mothers of ill or premature infants may 

experience more anxiety during the postpartum period than do 

mothers of well infants (Choi, 1973; Kaplan & Mason, 1960). 

studies concentrated on maternal anxiety and how 

anxieties affect maternal infant attachments {Avant, 1981; 
I 
I . 

Boudreaux, 1981; "Cohen, 1979; Klein et al., 1950; Lederman, 

1986; Leifer, 197~; Mercer, 1977; Rubin, 1975). However, more 
\ 

recently research~has involved assessing maternal-fetal 
I 
i 

12 
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attachment, believed to have begun with the confirmation of 

pregnancy, and its relationship to maternal anxiety (Cranley, 

1981; Gaffney, 1986; Kemp & Page, 1987). Results from these 

research studies revealed that mothers have less anxiety when 

they are more attached to their fetuses andjor infants. 

A study by Gaf~ney (1986) investigated maternal-fetal 

attachment in relation to anxiety and self-concept. Pregnant 

women (n=100) completed Spielberger et al.'s (1970) State

Trait Anxiety Inventory and Cranley's (1981) Maternal-Fetal 

Attachment Scale. This study revealed an inverse correlation 

between anxiety and maternal-fetal attachment feelings. These 

findings provided support for the belief that an increase in 

maternal-fetal attachment feelings may result in less anxiety. 

The finding provided support for the fact that mothers become 

attached to; their f:etuses. · 
i 

Avant's (1981) study of the relationship between 

primigravidas• maternal attachment and maternal anxiety {n=30) 

produced similar results to previous studies. Avant found 

that lower att~chment scores correlated with high~r anxiety 

scores. This study also .demonstrated that younger mothers 

(ages 15 to 18) had lower attachment scores and higher anxiety 

scores than older mothers (ages 27 to 29). Other studies 

supported this finqing that pregnant teenagers have not 

established a stabl,e self-image and therefore, have increased 

anxiety and are unable to form effective attachments (DuRant, 
i ; 

Jay, Linder, 1984;(Freeman, Rickles, & Huggins, 1984; 
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Kreutner, 1981; Moore, Erikson, & Wurgel, 1984; Porter & 

Sobong, 1990; Zongker, 1977. Teenage mothers may have 

increased anxieties due to the fact that developmentally they 

are beginning to demonstrate their independence; but continue 

to e~press uncertainty over new situations (Balswick & 

Macrides, 1975; Baumrind, 1971, 1975; Douvan & Adelson, 1966; 

Litt, cuskey, & Rudd, 1980). 

The literature has a vast amount of research comparing 

maternal anxiety to other variables, such as: maternal 

depression after giving birth to an ill or premature infant; 

maternal problem-so·lving abilities;· and the effect of neonatal 

risk. Literature r:ei.ating to these variables were reviewed. 

Mothers of pre.mature or sick infants are likely to 

experience heightened anxiety (Gennaro, 1986). Gennaro 

studied ~C,'t.hers {n~40) of premature infants to determine if 

·there we·r~ 'a?Y- rela:ti:onships between a mother's anxiety levels 

and problem-solvin~ abilities. The study revealed a positive 

correlation betwee~ mothers who experienced high anxiety and 

high problem-~ol viri_g abilities. Gennaro attributed this 

r~sult to ·the fact that mothers who demonstrated higher 

pr6blem~sqlving abilities were more likely to acknowledge and 

report when 'they-were. experiencing an increase in anxiety. 

In 1988, Gennaro studied differences in postpartum 

anxiety and depressjion between mothers of term and mothers of 

preterm infants. This study indicated mothers of preterm 

infants had signifi;cantly increased levels of anxiety and 

depression during tre, first week after delivery (due to 
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separation of the:mother and her infant). But after the first 

week there were no significant differences between the two 

groups. The findings supported other literature that stated 

anxiety and depression may be higher during the first week 

postpartum and at :the time of increased stress (Dubois, 1975; 

Kear-Colwell, 1965; Klein et al., 1950; Leifer, 1980; Pitt, 

1978) and then decrease over time or when the acute stress 

lessened. 

Blumberg's (1980) research indicated that neonatal risk 

was significantly correlated to maternal ~nxiety; the higher 

the neonatal risk the higher the maternal anxiety. Other 

studies reported similar findings (Benfield et al., 1976; 

Dubois, 1975; Leifer et al., 1972; Whaley et al., 1979) that 

maternal anxiety increases with the birth of a premature or 

ill infant. 

Another area of important research related to how 

maternal anxiety was affected by the birth of premature or ill 

infants. Literatur·e addressing maternal anxiety and the 

separation-of a m9ther from her_infant (well or ill) also 

indicated that ma~ernal anxiety increases while the mother and 

infant are separated,(Barnett, Leiderman, Grobesteink, & 

Klaus, ·1970;· Boudreaux, 1981; Johnson, 1981; Lederman, 1986). 

A study repo~ted by Sostek, Scanlon, and Abrahmson (1982) 

compared two grou~s~of mothers of well newborns. One group of 

mothers was separ~ted from their newborns for one to two days 

because of the mother's elevated temperature. The second 

group of mothers w!as: not separated from their newborns. 
I ! , 
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I 
Mothers in the filst group demonstrated lower levels of self-

1 

confidence after ~hey were reunited with newborns. After one 
I , 

month these same mothers were also found to have significantly 
I 

higher levels of ~nxiety than mothers who were not separated 

from their newborns. This study supported the fact that any 

separation of mother and newborn may result in some changes in 

maternal self-confidence and increased anxiety levels. 

Barnett et al. (1970) and Lederman (1986) found that 

maternal-infant separation left mothers with lowered feelings 

of maternal competency but the separation had little influence 

on maternal behaviors and increased·,. anxiety levels. However, 

Boudreaux {1981), :Johnson (1981), and Sostek et al.'s (1982) 

research supporteq the fact that any separation of mother-

infant in the newborn period may result in changes in maternal 

self-confidence artd increas~d aniiety levels. O'Connor, 

Vietze, Sherrod, Sandler, and Altemeier (1980) reported that 
f 

·:mothers who had e~tended. contact with their infants, shortly 
I 

i 

after birth, had ~ignificantly fewer parenting disorders such 

as neglect and ch~ld abuse. 

In summary, riot all mothers of an ill (high risk) infant 

:encounter a true crisis. The.crisis depends on the extent 
. . ' . 

that the stress.or~ affect 'the mother's routine coping 

strategies. Someistressors associated with having an ill 
)' ; 
l I 

infant include: ~niant's diagnosis, condition and appearance; 
I : 

mother's decreased ~nergy levels; and separation from the 
! I . 
I . 

infant (Duckett, ~9a7). studies indicated that maternal 

· t b I 
1

• db d · th anx1e y may e expe~1ence y women ur1ng pregnancy. Mo ers 
I I 

I I 
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l i 
who gave birth to premature or high~risk infants demonstrated 

: ! 
l I 

an increase in anx:ie~y (Avant, 1981;. Cranley, 1981; Klein et 
\ i 

al., 1950; Leifer,! 1977). Teenage mothers also experience 

increased levels o~ anxiety which may be due to lower self

esteem (DuRant et al., 1984; Freeman et al., 1984; Kreutner, 

1981; Moore et al. :, 1984; Porter & Sobong, 1990; Zongker, 

1977). 

Coping 

Coping skills and behaviors are needed during pregnancy 

and birth. Mothers of critically ill infants who require long

term care, may need· additional support and resources to help 
\ 

them cope effectively (McCubbin & Thompson, 1987; Ventura, 

1983). Kaplan and .. Mason's (1960) research revealed that 

mothers of premature or ill infants needed to successfully 

complete ·'psycholog~cal tasks in order to obtain a future 

healthy mother-chi~d relationship. Prior experiences in 

childbearing and p~st coping behaviors and patterns may 

influence how motb~·r~ cope with the current childbearing 

experience· (Cohen, : 1979). There has been an extensive amount 

of research concerning coping behaviors and mothers who.gave 

birth to an ill or premature infant (Apley, Barbour, & 

Westmacott, 1967; ~r~m;.McGrath, &'Brem, 1985; Cotton, 1982; 

Grant, 1978; Johnson;, 1979; Kaplan & Mason, 1960; Lewandowski, 
I i 

1980; McCubbin & T~o~pson, 1987; Schepp, 1991; Ventura, 1983). 

Kaplan and MaJoJ (1960) interviewed mothers (n=60) 
' i 

following the birt~ df a premature infant and again two months 
: ) 

after the infant h~d;been home. They found that mothers of 
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.preterm infants h~d\ differen~ psychological experiences than 

other mothers. 
' ! 

Fput psychological tasks "essential to 
I 
I 

successful mastery Qf the situation and to a sound basis for a 
I 

future healthy mo~her-child relationship" (p. 543) were 

identified by Kapla~ and Mason. The four tasks mothers 

accomplish to hav~ good outcomes were: "anticipatory grief; 

acknowledgment of :fil;ilure; resumption of activity relating to 

the baby; and seeing its special needs" (p. 544). Kaplan and 

Mason identified n:a good outcome is considered one in which 

the mother sees her infant as 'potentially normal,' gives 

realistic care and takes· satisfaction in that care" (p. 545). 

Lewandowski (1980) qualitatively studied stress and 

coping styles of parents with children having open heart 

surgery. Parents (n~59) were observed and interviewed in the 

ICU after their child's surgery. Lewandowski developed a list 

of parameters to a~sess the parents• levels of stress and 

their coping strategies. The study concluded that any 

·behavior the paren~s.'demonstr(ited was their way of coping and 
' I 

they should be enco;ur:aged to express their- feelings to the 

nurses. This support~d the literature that mothers of ill 

infants may need addi~ional support to help them cope 

effectively (McCubbin:& Thompson, 1987; Ventura, 1983) and by 

allowing ·parent·s ·to·~ express their anxieties may help them 
i . 

cope. t 

Jones (1986) hypothesized that mothers may have feelings 
. I 
, I 

of failure and may al~ow these feelings to interfere with 
I 

:~ I 
their coping behaviqr~ until they work through the 

I 

\ 

I 
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. I 

psychological tasks iof delivering a premature or ill infant. 
. ~ I 

I ! . 
Mothers need to wqr~ through their psychological tasks before 

I ; 
I I 

they can cope wit~ ~heir child's illness (Choi, 1973; Cooper, 
I 

1959). 

There were nu;me.rous studies investigating coping 

behaviors in relat!i~n to maternal anxiety, self-esteem, 

depression, contrcil, and marital status (Gibson & Sterling, 

cited in McCubbin :.& ·Thompson, 1987; McCubbin, 1987; McCubbin 
I 

et al., 1983; Schepp·, 1991; Ventura, 1983). These studies 

revealed that family: and social support, predictability of 

events, and being ma~ried developed and enhanced positive 

coping behaviors. 

Schepp (1991). investigated factors that influenced a 

mother's (n=45) coping effort with her ill infant or child. 

The study· examined·: relationships of four concepts relating to 

coping efforts of mothers: predictability of events, control, 

anxiety, and coping efforts. The results indicated that 

predictability of ~vents and anxiety influenced coping effort; 
! \ 

but that knowleqge;o~ stressful events did not have any 
' I· I 

influence over the:a~ount of control the mothers have over 

their child's illness; and no influence over their anxiety. 

Ventura • s ( 19S3 j findings sU:gcJ'ested that optimal family 

coping involves ac~i~e participation by both the mother and 

father in managingjfJmily tasks during a crisis. Coping 

behaviors included:iJ the family integration coping pattern 
I 1 .· I I I I . 

(McCubb1n eta ., 1987) were used by the ma]or1ty of the 

parents (n=47) for
1
tJe study. This suggested the importance of 
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the family during. :\times of a crisis. This supported McCubbin 
; I 

.et al.'s (1987) s~udy of family cqping. The family 
!\ 

I I • I 
1ntegrat1on cop1n~ pattern (McCubbin et al., 1987) focused on 

I 
strengthening famijly life, relationships, and being 

i 

optimistic. I 
. ! . 

I 
McCubbin (198~) reviewed research studies that used the 

I 

i . 
Coping Health Inventory for Parents (CHIP). Twenty-two 

I 
I 

studies correlatedjcoping behaviors with other variables such 
i 

as anxiety, depres~ion, perception of child's illness, and 

self-esteem. Thre~-fourths of the studies involved parents of I . 
! ' . 

a child seriously 6r chronically it'i. One study by Golden 
: 
I 

(cited in McCubbin; 1987), found that mothers of 2 to 4 week 
t 

old premature infarits used the coping behaviors more 
i 

effectively than d~d fathers. This study also found that 
i 

I 

I younger fathers, b~low age 27, had higher scores on the coping 

I 
inventory than old~r fathers, and that the mothers' coping 

I 
efforts increased ~ith age. 

:1 

Two unpublishe1d thesis studies identified married couples 
! 

.. i 
~s ·h~ving· be:tter coping patterns 1and higher coping scores on 

.i 
the Coping Health Ipv~ntory for Parents (CHIP) than single 

·I 

parents. A study by Gibson (cited in McCubbin et al., 1987) 
·I 

involved children w~th cystic fibrosis. The second study by 

Sterling (cited i~ ~ccubbin et al., 1987) studied copin9 
! 

behaviors of parent~ 9f children with cardiac diseases. 
. ·. :! :· . 

Therefore single mothers of critically ill infants may need 
.·f. 

more support in lea~ning to cope with their infant's illness 
.I , 

than married motheri (McCubbin, 1987). 

I 

I 
I 
i 



I 
I 
I 

These studiel Provided support for the importance of t:: 

f '1 d 1 1 1: t' h' I d 1' 'th th 0 f am1. y an c ose ~e.a 1.ons 1.ps 1.n ea 1.ng w1. e cop1.ng o 

an 1.'11 ' f t jhjld Th 1 t d th t th d 1.n an or 1 1. • ey a so sugges e a mo ers an 

families may need\more support during the most critical time 
I 

of the crisis. I 
I 

Another area lof: important research concerns the teenage 

mother's self-este;em, coping behaviors, and social support. 

The literature revealed that teenage mothers have decreased 
i 

self-esteem and dojnot use effective coping behaviors (DuRant 

et al., 1984; Free~an et al., 1984; Mercer, Hackley, & 
I 

Bostrom, 1984; Por~er & Sobong, 1990; Young, 1988). 
I 
I 

Mercer et al. ; (1984) compared adolescent mothers (15 to 
I . 
i 

19 years, n=38) wi~h.older mothers divided into two groups (20 

to 29 years, n=138 ·!and 30 to 42 years, n=90) to determine if 
i 

there were differenc~s in maternal competency behaviors~ The 
I 

l • 
study found that adolescent mothers cons1.stently scored lower 

I 
i 

than older mothers \for maternal competency behaviors. 

I Adolescent mothers ~ere also less sensitive than older mothers 
I . 

in providing stimul~t:ing and developmental learning situations 

for her infant. Thks provides support that teenage mothers 
. i . 

may need supportive: counseling, additional services, and 

classes in childrea~ing (DuRant et al., 1984; Freeman et al., 

1984). l 

\ 

In summary, prTg~ancy and birth are normal life events 
. 'I ' 

which require new cdp±ng behaviors for effective functioning. 
1 ' . . I .. 

Effectiye coping do~s .not necessarily mean mastery over 
·I 

stressor(s); it onl¥t means the individual can tolerate andjor 
i 
I 

I 
I 
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I , 

min1m1ze stressfu~ ~ituations. The literature supported the 
I, 

concept that inta~t~families consisting of both a mother and 
I 
I 

father, promotes ~nd enhances positive coping behaviors 

(Gibson & Sterlin~, :.cited in McCubbin & Thompson, 1987). 

Older mothers and\fathers have been reported to adapt easier 

to stressors than\do younger parents (McCubbin, 1987). Coping 
I 

behaviors were developed from past stressors (McCubbin et al., 
i 

1983). Teenage moithers may need supportive counseling, 

childrearing class:\es·, social support, and other related 
i 

services to cope effectively with pregnancy and childrearing 
\ 

(DuRant et al., 19~4; Freeman et al., 1984). 
i 

l Ill Infants 
I 

A review of literature relating to mothers with an ill 
I , 

! 
infant or child ha~ found that mothers have increased anxiety, 

'i 

depression, depend~ncy, helplessness, fear, alienation, and 
\ . . loss of control ov;r .the s1tuat1on (Apley et al., 1967; 
\ 

Cooper, 1959; John~, ·1971; Kolotylo, Parker, & Chapman, 1990). 
I 

Maternal anxiety w~s '.the greatest shortly after being informed 
I . 

of the child's illn~ss (Gennaro, 1986; Johns, 1971). 
. . \ : 

Kolotylo ~t al!~ i(l990). ·studied mothers• reactions to the 
. •\. ' 

I 

transfer of their i~fant to the NICU. Three themes emerged:· 
( 

11 1) the mothers expressed feelings of relief accompanied by 
I 

j 
concern, fear of th7 unknown, andf.eelings of alienation; 2) 

: 
. I ' • • I 

t~e mothers dependeq 9n fam1l1ar th1ngs and people; and 3) the 

mothers experienced fJelings of helplessness" (p. 148). 
\ . 

\ I 
. ' . I I 

Kolotylo et al.'s r~s~arch suggested that mothers may have 
·\ I 

decreased feelings ~f \anxiety, fear, alienation, depend~ncy, 

·I 

1 

\ 

\ 
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and helplessness ~fl they are better prepared by health care 
\ 

pract~tioners for the NICU and the~r infant's condition. 

Interactiona~ deprivation of mothers was compared by 

using a MotherfPr~mature Infant Separation Questionnaire I , 

(Johnson, 1981). \The questionnaire compared the extent of 

interactional dep~ivation for premature infants transported to 

another hospital Je~sus that of the nontransported premature 
I 

infants. The study :found that mothers separated from their 
I 

transported infanJ experienced significantly greater 
I , 

l 

interactional dep~ivation in the six weeks following birth 
I .. 

than those mothers\ of the nontransported premature infants. 

Cooper (1959) found maternal attitudes to be a 

significant sourcetof psychological problems for the mother of 

a child with a congenital heart defect. The mothers reported 

apprehension about the behavior of the child as a newborn, 

uncertainty about the diagnosis, and disappointment and guilt 
I 

that the child waslnot born normally. Another study by Linde, 

Olive, Schireson, Jnd ~sof (1967) st~ied 319 children (198 

with congenital heJrt defects a~ 121 no~al) over a five-year 
I : 

period. They foun~ that maternal anxiety influenced the 
i 

cardiac child's gro~th and adjustment. But founq no 
- - ·\- ' -

differences in the aevel of maternal anxiety in the cyanotic 
f 
1 - I . 

versus the acyanotic ~hildren. This suggested that the 
\ I 

presence rather thah the severity of the heart defect was the 
I : 

main determinant of m~ternal anxiety. 

The impact of Uhl mother's anxiety and coping after 

hearing. that her in~aJt had a congenital heart defect was 
\- I 
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studied by Johns (1971). The results found that the impact of 

crisis was the highest shortly after being told of the child's 

cardiac anomaly. However, Landtman, Valanne, Pentti, and 

th~t there was no Aukee (cited in Antonio, 1976) reported 

relationship betwlen mothers• attitudes 

their child's hea~t defect. 

and the severity of 

Apley et al. (t967) investigated the impact of a 

critically ill in~ant upon the characteristics of the family. 

They found 64% of the mothers and 42% of the fathers had 

unsatisfactory re]ationships with the child. The 

investigators did not identify what constituted a satisfactory 

and unsatisfacto~ relationship. Buttheir findings did 

reveal that greatef ~han 50% of the families had changes 

their structure subh as restructed social activities, job 
\ !' 

change, and rearrang~ment of the household. · 

in 

A final study (Miles, 1989) identified parents' perceived 

perceptions of stressors in the NICU environment. The 
I .; 

Parental stress Scale:NICU (PSS:NICU) (Carter & Miles, 1982) 

and a personal-sitJaJional questionnaire were completed by the 
I \ 

parents in an intei.v~ew with the investigator. Some of the 
I I 

stressful events idetitified on the PSS:NICU were: infant 
I ! . 
t I .· . 

tUrns blue or pale,1 J.ounding or clapping on chest, not being 

told what.is wrong rirh the infant, and sudden sound of 

monitor alarms. ·Miles did not find the physical environment 

of the unit to be s~rlssful to the parents. Miles concluded 
\ ' ' 

,that most parents are not prepared for seeing their infant in 
' ' 1 ' 

a .NICU. Go'od ·communic:ation between the parents and the health 
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care professiona]s ·seemed to help parents adapt to the 

I "1 stresses of the NICU (Carter & M1 es, 1982). 

In sU1lllllary, ~ith the birth of an ill infant there were 

various effects on a mother's anxiety, depression, dependency, 

helplessness, fe~, alienation, and loss of control over the 

situati.on. The iLpact on the mother's anxiety and coping 

behaviors were hi~hest shortly after hearing the diagnosis of 

the ill infant (G~nnaro, 1986; Johns, 1971) and not 

necessarily the slverity of the infant's illness (Linde et 
I 

al., 1967). Mate~nal attitudes were found to be a significant 

source of psychollgical problems for mothers will infants 

(Carter & Miles, 1982; Cooper, 1959). How~ver, with good 

communication betJeen mothers and health care professionals 

there were decreaJes in maternal anxieties and the mothers 

were better able Jo cope with the situation (Miles, 1989). 

Summary 

Current literiture supported the fact that the impact of 

the crisis of an i!ll infant WCiS highest shortly after being 

informed of the ch~ld's illness (Gennaro, 1986; Johns, 1971). 

Maternal anxiety wLs not necessarily greater because of the 

severity of the iltness, but just that the illness was present 
I 

(Avant, 1976; Blum}i>erg, 1980; Cranley, 1981; Gennaro, 1986; 

Klein et al., 19501 Landtman et al., cited in Antonio, 1976; 

Leifer; 1977) •. MoJhers tended to feel guilty and blame 

themselyes because their child was critically ill or premature 

and this may increase their anxieties (Cooper, 1959; Johns, 

1971). Teenage mo~~rs have problenis with self-esteem and 
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therefore may hale increased anxieties (DuRant et al., 1984; 

Freeman et al., ]984; Kreutner, 1981; Moore et al., 1984; 

Porter & Sobong, 1990; Zongker, 1977). 

Coping skill
1

s depend on the illness of the infant and the 

mother's past and present ways of coping (McCubbin et al., 

1987; Ventura, 1983). The amount of support the mother has 

during a time of ~risis may affect how she will relate to her 
I 

infant and how she will cope (McCubbin, 1987; McCubbin et al., 
I 

1987; Ventura, 19i3). Social support was found to be an 

important factor in helping teenage mothers with their 

anxieties and copl with the birth of an infant (Duckett, 1987; 

I Grant, 1978; Hobfoll & Leiberman, 1987; Johnson, 1979; Mercer 

I et al., 1988; Younger, 1991). 

I . . t . There are va~t amounts of l1terature relat1ng o maternal 

anxiety, maternallinfant attachment, maternal-fetal 

attachment, mothers' reactions to an intensive care unit, and 

coping with illnesLes and anxieties. However, there is little 

research relating laternal anxieties and coping behaviors of 

first-time mothers when the infant is ill at birth. several 

studies suggested that mothers who have ineffective coping 

. t . . .. . 
behav1ors over the1r 1nfant•s 1llness may exper1ence a more 

1 

.difficult transiti~n to parenthood (Nuckolls et al., 1972; . . l . 
· Roberts, 19-83; Younger,· 1991) • These infants may also be at 

. I . 
risk for abandonment (Leifer et al., 1972), child abuse 

(Lynch, 1975) ~. and failure to thrive (Koel, 1969; Kurzner et 

al., 1988). 
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This study ~coked at the relationships between maternal 
I 

anxiety and mate,nal coping behaviors. in an attempt to 

establish reliab~e information as to how new mothers cope with 
! 
I 

the anxieties of !giving birth to an infant who is ill. This 
I 

information is n~eded to be able to make recommendations and 
l 

suggestions for n~rsing care of the mother with an· ill infant. 
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CHAPTER III 

\ METHODOLOGY 

The purpose :llof this study was to determine if there was a 

difference in mat

1

ernal anxiety levels and coping behaviors of 

first-time mother\\s of ill newborns when compared to mothers of 

well newborns. Ih this chapter the design of the study, 
'I 

I 
instrumentation, ·~ubjects analysis, and procedures are 

discussed. 
,[ 
I 

·i 
1 
I 

Subjects l 
I 

~'l 

The subjects:for this study were divided into two groups 
II · 

:[ 

of 10 mother-infa~t dyads. Group I consisted of mothers with 
i 
i 

ill neonates. Il~ neonates for this study were defined as 
~~ 
.I 

those infants: admitted to the NICU for at least 72 hours; at 
I 

least 37 weeks ge~tational age; diagnosed with respiratory 
:I 

distress, congeni~al heart defects, surgical problems, 
. . 1 

neurological problrs, life threatening" infections or other 

problems. Group I':~,: which served as the control group, 
I 
.i 

consisted of mothers with well neonates. Well neonates were 

defined as infantslwho were at least 37 weeks gestational age 
I 

·'I 

and had no major medical problems andjor noticeable defects 
.! 

,I 

and were,admitted to·the Normal Newborn Nursery. 
11 ' 

. :1 : ' 

Inclusion criteria for the study were: 
:\ 

1. Mothers wlio·planned to keep their babies. 
i\ ' ' 

2. Mothers wno·consented to participate in the study. 

I li 
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I 
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'I 

3. Mothers who completed two tools and a demographic 

questionna·~re. I 
Written pez'~i,ssion was obtained at the time of the 

I 

29 

initial contact ~hen explanations about the study were given 
:\ 

and any question~ were answered. Participants were informed 
I 

that confidentiality would be maintained at all times and no 
·I 

names would appe~r on the tools. All instruments were 

coded in order t0 keep each participant's set of responses 
i 
i together. 1 

I 

! Procedure 
.I 

:j 
This study ~ook place in a southeastern regional tertiary 

:1 

referral academi9 health care center. Initial contact with 
I 

each mother occu~red within the first 24 to 48 hours following 
I 

'i 
birth. An inter~iew by the investigator was conducted within 

the first five da_~s· after the birth of the baby. Each moth~r 
:\ 

was informed that\ the research study required the participant 

to answer the que~tions for two tools (CHIP and STAI) and a 
I 

:1 

demographic data 9u¢stionnaire. The questionnaires were used 
1\ 

t\ ; 

to assess the mot~er's anxiety level after the birth of an 
i 
I , 

infant and· identify her coping patterns. 
·I 

All data wer~ collected by the investigator. During the 
;! 

interview each of :ltl).e subjects had a sheet in front of them 
·I 
j 

with the response~ numbered for easier response. Responses 
J 

for state-anxiety'q~estions were: 1) not at all, 2) somewhat, 

3) moderately so, ;and 4) ve+y much so. Trait anxiety 

r·esponses for the 1,q~estions were: _1) almost never, 2) 
•I 

'.\ ; 

sometimes, 3) ofte.~,: and 4) almost always. Responses for the 
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coping behaviors were: 1) extremely helpful, 2) moderately 

h 1 
. .\1 : 

e pful, 3) m1n1~ally helpful, 4) not helpful, 5) chose not to 
.J 

cope this way, a:,pd 6) not possible to cope this way.- The 
I 

investigator ans~ered questions for clarification the same way ,, 
i 

for each mother pY using predetermined responses developed for 
.I 

questions needing additional defining (Appendix D). It took 
i 
I 

approximately 15·\ minutes for the mothers to answer questions 
I 
I 

from the STAI and CHIP tools. The mothers then completed the 

demographic data·! q~estionnaire. At the completion of the two 
.I 

I 

tools (CHIP and 1T~I) and the demographic questionnaire, the 

investigator answered any questions not previously answered. 
:i ' 

Since the NICU was '.a strange and stressful place (i.e. I the 
'I 

;i ' 
environment, noi~e,· equipment, bright lights, and strangers), 

' ' 

the interview was\ n.ot completed on the mother's; first visit to 
:1 : 

the NICU. The in~e~v~ews were done in the parent room of the 

NICU or in the mother's hospital room • 
. I 
·J 

I 
Human Assurance 

Human assurance was obtained before beginning the study 
·I 

,I 
. 'I 

from the institution where the study was performed (see 

Appendix E). 

·Research Site Permission 
I 

Permission w4s'obtained from the Director of Nursing at 
'I 

,J 

the institution wlie~e the study took place (see Appendix F). 
·I I 

Permission was alsolobtained from the Head Nurses of both the 
'\ I 

NICU and the Post~aJtum floor. 
! 
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Informed Consent 

Participat~oq was voluntary. An informed consent form 
I ',\ : 

was s1gned after1 the study was explained to the mother. 
I 

Participants wer~ ,informed that they could withdraw from the 
I 
I 

study at ·any time and that participation in the study would 

·I not affect the·care given to them or their infant (see 
I 

I 
I 

Appendix G) • 

Instrumentation 
I 
! ' I . 

Data were collected using an author-developed demographic 
'I 
·t . 

data sheet (Appel}d:ix C), McCubbin, Boss, and Dahl's (cited in 

McCubbin et al., \1979) Coping Health Inventory for Parents 

(CHIP) (Appendix\B), and Spielberger et al.'s (1970) State

Trait Anxiety InVre~tory (STAI) (Appendix A). 

I : Demographic ,data. The demographic data sheet was 
! 

developed by the ·.\inyestigator. The information from this 
'·I I 

sheet requested basic social and economical information about 
I :\ : I I I the fam1ly. Inclrded on th1s form were quest1ons relat1ng to 

this pregnancy an~ previous pregnancies. This information 

helped the invest~gator determine previous medical problems, 
I i I 

Cop1ng Health Inventory for Parents CCHIPl. CHIP 
I 

(McCubbin et al., ·1 1983) was designed to identify what parents 
·\ I 

believe to be helpf~l or not helpful when a family member is 

ill or requires cJn~inued medical care. Even though the CHIP 

was designed for JsJ with both parents, it can be used just 
I :I \ I 

w1th mothers. Mc9u~b1n et al. (1987) reported that the tool 

has been used mar~ tran half of the time in research studies 

I 
\ 

I 
! 
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that only included the mother. CHIP has a reported reading 
;\ I 

level of lOth g1ade (C. Carlos, personal communication, 

September 12, 19\9l). There were no published normative data 

for this tool.iJ
1 

regard to ethnic groups or how 

ethnicfcultural· ri:fferences affect coping behaviors (McCubbin, 

1987). ! 
I 

CHIP consis~s: of 45 coping behaviors. These behaviors 
,\ 
I 

are divided into.\ three coping patterns of: 1) family 

integration, coo~e~ation, and optimism; 2) social support, 
:1 ' 

self-esteem, and:\psychological stability; and 3) medical 

communication and consultation. 
:l ' 

Coping Patt~rn I was composed of 19 behaviors focusing on 
:i : 

strengthening fa~i~y life and relationships and optimism. 
·I 
I t • • 

Examples of thes~ cop1ng behav1ors were: trusting my spouse 
.\ : 

(or former .spous~) :to help support me and my children; 

believing that m~ 6p.ild(ren) will get better; getting other 
J .' • 

members of the fam1~1y to help w1th chores and tasks at home; 

believing in God;\ and building a closer relationship with my 
I , 

spouse (McCubbin ~t~ al., 1983). 
·\ ' 

Coping Patte~n.II, Maintaining Social Support, Self-
\ ·. 

Esteem and Stability, consisted of 18 coping behaviors which 
\ 

' . 

I : ' 

involved the deve1o~ment of parents' relationsh,ips. ·with other 

people; activitie~ ~hich enhanced self-worth, and feelings of 
1 I 

individual identity;\1 and behaviors used to manage 
. .I . 

psycholog1cal pre~sures and tens1ons. Examples of these 
. . '\ \ 

behaviors were:· S'\l~epi-ng, working, outside employment, 
. I . 

getting away by my~J~f, building close relationships with 

\ 

\ I 
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people,. develop~n~ myself as a person, and becoming more self-

1 . t d · d~ I d t c • re 1an an 1n ~p~n en McCubb1n et al., 1983). 

Coping PatJe~n III is designated as Understanding the 

Health Care SitJaiion through medical communication and 
:I ·, 

consultation anc;t qommunicating with other parents. This 
·I i 

pattern containe~d iS coping behaviors related directly to 

parents' relatiqrs~ips with health professionals and other 
I i 

parents of ill children. Examples of these behaviors were: 
·I ! 

talking with thejmFdical staff (nurses, social workers, etc.). 

when we visit th~ fuedical center, talking with other 

· d' 'd 1 1 ;\ t! · ~n ~v~ ua s parei : ~n my same situation, talking with the 

doctor about my eo~cerns about my children with the medical 

condition, and b~i~g sure prescribed medical treatments for 
.I , 
.I 

children are car~ied out at home on a daily basis. Use of 
·1 i 

.\ : 
these coping pattie:r:ns has a positive correlation with improve 

I 

child's health. 

CHIP has been :used in 41 studies from 1981 to 1984. The 

CHIP has been usj~ ~o study parents (n=l85) of children with 
·\ i 

I I I i I cyst1c f1bros1s (fc~ubb1n et al., 1983) and parents of 
I ' 

children with end~s~age renal disease (Brem et al., 1985). 
I 

Findings from these; studies· produced the same results that 
' ·\ ' 

McCubbin and Patt$ri;;on (1981) found with 308 parents of 
I I 

chronically ill cAildren. There are no validity nor 

··1 ' b' 1 't :\ \ . t d f th t d' Th ' ' 1 re 1a 1 1 y.score~ ~epor e rom ese s u 1es. e or1g1na 
· 1 I 

tool (McCubbin etlal., 1987) was composed of 80 items. Thirty-

five items were e]iJinated because parents rated them as "Not 
. ·\ \ . . . . 

Appl~cable." The reia~n~ng 45 ~tems were analyzed us~ng SPSS 
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principal factoring with iteration method. The three coping 

tt L f. th· 1 · pa erns emergeu .rom l.S ana ys1.s and represented 71.1% qf 

the variance of:, the original correlations. Cronbach' s alpha 

computed for the items in each coping pattern indicated 
I 

reliabilities o~ 0.79 for Coping Pattern I, 0.79 for Coping 

Pattern II, and \on1 for Coping Pattern III (McCUbbin et al., 

1987). McCubbiJ ~tal. (1983) and carlos (personal 

communication, Jovember 21, 1991) did not report specific 
. .·l : 

construct valJ.d1jY for the tool; but means and standard 

deviations for e~ch coping pattern were formulated and 
. t : . . publ1.shed as an ~ndex of normat1.ve data to be used 1.n 

comparison with lther sample groups (McCUbbin & Patterson, 

1981). The CHIP·has a three-point Likert scale. A score from 

1 to 3 was given', fqr each item. A rating of 3 indicates 

higher use of th, Coping behavior while a rating of 1 

indicates a lowe~ ~se of the coping behavior. Coping scores 

were summed to o~t~in a numerical number for each of the three 
J ; 

patterns (McCubbl.:n ;et al. , 1987) • Maximum scores of 57 points 

could be obtaine~ f~r Coping Pattern I, 54 for Coping Pattern 
i. ' . II and 24 for Cop1.ng Pattern III. The subJects responded by 

indicating if the\coping behavior was extremely helpful, 
I • • . 

moderately helpfut, ·. m1.n1.mally helpful, or not helpful. Each 
.\ i 

of the coping patterns were coded with the letters F (family 
:\ 1 

integration), s (io,ial support), or M (medical 

communication). ~he scores for each pattern were compared 
l \ between ~h~. two gn~o~ps of mother.s using the mean scores and 

Standard ~aviation~·\ ·. 
! 
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state Trait Anx~ety Inventory CSTAil. STAI (Spielberger 
'\ I , . , ,I . . 

et al., 1970) m~arures level of anxiety. The tool was ·divided 
I 

into two parts: .. the first 20 questions (State Anxiety)· 

measure how the r~spondent feels at a specific time or in 
i 

response to a specific threat; and the second 20 questions 
I ~ 
! 

(Trait Anxiety) m~asure how the respondent generally feels 
I 

over a long time ~o the presence of perceived danger 

(Spielberger et ~a~., 1970). The STAI has a four-point Likert 

scale. Each STAii ;item is given a weighted score of 1 to 4. A 

rating of 4 indibabes the presence of a high level of anxiety 

for 10 State-Anx~e~y items and 11 Trait-Anxiety items. The 
:\ ! 

items are then scoted and the scores added together. Scores 
1 \ 1 1 I for both scales (State and Tra1t) can vary from a m1n1mum of 

. :1 I 
20 to a maximum 6f\8o (Spielberger et al., 1983). The scores 

can then be compJr~d between Group 1 (mothers of ill neonates) 

and Group 2 (motJeJs of well neonates). These results can 

also be compared r~th similar populations in The Manual for 

State-Trait Anxieiyil Inventory (Spielberger et al., 1983). The 

scores were interprrted as to the level of anxiety the mother 

experienced at tht rime of completion of the tool and 

correlated with how\the mother generally viewed anxiety. 
,I i 

Spielberger et all (1983) reported concurrent and construct 
. . l \ val1d1ty of the STAI's as 0.83 to 0.92. Cronbach's alpha was 

\ ' 

0.90. The reported reading level for STAI was sixth grade. I . 
A weakness o~ tihe STAI tool is that the "test taking" 

attitude~ may infl\Jince the scores for each anxiety level. 

When tra1t scores are equal to or higher than anxiety scores, 
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one must considr~! that the individual related the·present 

anxiety producing\ situation to how they generally feel. 

. 1 .! 1 . t. t' . . careful ~nstrucr~rn and deve op~ng a rus ~ng relat~onsh~p 

with the individual may decrease this error (Spielberger et 

al., 1983). 

Analysis 

For this investigation a nonexperimental descriptive 
.·j : 

design was chosen. t-Tests were performed to analyze the 

difference betwlen m:ans of Group I and Group II in relation 

to the two variJbles coping and anxiety. The level of 

significance waJ R = .05. Chi-square tests were used to test 

for differences .in observed frequencies between both groups. 

And Spearman's rho· correlations were used to d~termine if 

there were any rtlationships between maternal anxiety levels 

and maternal cop~n~ patterns between the two groups. 

I summary 
I 

This study in~olved a sample of 20 mothers (10 with well 
l ! 

infants and 10 wit~ ill infants). Two assessment tools and a 

Demographic ·nata sqeet were completed by the mothers during an 
! 

interview by the investigator. The two assessment tools used 

were: Spielberger:et al.'s (1970) State-Trait Anxiety 
'l : 

Inventory and the qoping Health Inventory for Parents (CHIP) 

(McCubbin et al., 1987). Results are. presented in the next 

chapter. 
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CHAPTER IV 

RESULTS 

Data were anal~zed to answer the research questions. 

Descriptive data pr,vfded a view of the sample groups. 

Unpaired ~-tests and chi-square analysis were performed to 

determined the si<JnJficance between the two groups for the 

demographic data, cdping patterns, and anxiety variables. 

Spearman's rho was Jsed to determine the extent of the 

relationship betweeJ ~oping and anxiety for both groups. 

Desc-riptive Data 

The study samp]e'consisted of 20 mothers divided into two 

groups. Group I coJsisted of 10 mothers who gave birth to ill 

infants; Group II cJnsisted of 10 mothers who gave birth to 
I . 

well infants. The pr~blems encountered by ill infants were: 

respiratory distresJ rt=2; respiratory distress with group B 
. I : • . . . 

strep (poss1ble ECMO Gand1date) n=l; resp1ratory d1stress w1th 

sepsis (possible EJoicandidate) n=l; sepsis-cytomegalovirus 
I 

(CMV) n=l; meconium aspiration with sepsis (possible ECMO 

candidate) n=l; duode~al atresia with a congenital heart 

defect and sepsis, J=1; tracheoesophageal fistula with 

respiratory distresl ~=1; n=1 Cornelia DeLange syndrome and 

· d · f I t! ·th · 1 1 seps1s; an one 1n in! w1 a men1ngomye oce e. 

Group I had a jarernal age range from 16 to 38 years of 

age,· while_Group 2: ral;lged ·from 15 to 40 years of age. There 
. I 

l 
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were no significant diff·erences between the two groups for 

maternal age at n = lo~· level. Tables 1 and 2 provide a 

38 

~ I : 
summary of the data for both groups in regard to maternal age 

I : 
and educational level. 

Table 1 

Comparison of Two Groups in Terms of Maternal Age 

I 
Maternal Age 

Group I 
Mothers of Ill Infanlts. 
(N=10) 

Group II 
Mothers of Well Infants 
(N=10) I 
Table 2 

M SD 

22.1 7.77 

20.8 8.77 

Comparison of Two GDotips in Terms of Educational Level 

I : 
Educational Level M SD 

I 

Group I I 
I 

Mothers of Ill Infal)ts 11.1 2.88 
(N=10) 

i 
I 

Group II : I 
Mothers of Well Infan-ts 11 3.80 
(N=lO) 

I 
I 

I 
I 

t 

-.22 

t 

-.07 
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The t-test indicated no significant differences at R = 

39 

., ! 

• 05 level for educat:Ji.ohal levels. Group I had an educational 
I I. ; 

level rangl.ng from e,ll.ghth grade through two years of college 
. I . 

and Group II's educatipn level ranged from seventh grade to 

doctoral education. 

The sample for rhis stu4y was almost equally divided 

between two races. Fifty percent of the mothers in Group I 

were Black and 50% wLre Caucasian. Seventy percent of the 
I . 

mothers in Group II rere Black a~d 30% were C~ucasian. Table 

3 displays the obserYed frequencl.es for race l.n each group. 

Table 3 

Observed Frequencies for Race of Mothers in Both Groups 

I 

N Black Caucasian Chi Square 

Group I I 

Mothers of Ill Infants: 10 5 5 

.83 

Group II 
Mothers of Well Infa:nt1s 

I ! 
10 7 3 

There were no ,i~nificant differences between the two 

groups in rega~d to ra:ce at l!. = • 05 level. 

Table 4 d1splajs 'the employment status for mothers in 

both group;· Both jr4ups were very similar. Chi-square 

results (X df (1) ~ ·122, l!. = • 6392) indicated no significant 

differences at l!. = .!Oj" 
I 

I 

I 
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Table 4 : 
i 

Observed Frequencies .f6r Mothers Employed·or Unemployed 

N I 'I Employed Unemployed Chi-Square 

Group I 
Mothers of 
Ill Infants 

Group II 
Mothers of 

10 3 7 

.22 

Well Infants 10 4 6 

·I 
The data collecte~ from the mothers who were employed 

I . 
they worked full time. Three mothers {30%) in 

:1 . ' . 

full~t1me and four mothers {40%) 1n Group II , I 

revealed that 

Group I worked 
I 

worked full-time. 

Table 5 represepts the yearly incomes for both groups. 



I 

R = .05 : 
I 
!I Chi-square analys~s revealed (~ = -1.13, df = 18, R = 
I 

I I 

.2743) there were no significant differences were found 
I ' 

between the two groupsj. Family incomes for 80% of Group II 
:1 I 

were less than $24, orol. 
their incomes less t~ap 

The subjects in Group II had 90% of 

$18,000. Only 15% of the incomes for 
' I 

both groups together: w~re over $35,001. 
. ' 

Marital status :fo~ both groups fell into three of the 

t 
I ,, :1 d I d 

five ca egorJ.es: mafri1e , unmarrJ.e , or. living with someone. 

Neither group had a :orher who was separated or divorced. 

Table 6 presents the marital status of the two groups. 
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F ' 
1 

fl M 't 1 t t t th requenc1es. or ar1 a s a us Be ween Bo Groups of 

Table 6 

Observed 

Mothers 

Group I 
Mothers of 

N 

Ill Infants . 10 

Group II 
Mothers of 
Well Infants '·10 

R = .05 

'I : 
' I 
' I 

M~rrl:ed 
:1 j 

tJ.. 
I 

I 
! 

I I 

Never 
Married 

6 

Living with 
Someone Chi-Square 

0 

.091 

3 

1 I i, 2 
Ch1-square analys~s revealed (X df (2) = 4.8, R = .091) 

:j I 

there were no statis
1

tibally significant differences between 

the two groups. 

Within the samp:11e there were five mothers who had another 

child. Four of thesl mothers were in Group I and only one 
I I 

mother in Group II.' ore.to time constraints and only a small 

number of primiparo~s mothers recruited for Group I (mothers 
:1 I 

of ill neonates), t~~e /investigator used four mothers in Group 

I who were a gravida t~o and were experiencing an ill neo~ate 
I 

• • I • • 
for the f1rst t1me. 1 Ch1-square analys1s was performed to 

I I 
determine if there Jerle any. differences between Group I and 

Group II in relatio.

1 
to gravida. Chi-square analysis revealed 

(X
2 

df (1) = 2.4, R ·~= .1213) there were no differences between 

the two groups rela~ing to gravida. None of the mothers in 

I 
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. I 
. . I 

Group I had exp~ri~nce& -miscarriages or abortions. Only one 

th ' .I h'l d ' ' ' b t ' mo er 1.n Group I . ~ a prev1.ous m1.scarr 1.age or a or 1.on. 

Chi-square analysis keyealed x2 df (1) = 1.05, :e = .3049 which 
,, I 

indicated no signifipaht differences between the two groups 
, I : 

for miscarriages or abortions. 
· I I 

Table 7 displays ~he frequency in which problems occurred 
. . I I dur1.ng thJ.s pregnan,cy; for each group and Table 8 lists 

frequencies observed f~r family history of ill or premature 

infants. 

Table 7 

Observed Frequencies: 

Between Both Groups 

N 

Group I 
Mothers of 
Ill Infants 10 

Group II 
Mothers of 
Well Infants 10 

*R = .05 

i 
I 

i 
I 

i for Problems Mothers Had During Pregnancy 

I 
Problems No Problems Chi-Square 

I 

6 4 

*.857 

0 10 

(X2 df (1) = 8.57, R = 

.0034) this .finding suggests there was a statistically 

significant differe~cJ between mothers who encountered 

problems with this ,rJgnancy and the infant being ill at birth 

and mothers who encdujtered no problems and who gave birth to 
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a well newborn. The, problems encountered by mothers in Group 
: I 

I were: early bleed1d.ng and pain (n=2); premature labor (n=3); 
'I I . 

minor automobile acc.Jdrnt (n=l) and one mother had 

oligohydramnios untiU. her sixth month of pregnancy. 

Table 8 I 
I 
i 

Observed Frequencies Between Groups for Family History of Ill 

I 
Infants , 

I • 
Hl.story of No History 

N j Problems of Problems Chi-Square 

Group I 
I Mothers of 

Ill Infants 10 I 5 5 
I 
I 
I .381 

Group II 
Mothers of 
Well Infants 10 1 9 

(X
2 

df (1) = 3.81, ~ ~ .051) 

Familial histo~~ie!s in Group I ranged from: two cousins 
. I 

who died from SIDS (·nl1); an aunt who had four to five 

miscarriages and gajr birth to an infant with Down's syndrome 

{n=1); premature bi~1Js (n=2); and maternal grandmother had a 
• • • I I 

baby dl.e l.n nl.nth mont:h of pregnancy (n=1). Group II had only 
I 

one mother report a ;fa~ily history for ill infants. That 

mother had a brothe~ Jorn with a heart problem. 

Data AnJl 1sis for the Research uestions 

The minimum scJrJs for each of the three coping patterns 

in the Coping HealtJ Jnventory for Families: 1) family 

integration, coopera~Jon, and optimism; 2) social support, 
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· esteem, and stabilibiYi and 3) medical communication and 
. . . I 

consultation, were Sr, S4,· and 24, respectively. The higher 

the scores-the more rOping behaviors that were mothers used to 

adapt to their situarirns. Figures 2, 3, and 4 display the 

differences in the sco;res for both groups.. Figure 2 depicts 

the family integratiLnl coping behaviors, Figu.re 3 depicts 

social support copin~ behaviors, and Figure 4 depicts medical 

communication copingl b~haviors. 
The analysis f~[I" jthe family integration coping pattern 

revealed no signifidanit differences between the two groups (!;_ 
, r 

. I 
= 1.02, df(18), g = .1,606). The scores for Group I ranged 

from 36 to 51 (maxi~um score 57) with a mean of 43.7. The 

I I scores for Group II :~ra~~nged from 34 to 57, with a mean score of 

46.7. 

Analysis for th!e bedical communication coping pattern 

also revealed no siJnJficant differences between the two 

groups {.t = .23, df{: 18 
I 

) ' R = .4088). The scores for Group I 

ranged from 15 tp 2 3 {~maximum 
: I 

score 24) with a mean of 18.9. 

Group II's scores r~nged from 11 to 24, with a mean score of 

19.3. 

However, the ana]ysis of the social support coping 
'I I 

pattern revealed a~ ~f 1.7, df{18), R = .0528. This .t-test 

approached statisti,a~ significance at the g = .os level. The 

scores for Group I r.ajged from 20 to 46 (maximum score 54), 

with a mean of 3 0. 2 .: The scores for Group II ranged from 2 3 

to 47, with a mean of 36. 
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Figure 4. Group Di . , e~-ences for Medical Communication Coping 
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The group differences for the two anxiety levels (State 

d · t> c · lb !I I > • 11 · t t d · · an Tra1 ·. · Sp1e erger, 197'2 are 1 us ra e 1n F1gures 5 

' I I and 6. The scores fpr both the s-anxiety and the T-anxiety 

f · .!! I f t · f can vary rom a m1n1mum score o 20 o a max1mum score o 80. 

th . h:!dh'"h bth •t t 1 Mo ers 1n Group I a 1g er scores on o anx1e y oo s 

. !I . than mothers 1n Group [I. Scores for mothers 1n Group I for s-
il 1 anxiety ranged from 126 to 73 versus 20 to. 51 for mothers in 

Group II. And scores! fbr mothers in Group I for T-anxiety 

ranged from 38 to 61ivlrs:us 21 to 52 for motherS in Group II. 
, ~. I . 

· These were statistic:al[y significant differences for both 

state and . trait anxi!ell t~es between Group I and Group II, at the 

R = .05 level. Unpa:·.lir~d :!;;-tests revealed: t = 4.23, df (18), 

R = .0002, for the s!...,afxiety and :!;; = 2.2, df(18), R = .0206, 

for the T-anxiety. i I 

Spearmcin•s rho i(Js) was the statistical test used to 
! 

describe the relationship between the three coping patterns 

. : I and the two anx1ety :le~els for both groups of mothers. The 

level of significan~e ras .set at R = .05. Table 9 presents a 

summary of the correlation of'these data. 
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Figure 5. Group Dif erences for State Anxiety Levels 
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Table 9 

Spearman's Rho Corr ! la:t'ion Matrix for Anxiety and Coping 
· :1 I 

Variables for Both Grouns 

Fam Sup Med State Trait 

Family Integration 
1 

Social Support· .15 

Medical Communication *.58 .26 

State Anxieties -.37 -.29 -.13 

Trait Anxieties *.59 -.23 -.23 *.57 

R = .05 

Among the total sample there were three statistically 

significant relatiorisJips. A positive relationship existed 

between the family inJegration, coping pattern and the medical 

communication copin~ Jattern. However, a negative correlation 
I 

existed between tra '·t anxieties and the family integration 

coping pattern. Th I third relationsh1p ind1cated a positive 

correlation between,sJate and trait anxieties. 

Spearman's rho.cdrrelations were used to describe the 

relationships betwe .n coping patterns and anxiety levels for 

both Group I and Gr~j··UP, II separately. Tables 10 and 11 

provide a summary ol ~ose correlations. The level of 
i 

significance was R 1 .05. 



Table 10 

Spearman's-Rho.Correlattion Matrix for Anxietv and CoPina 

Variables for Mothers bf Ill Neonates 

Fam Sup Med State Trait 

Fa_mily Il')tegraticin --: 

Social Support .58 --

Medical Communicatio n *.68 .44 --

State Anxieties *-.66 -.17 *-.79 --

Trait Anxieties . *-. 63 -.44 *-.66 *-.71 --

*R = .05 
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Among the mothers of ill neonates there were six 

statistically signiJi4ant relationships. The coping patterns, 

family integration ]nd medical communication indicated a 

positive significan dorrelation at the ~ = .os level. There 

were negative corre aJions between the state and trait 

anxieties and the famJly integration coping pattern. The 

coping pattern, med'cJl communication, correlated negatively 

with both the State aJd Trait anxieties. And the State and 

Trait anxieties cor eJated negatively with each other at the ~ 
= .05 level. 
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I 
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Table 11 

Soearman's Rho Corre la t.ion Matrix for Anxietv and Cooina 

Variables for Mother s !of Well Babies 

Fam Sup Med State Trait 

Family Integration --

Social Support -.36 --

Medical Communication .31 -.02 --

State Anxieties .39 .05 *.79 --

Trait Anxieties -.35 .10 .45 .21 --

*R = .05 

There was only one statistically significant correlation 

among the ~oping vaziJbles ap.d anxiety levels of mothers of 

well neonates. 

Because of.time constraints with the data collection, 

four mothers in Group I were multiparas. Unpaired t-tests 

were conducted for Group I. Tables 12, 13, and 14 represent 

differences bebeJn primigravida and multigravida mothers 

the coping patterJs in CHIP. 

the 

for . I 
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.. Table 12 

comparison· of Primigravida and Multigravida Mothers of Ill 

Infants for·Fainily. :JnJegration 

I I 
Coping Pattern 

Family Coping M SD t 

. . 

Primigravidas (n=6) 44.5 4.37 1.78 

Multigravidas (n=4). 42.5 6.45 3.23 

R = .05 

~-Test analysis ~~evealed (~ df(8) = .59, R =. 2857) there 

were no significant ,differences between primigravidas and 

multigravidas for tl'·e family coping pattern. 

Table 13 

Com arisorC of Primi ravida and Multi ravida Mothers of Ill 
. r 

Infants for Social upport Copi-ng Pattern 

I I 

Social Support Copi1g 

Primigravidas (.n=6) 

Multigravidas (n=4) 

R = .05 I 

M SD 

27.7 6.49 

34.75 8.06 

t 

2.65 

4.03 

~-Test analysi1 ~~ealed (~ df(8) = 1.65, R = ~0688) 
there were no signi:fiiJant differences between primigravidas 

and multigravidas f r the social support coping pattern. 



Table 14 

Comparison of Primigravida and Multigravida Mothers 

Infants for Medical ;JcJmmunication Coping Patterns 

Medical Communicatidn Coping 

:\ 

Primigravida (n=6) 

Multigravida (n=4) 

R = .05 

M SD 

18.83 2.97 

19 4.32 

of Ill 

t 

1.22 

2.16 

t-Test analysis ~evealed (t df(8) = -.07, R = .4719) 

th · · ~ · I t d · ff b t · · · d ere were no s1.gn1. ('ian 1. erences e ween pr1.m1.grav1. as 
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and multigravidas f9r medical communication coping pattern. 

Tables 15 and .j6 represent the group differences between 

the primigravidas aJd the multigravidas in Group I for .state 

and traitanxiety 1Jvels (STAI). 

Table 15 

Comparison of Primigravida and Multigravida Mothers.of Ill 

Infants for state JxJety Levels . 

I I 
M SD t 

Primigravida (n=6) 52.33 10.98 4.48 

Multigravida (n=4) 55.25 12.66 6.33 

R = .05 



t df(S) ~ -~39, R = .354. There were no significan~ 

differences between p1imigravidas and multigravidas among" 

mothers· of ill infa:qt_,. · 

Table 16 ! 

Comparison of PrimiqrJvida and Multigravida Mothers of Ill 

Infants for.Trai't JxJety Levels 

I I 
I ·! 

Trait Anxiety Level, I 

Primigravida (n=6) 

Multigravida (n=4) 

M 

47 

4·5. 25 

SD t 

4.47 1.83 

9.5 4.75 
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Descriptive daBa !provided a view of the 20 mothers 

involved in the stu [ylas well as data analysis relating to the 

research questions. 'Dhere were two statistically significant 

differences between tJe two groups in regard to the 

demographic data. iJty percent of the mothers of ill 

neonates reportedly hJd problems with this pregnancy (well 



mothers had no problems). And 50% of the mothers of ill 

neo~ates had a fanli~y history of premature or ill infants, 

compared to 10% from mothers with well infants. 
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. . I I . . 
Four mothers 1n Group I were mult1grav1das. t-Tests were 

conducted to determJnJ differences among primigravidas and 

multigravidas. The1e,were no significant differences between 

the two groups at tne~

1
.os level and they were therefore 

I . 
considered as one gioup. 

The data analysij found group differences between coping 
. I I . 

patterns and anxieti levels. Spearman's rho correlation 

indicated significant relationships among coping patterns and 

anxieties levels of·mothers of ill neonates. Mothers of well 

neonates showed a s,aJistically significant correlation 

between state anxietiiJs and the medical communication coping 

I pattern. 



CHAPTER V 

I I . DISCUSSION 

·This study.examined·coping behaviors and anxiety levels 
!I I 

among mothers with !11 neonates and mothers with well 
, :I I 

neonates. An 1nte1retation of the research findings, 

limitations. of the j' tJdy, implications for nursing practice 
I : I . . I I 

and recommendatJ.~ns ;·are presented 1n thJ.s chapter. 
- . I . 
. · ·In1t

1
. eipretation of the Findings 

There were sig ificant differences among mothers who 
I I 

encountered problems dur1ng pregnancy and who delivered an ill 

infant, from motherl Jho had no problems with their pregnancy 

and who delivered a wlll infant. Sixty percent of the mothers 
l 

who delivered an il ~nfant had problems during their 

pregnancies. Mothe s experienced problems with bleeding, 

premature labor, an oligohydramnias. Fifty percent of the 

mothers with ill inJalts had a family history of ill or 

premature infant. Jhlse findings suggest a relationship 

between mothers witd l familial history of ill or premature 

infants and the motleJs' increased chances of giving birth to 

an ill or premature ilfant. 

Mothers of ill'iJfants reported significantly higher 
. I 

anxiety levels on b·th the State and Trait Anxiety Scales. 

These findings suggesJed that mothers of ill infants have 

increased anxieties ojer mOthers of well infants. These 

57 
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findings supported previous research studies that revealed the 

degree of maternal lnliety correlated with the degree of 

infant's illness; Je amount of contact a mother has with her 

infant; and the moJer•s reactions to the Neonatal Intensive 
I . I I I 

Care Un1t (Benf1eld et al., 1976; Dubo1s, 1975; Whaley et al., 

1979}. If the anxiet~ questionnaires could have been given 

prior to delivery, ~h! results may have reflected a higher 

anxiety level in boihlgroups. This may have supported the 

literature that moJe:ts of well infants experience some 

increased anxiety blcluse of the unknown (Klein et al., 1950; 

Leifer, 1980; MerceJ, 1977; Pitt; 1978}. 

The family intlgration and the medical communication 
I I . 

coping patterns indicated that there were no significant 

differences between mJthers with ill infants and mothers with 

well infants. HoweveJ, the coping pattern for social support, 

self-esteem, and stlbllity significantly revealed lower scores 

for mothers with ilJ lnfants. These findings suggested that 
·I I . 

stressful events may have a negative effect on a mother's self-

esteem and thus affJcJ her coping abilities. This finding was 
I I not supported by Ventura's (1983) study in which she found 

th t I t I I f Ill! I t ~t·· th t h 1 f 1 I a ma1n a1n1ng am1. 1y _1n (:a.gr1 y was e mos e p u cop1ng 

I I I 

pattern for parents of well 1nfants; but she d1d not study 

mothers of ill infantJ. Many (80%) subjects in this study 
. - I 

were under the age If 21 years. Teenage mothers have been 

reported to have decreased self-esteem and to not use 

effective coping beJaiiors (Mercer et al., 1984; Young, 

1988}. Because of Jhd younger age of these subjects, the 

scores may be skewed. 
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There were sign:iJficant positive correlations between 

mothers of well infanl, for state anxieties and medical 

communication coping behaviors. This could be explained by 

the fact that all thEi Jothers were still in the hospital and 

therefore were using'mdre medical communication coping 

behavibrs (i.e., talklijg with doctors and nurses; and asking 

medical questions). J elevated state anxiety among mothers 

of well infants could Je due to the test taking process of 

answering the questiJnJaire or by the desire to look good in 

the eyes of the exam,nJr (Spielberger, 1972). Another 

explanation may relatie to the fact that 8 of the 10 mothers of . i . 
well infants were young {14 to 21 years old) with a mean of 

I 1. • 
20.8 years of age. l!nd1.v1duals ages 15 to 17 years of age 

begin to demonstrate .• oJert signs of independence but they 

continue to express undertainty in rebelliousness, especially 

if this makes parentJ Jr adult authority figures unhappy 
. I 

(Baumrl.nd, 1971, 1975; Douvan & Adelson, 1966). Therefore, 

I some of the teenage moEhers interviewed in this study may have 

answered the questiols in a way they thought the investigator 

wanted them to answeJ. 

h . Ill 1 tl"· b t f 1 1 T ere wer.e posl.\:.ol.Ve corre a_1.ons e ween am1. y 

I t tl d dll 11 
I tl I t. t 1.n egra 1.on an me 1.~a commun1.ca 1.on cop1.ng pa erns among 

motherswith ill inffnls. This supported the literature by 

McCubbin et al. {1987) and Ventura {1983) that mothers of ill. 
- - I -

infants may need additional support and resources to help them 

cope effectively. T~i~ als.o supported Johnson's (cited in 
·1 I · 

Riehl & Roy, 1980) mQdel that nursing was the external 
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regulatory force that assists the individual to achieve system 

balance and maintain eduilibrium if patients are unable to do 

so on their own. 

This study found significant negative correlations 

between the family iJtJgration coping pattern and state and 

trait anxieties amonJ Jothers with ill infants. These 

f
. d.·. ' .. tdtjtil·t f 1 t 0 1.n 1.ngs. sugges e ~"'~ · s ress u even s may 1.ncrease 

anxieties and therefJrJ may affect family coping patterns. 

Leifer et al. (1972) a~so found that parents with increased 

anxieties and ineffectJve coping behaviors may be at risk for 

divorce. The findinJs from this study cannot make that 

generalization becau,e the study was not designed to look at 

the long-term effects on mothers with ineffective coping 

patterns and increasJd anxiety levels. 

In thiS study sJat.e-trait anxieties were negatively 

correlated with each oJher and the medical communication 

coping pattern among mJther with ill infants. The negative 

relationship between sJate-trait anxieties is normal 

(Spielberger, 1972). Jrait anxieties measured how the mother 

generally felt and staJe anxieties measured how the mother 

felt answering the qJeltionnaire. An explanation as to why 
. I 

there was a negative correlation between the medical 

I communication coping pjttern and state or trait anxieties 

could be the mother's tnability to communicate with the 

medical and nursing ltaff thereby increasing her anxieties. 

Another reason may bl that even though trait anxiety was 

explained as how one generally feels, there may have been a 



carry over of anxiety related to the present anxiety

producing situation, whln answering the questions for 

anxiety (Spielberger lt al., 1983). 

Limitations 
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trait 

The limitations identified for this research project are 

listed below. 

1. Distance motmers lived from the hospital may have 

t d th f I tlo 0 to 0 th 0 t preven e em rom par 1c1pa 1ng 1n e proJec • 

2. The sample wls limited to one hospital. 

3. The use of a convenience 

generalization of the risults. 
0 I 0 

4. The sample 1n rn1S study 

5 • Due to time lo straints , 

were not primiparas. 

sample prohibits 

was small. 

four mothers of ill infants 

6. The mothers in this study were at different 

I developmental stages when they gave birth because the subjects 

I I ages ranged from 15 to 40 years. 

7. The conditiols impacting on the mothers at the time 

of the study may have influenced their responses. 

Implications 

The theoretical framework and findings of this research 

t d 
0 d . t d 11 ° bl 0 0 1 ° t 0 0 s u y 1n 1ca e severa poss1 e nursing 1mp 1ca 1ons. ne 

implication was to fohm support groups to help guide new 
I 0 0 . · 0 

mothers through the trans1t1on of the f1rst few days of 

motherhood. support frbups have been reported to not be very 

successful, perhaps dre to lack of commitment or training in 

group therapy by staff urses (Cahill, 1975; Farel et al., 
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1991; Minde et al., 1983; Zahr, 1991). Selecting mothers who 

have previously exper~~e~ced an ill neonate to serve as group 
. I . 

leaders may help keep the focus on parents• needs and 

viewpoints and not ne~e~sarily what nurses what nurses 

. th ttl tt' perce1ve as e mos 1mpor an 1ssues. 
·I· I 

Another implication was to use tools and research that 
l I . . measured maternal anx1ety and cop1ng behav1ors thereby 

· . · . I I • . · • 
· allow1ng nurses to· 1d·ent1fy mothers who are not cop1ng .. . -, · I I · 
effectively and who many need assistance to overcome their 

anxieties. Nurses arl in a position to make referrals to 

. 1 k' . f' 1.11 1' t 1 h lth th soc1a wor ers, ., 1nanc1a counse 1ng, men a ea · , or o er 

· t . · t I I th · serv1ces 0 asS1S ner mo ers • 

. ·. A fini,il implicatiot would be to establish services, 

classes, or counseling for teenage mothers. Literature has 
. .. . I I 

demonstrated'that many of these teen mothers respond 

positively to servicel lelated directly to them (DURant et 
I 

al., 1984; Freeman et an.., 1984). 

Recommendations 

Because of the sample size and the use of four 
. .I I . • • mult1parous mothers 1n fhe group of mothers w1th 111 1nfants, 

caution must be taken in attempting to make generalizations 

from this study. stafiLtically the four multiparous mothers 

did not affect the respbnses in relation to anxiety levels or 

coping patterns, but ~i~ make the sample of primiparous 
I 

mothers lethally smal~. 

Based on the resllts and limitations of this research 

study, the following kebommendations are offered. 
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1. The study needs to be replicated using a larger 

• ·I I . . 
sample and ass.essJ.ng ir mother's anxJ.ety levels and cop1.ng 

behaviors before delirery, during the first week after 

delivery, and then ~gaih at several months, after the infant 

has been discharged. . ~is would give the investigator a trend 

to evaluate and would m~nimize Conditions that may influence 

responses. 

2. Using more than ·one hospital setting would allow 
'I 

randomization and woull.d help in making generalization to other 

populations. 

3. If the trait anxiety tool (Spielberger et al., 1970) 

was sent to the mother Lfter she had gone home and had a 
. I I . chance to adJUSt to mrtherhood, the J.nfluence of the present 

si~ation to trait anxi~ties ~y be minimized. 

4. ·Replicate th~ study controlling for the independent 

variable, maternal age. This would allow a separate analysis 

of teenage mothers ank ]older mothers. 

5. Develop valik instruments and tools to accurately 

measure maternal anxi~t~ and maternal coping behaviors for 

mothers who give birth lo well or acutely ill infants. 

, Summary 

The purposes of rhe study were to determine if 

differences existed amoLg first-time mothers in relation to 

their anxiety levels Ln~ their coping patterns. 

The results reverl~d that there were some significant 

differences between mot1 ers with ill infants and mothers with 

well infants. These dir:qs were discussed along with 
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possible explanations. that wer.a s.upported by the literature. 

1 -. 1· t· f I · · · 1 ·th Severa 1.mp 1.ca 1.ons or nurs1.ng care were g1.ven a ong Wl. 

. I I . future recommendat1.ons for research stud1.es. 
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SELF-EVALUATION QUESTIONNAIRE 79 

Developed by Charles D. Spielberger 
in collaboration with 

R. L. Gorsuch, R. Lushene, P. R. Vagg, and G. A. Jacobs 

STAI Form Y-1 

Name------------------------ Date _____ S __ 

Age _____ Sex: M __ F __ 

DIRECTIONS: A number of statements which people have used to 
describe themselves are given below. Read each statement and then 
blacken in the appropriate circle to the right of the statement to indi
cate how you feel right now, that is, at this moment. There are rio right 
or wrong answers. Do not spend too much time on any one statement. 
but give the answer which seems to describe your present feelings. best. · 

1. I feel calm ..................................................... . 

2. I feel secure ..................................... ~ ........... . 

3 .. I am tense. . ................................................. . 

4. I feel strained ............................................... . 

~. I feel at ease ....... ~ ........................................ . 

6. I feel upset ........... · ....... · ................. · .............. . 

7. I am presently \vorrying over possible misfortunes 

CD 

CD 

CD 

CD 

CD 

CD. 

CD 

8. I feel satisfied .......... ·. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . CD 

9. I feel frightened ........ :. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . CD 

10. I feel comfortable . ~ ...................... -;. . . . . . . . . . . . . . . . . . . CD 

11. I feel self-confident ..............•.. · ... : ....... · ...... , .· .. ·. ; . . . . CD 

·T_ 

@ 0) 

.@ @. 

@ @ 

@ @ 

(]) 0) 

CD (!' 

@ @ 

@ @ 

CD 0) 

@ @ 

CD @ 

12. I feel nervous .............................. , ... ·................ CD 0 @ · @· 

13. I am jittery ......... ,,, : . ................................... ~. CD @ . @ @ 

14. I feel indecisive · .......... ~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . CD @ @ @ 

15. I am relaxed ..................................... : ....... ~ .. : . CD @ @ · 0 

16. ·I feel conten~ • • • I e I I I I • I I I I I I I I I I I I I I I I I I I I I I I I I. I I I I I e"oi• I I I I I CD @ @ @ 

17. I am· worried CD @ 0) 0 

18. ·I feel cqnfused ......... · ........... ~ ......... · .... · ...... .' .. : ....... · .... ·. CD @ @ @ 

19. I feel steady · ........... · ... ; ...................... · .... : .. · ....•.. CD @ @ 0 

20. I feel pleasant ... ~ .... : . ..... ; ................. · ..... · .......... . CD .@ @ @ 

·. · ..• · Consulting Psychologists Press 
· ':i77 r.nllPO'P AvPnnP_ Pain A ltn_ r.::~Jifnrni::a Q4~0fi 



SELF-EVALUATION QUESTIONNAIRE 
STAI Form Y-2 80 

Name------------------------ Date--------

DIRECTIONS: A· number of statements which people have used to 
describe themselves are given below. Read each statement and then 
blacken in the appropriate circle to the right of the statement to in
dicate how you generally feel. There are no right or wrong answers. Do 
not spend too much time on any one statement but give the answer 
which seems to describe how you generally feel. · 

21. I ·feel pleasant ............................................... . 

22. I feel nervous and restless 

23. I feel satisfied with myself 

CD 

CD 

24. I wish I could be as happy as others seem to be .......... ; . . . . . . CD @ @ 0 

25. I feel like a failure 

26. I feel rested 

27. I am "calm, cool, and collected" CD 

28. I feel that difficulties ar~ piling up so that I cannot overcome them CD @ @ 0 

29. I worry too much over something that really doesn't matter . . . . . .. CD @ @ 0 · 

30. I- am happy .................... .- ...... ; . . . . . . . . . . . . . . . . . . . . . . . CD @ _ ® 0 

31. I have disturbing thoughts . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . CD @ -@ 0 

32. I lack _self-confidence . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . CD @ · 0 0 

33. I feel secure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . CD @ @ 0 

34. I make decisions easily . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . CD . @ . @ 0 

35. I feel inadequate . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . CD . @ @ 0 

36. I am .content ............... · .................................. . 

37. Some unimportant thought -~uns through my mind and bothers me 

38. I take ·disappointments so keenly that I can't put them out pf my 

mind ...................... -.................................. . 

'39. I am a s_teady _person. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . CD @' @ -0 

40. I get in a state of tension or turmoil as I think over my recent conc~rns 

and interests ~ ........ : .......... · .......... ~ ................ • ... . 

Copyright I (}68, [977 by Charles n: SpiRlhergrr. Rl'ptoduction .rif this test or any portion thl'relif 
by any process lititho·ut written pt-nnissim'-. of the Publisher is prohibited. ·· · 



Appendix B 

CHIP 

Coping Health Inventory for Parents 

81 



82 

I do not 
r-1 cope this 

)'I :;j way because 
)'I r-1 )'I ~ 

r-1 cu r-1 ~ 
CUr-l .j.Jr-1 r-lr-1 r-1 Chose Not s :;j r{j :;j r{j :;j cu 
~~ ~~ S4-1 = Not Pos-

·1"'1 Ol To sible .j.Jr-1 rcr-t ~r-1 .j.J 
COPING BEHAVIORS >< (L) 0 cu ·r-1 cu 0 

~= ~= z:::c: :z: 

1. Trying to maintain family 3 2 1 0 [ ] [ ] 
stability 

2. Engaging in.relationships 3 2 1 0 [ ] [ ] 
and friendships which help 
me to feel important and 
appreciated 

3. Trusting my spouse (or 3 2 1 0 [ ] [ ] 
former spouse) to help me 
and my child(ren) 

4. Sleeping 3 2 1 0 [ ] [ ] 

5. Talking with the medical 3 2 1 0 [ ] [ ] 
staff (Nurses, social 
worker, etc.) when we visit 
the medical center 

6. Believing that my child(ren) 3 2 1 0 [ ] [ ] 
will get better 

7. Working, outside employment 3 2 1 0 [ ] [ ] 

8. Showing that I am strong 3 2 1 0 [ ] [ ] 

9. Purchasing gifts for myself 3· 2 1 0 [ ] [ ] 
and/or other family members 

10. Talking with other 3 2 1 0 [ ] [ ] 
individuals/parents in my 
same situation 

11. Taking good care of all the 3 2 1 0 [ l [ ] 
medical equipment at home 

12. Eating 3· 2 1 0 [ ] [ ] 

13. Getting other members ot the 3 2 1 0 ·[ ] [ ] 
family to help with chores 
and tasks at home 

14. Getting away by myself 3 2 1 0 [ ] [ ] 
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I do not 
r-1 cope this 

~ ~ 
~ r-1 ~ ~ way because 

r-1 Q) r-1 Col 
Q)r-1 ..!Jr-1 r-lr-1 r-1 s ~ ~ ~ ~ ~ Q) Chose Not 
Q)~ -~ ~ s~ = Not Pos-"-- 0.. Q) 0.. ·r-1 A 

".!J r-1 ror-~ r:lr-1 .!J To sible >< Q) 0 Q) ·r-1 Q) 0 
COPING BEHAVIORS ~= ~= -~ = z 

15. Talking with the doctor 3 2 1 0 [ ] [ ] 
about my concerns about my 
child(ren) with the medical 
condition 

16. Believing that the medical 3 2 1 0 [ ] [ ] 
center/hospital has my 
family's best interest in 
mind 

17. Building close relationships 3 2 1 0 [ ] [ ] 
with people 

18. Believing in God 3 2 1 0 [ ] [ ] 

19. Develop myself as a person 3 2 1 0 [ ] [ ] 

20. Talking with other parents 3 2 1 0 [ ] [ ] 
in the same type of 

.. situation and learning about 
their experiences 

21. Doing things together as 3 2 1 0 [ ] [ ] 
a family (involving all 
family members) 

22. Investing time c;tnd energy 3 2 1 0 [ ] [ ] 
in my job 

23. Believing that my child is 3 2 1 0 [ ] [ ] 
getting the best medical 
care possible 

24. Entertaining friends in our 3 2 1 0 [ ] [ ] 
home 

25. Reading about how other 3 2 1 0 [ ] [ ] 
persons in my situation 
handle things 

26. Doing things with family 3 2 1 0 [ ] [ ] 
relatives 

27. Becoming more self-reliant 3 2 1 0 [ ] [ ] 
and independent 



28. Telling,?,;.Jri.~~,~l,~ .,that I· have 
many th.irigs.· ... :t~ should be:' 
thankful .. ::eor'··::.·· · ·· 

29. 

30. 

31. 

32. 

33. 

34. 

35. 

36. 

37. 

38. 

39. 

' . --~;;$1 .. 

Concentrcit.il:ng;:on hobbies·~, 
(art 1 muslq;l -~;·i]:.ogg,~hg 1::~ ·.etC: • ) 

'~: (~i .. ' -~!~.-.:·, •,-. 't·;~,~~~ ,. . .:51:·_ ":.~\.~ .. :·t~l'' 

Keeping:· iny~~te'lf in._,shape and 
well groo~~~ /~~-- : --:,~1 ::{ · 

.-"rnvolvemehi· .. ,ln.:social.:': ·.::. 
acti vi ~i·~-~-- ,,.(pai;:t.i~s 1 ·~tc.) 
with fr;~-~~-tis '-:~:Htf{:.:_:_,:·,~;, ·_ .: ':';'~\,: ... ( 

-Going ·oue·C_~ith~ my':·spouse 
on a regu_~ar· :b~~fs· · ... · 

'• -~~ ·~~i·· ~; •' !'' ~;;_ I ~:· 

., '. :\; ' ·. ;· .. ·' \ .·,., . 

Being ~ut~-'~--P~~sct;:ibed·:: . 
medical::. tte·atni'~nt/s~ · for 
child (ren)\''~'$are:::.'6:~.r-r·ied out 
at home····-~r(~ka·:. -'daily basis. · 

• '"'(;:.. . • _, ·._:.:; = .• 

Building ---a~;t·\"-clq~er~:·;··, · -~~·:· · . ~- : 
relationsh:[p: wi,th~::my ::~pause 

' .. ··: '{'''' -<~. '. ).?;;, ,• .'' '" 

Investi~q_ ... ntyself j~_ri ~y -~ir · 

child (re~r:~·:·:·- .:-:? . ' ·{ 

Talking·-: __ ·oi() .~omeo~~-· (n'ptT 
prof ess'i'o~a-l·;·:q.cnin~«aloJ::f·. 
doctor)::·, abe;>ut, 'h6W,;~/l· feel 

.·· <:· .' ;._ · -~: ... -.. ~.-=.:~ _-=;:t ·--~A·· , .. 

).j 
>t r-1 

r-1 Q) 
aJr-1 +Jr-1 
s = rd = (1)4-1 . ~ 4-1 
~-~~ Q)~ 
.(.Jr-1 "''r-1 
>< Q) 0 Q) 

~= :a::= 
3 2 

'3 2 

3 2 

3 2 

3 2 

3 2 

3 2 

3 2 

3 2 

3 2 

3 2 

3 2 

r-1 

= >t ~ 
r-1 ~ 
r-lr-1 r-1 

. rd = Q) 
S~+-~ = . ·~ Col 
r::=r-t +J 

. ·~ Q) 0 
':s = z 

1 0 

1 .o ' 

·1 0 

:· ·1 0 

·1 0 

'1 0 -~?: 

:.1 0 

1 0 

0 

-1 0 

. -1 0 

':. 1 0 
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I do not 
cope this 
way because 

Chose· Not 
Not Pes-
To sible 

[ ] [ l 

[ ] [ ] 

[ ] [ ] 

[ ] [ ] 

[ ] [ ] 

[ ] [ ] 

[ ] [ ] 

[ ] [ l 

[ ] [ ] 

[ ] [ ] 

[ ] [ ] 

.[ ] [ ] 



COPING BEHAVIORS 

40. 

41. 

42. 

43. 

:·: .. -~ ~ -~' --~ '.'~~·: 

Reading more about the ,, 
medicaa. probl~m which 
concerns· :me 

A·: 

Talking· c>ver personal 
feelings ;and· concern~; w.~th 
spouse ~.; · . ..:.,.\ -<;:

·:·- . .-.J;~. 

··s· 

Being -abli~-· to get away .from 
the home ·/l.Care tasks' and' . 
respon~;ib:i.!:l:ities for ~,s·o~e 
relief-)'.~~~ ··. ··. ·· ·· ··· 

Having~':;my·:·:child with· the 
medical'· .. condition see:ri ·at 
the cl~nicfhospital·on a 
regular basls . . ... 

44. Believt.ng .. t;.hat things: .. will 
work out. ·: ··.:··.':· · · .-~~, ;·> 

45. Doing things .. with _my .. 
children · 

3 2 

3 2 

3 2 

3 2 

3 2 

3 2 

1 0 

1 0 

1 0 

1 0 

·1 0 

1 0 
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I do not 
cope this 
way because 

Chose Not 
Not Pas-
To sible 

{ 1 [ ] 

[ ] [ ] 

[ ] [ ] 

[ ] [ ] 

[ ] [ ] 

[ ] [ ] 

PLEASE check a'll 4-5 items t,o be sure you have eit~er circled a 
•. 

number or checked a box for each one. 
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Demographic Data 

Code: 

Please answer each question so that I will have some 
information o~ you and your family. The form is coded so I 
can match it to ·your other ;·questionnaires. All of the 
information will remain confidential. 

1. Today•s Date: 

2. Age: 3. Race: 
White 
Black 
Amer ic_a_n---=I-ndian 
Other 

4. Married Status: Married 
Divorced· 
separ.a:ted __ _ 
N eve:r:~t}Iarr ied 
Livirig:with Someone 

5. Highest grade of school completed? · ---
6. How many pth~r people are living.with·you in your home 

(including ~;yours~ If)? 

7. ,Employed? .~Yes No 

8. Occupation 
Full-time .------------~--P-a-r~t--~-t~1~.m~-~~------~----~~------

9. Annual famj:~ly income? 
1. Less t~an 6;000 5. 24,001-30,000 
2. 6,: 001--~2' 000 6. 30,001-35,000 
3. 12,001~18JOOO 
4. 1S,oofi24,000 

7. More than 35,001 

10. How many times have you been pregnant? 

11. How many abortions or miscarriages have you had? 

12. Any problems with. this pregnancy? Yes 
If yes, please ejqllaiJt-. 

13. Any familY:history· of premature or ill infants? 
Yes \ No· 
If yes, please:. ~i-s~t-w-h~at was the problem ( s) • 

No 
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Appendix D 

R~sponse~ for Clarification of Tools 
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Anxiety (State) Y-1 Tool: statements Needing Clarification 

1. I feel cal~. (relaxed) 

2. I feel s•c*re. (safe, protected) 

3. I am ten~e~ (anxious, keyed up, upset) 
i 
I 

4. I feel strained. (overdonef 

5. I feel at ease (comfortable, relaxed) 

6. I feel upset. (unsettled) 

7. I am prese*tly worried over possible misfortunes. 

(trouble) 

8. I feel satisfied. (pleased, content) 

9. I feel frightened. (scared) 

10. I feel comfortable. {relaxed, peaceful, untroubled) 

11. I feel self-confident. {sure of oneself, secure) 

12. I feel nervous. {bothered, restless, impatient) 

13. I am 'jittery. {nervous, shaking, ,uneasy) 

14. I feel indecisive. (unable to make a decision, 

unsett,led) : 
I 

15. I am relax~d. (at ease, at rest) 
I 

16. I feel. content. {happy, ,, peaceful, satisfied) 

17. I am worried. {troubled; concerned) 

18. I feel confused. (unclear, mixed up) 

19. I feel ste.ady. (stable, balanced) 

20. I feel pleasant. (agreeable)· 
I ~ I 

Anxiety (Traf~) Y-~ Tool: Statements Needing Clarification 

21. 
' i . 

I feel pleasant. 
! 

(agreeable) 

22. : I 
I feel ner~ous and restless. (bothered, impatient) 
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23. I feel sa~isfied with myself.. (pleased, content, happy) 

24. I wish I could be as happy as others seem to be. 

25. I feel like a failure. (not successful) 

26. I feel rested. (refreshed, calm, at ease) 

27. I am "calm, cool, and collected." 

28. I feel that difficulties (problems) are piling ups so 

that I cannot overcome (solve) them. 

29. I worry too much over something that really doesn't 

matter. 

30. I am happy. (content, satisfied) 

31. I have disturbing (unpleasant, troubled) thoughts. 

32. I lack self~confidence. (being sure of oneself, belief 

in oneself) 

33. I feel secure. (safe, protected, out of harm's way) 

34. I make decisions easily. (judgments) 

35. I feel inadequate. (unable, unqualified, unworthy) 

36. I am content. (happy, peaceful, satisfied) 

37. Some unimportant thought runs through my mind and bothers 

(troubles, annoys, worries) me. 

38. I take disappointments (let downs) so keenly (intently, 

to heart) that I can't put them out of my mind. 

39. I am a steady (stable, balanced) person. 

40. I get in a state of tension (concern, stress, uneasiness) 

or turmoil (:chaos, disturbance) as I think over my recent 

concerns (matters of interest) and interests (cares, 

affairs). 



9.1 

Coping Behaviors Needing Clarification 

1. Trying to' maintain ('keep going, support) family stability 

(steadiness~ balance). 

3. Trusting my; spouse (or former spouse) (or significant 

other) to help me and my children. 

8. Showing that I am strong (secure, willful, able). 

19. Develop /(grow, advance, progress) myself as a person. 

22. Investing (spending, devoting) time and energy (get up 

and go, intensity in my job. 

27. Becoming more self-reliant (self-supporting, confident, 

sure, secure) and independent (depending on oneself 

instead of others, self-directing). 

31. Encouraging child(ren) with medical condition to be more 

independent· (doing things for self and not depending on 
,. 

parents). 

34. Going out with my spouse (or significant other) on a 
I 

regular basis. 

36. Building a closer relationship with my spouse (or 

significant.other). 

37.· :Allowing myself to get. angry (annoyed, irritated, hot 

under the collar, displeased). 

38. Investing_. (qevoting, spending, giving) myself in my 

child (ren):. : 

41. Talking over personal feelings and concerns with spouse 

(or.signi:Biqant other). 
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Appendix E 

Human Assurance Approval 



I 

I 
I 

i 
I 

I 
I 

Human Assurance Committee 1 

Institutional Review Board I 
I I 

October 10, 199!1 

I 
Rebecca S .. Hollins, RN, BSN 
Neonatology (B:rw:) 
Medical College: of Georgia 

{. 

! 

RE: "Maternal ~nxiety Levels and Coping Patterns Among 
Primiparas: When the Neonate is Ill at Birt.h" 

APPROVAL DATE: October e, 1991 

FILE NUMBER:· ~1-10-049 

Dear Ms. · Hollin:s: · 
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The HUMAN ASSURANCE COMMITTEE has reviewed and approved the 
above referenced project by expedited procedure in accordance. 
with the DHHS pbl~cy and the in~titutional assurance op £ile 
with the DHHS. 1 

The Committee would like to call your attention to the fol-
. lowing obligatlons as Principal Investigator of this study. 

Under the·term~ of our approved Institutional Assurance to 
the Department pf' Health and Human Services, you must provide 
us with a progr~s~ report at the termination of·the study, or 
at the annual :anniversary date of this approval, whichever 
comes first. If: the study will be continued beyond the ini
tial year, an ,annual review by the HUMAN ASSURANCE COMMITTEE 
is required, wi;th a progress· report constituting an important 
pa~t of the rev~ew. The Committee will notify you of the an
niversary report: by sending you an HAC-lOT form for comple-
tion. · 

If VA patients or facilities are involved in this study, you 
must also have; a letter of approval ·from the VA Research & 
Development Cominittee prior to involvement of VA patients or 
facilities. 

Sincerely :vours ,_ 

George s. 
Chairman i 

HUMAN Assu~cEI cOMMITTEE 

. ·1·· . ' AUgusta, Georgia 30912-4810 (404) 721·3110 
· I An Affirmative Action/Eaual Oooortunitv Educational Institution 
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Appendix F 

Consent to Use study Site 



october 7, 1991 

j 

I Kay Broman, R.N. , . 
Associate Hospital! D~rector for Patient care 
Medica1 College of! G~orgia Hospital and Clinics 
Augusta, Georgia 3p9l-2 

Dear Kay Broman • I . ' 
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I am requesting yo4r: approval to conduct research for my master's 
thesis at the Medical_ College of Georgia Hospital and Clinics. · The 
study is entitled! "Maternal Anxiety Levels and Coping Patterns 
Among Primiparas ~el) the Neonate is Ill at Birth". The study will 
involve the use ofl a; demographic data-sheet {Appendix A);·and.two 

_questionnaires {Appendices -B & · C). Appendix B is on. coping 
behaviors and. app~ndix c on_ anxiety levels. . The questionnaires 
will be administered-to first time mothers who deliver a newborn at 
least 37 . weeks ges:ta-tion. Attached is a copy of HAC form 101/90 

_ and HAC form 102/90 for your ·review {Appendix E). Included is HAC 
form 103/90 for_ In~o;nned Consent {Appendix D). 

Nursing personnel in-the NICU and Newborn Nursery will be asked to 
identify mothers · who: meet· the . inclusion criteria . for. this study .. 
The _questionnaire~ will be administered by the investigator in 
either the mother •; s . room or in the parent room in the Neonatal 
Intensive Care Nur~ery. The knowledge gained from this study will 
be used to deterntine how health care professionals can assist 
mothers of ill neopates cope with their anxie.ties. 

T appreciate your Consideration of my proposal. You may indicate 
approval by signi:ng; the conse-nt below. ,If. you have further 
questions or ·concerns, I.may be contacted at the-above-address; or 
through the Section <?f Neonatology {BIW 8076 1 . phone 2331 or 2158). 

:· .· 

ebecca s. Hollins~ ~.N. 1 
Graduate Nursing S~ud~rit 

I grant permissionifor_the above-named person to conduct the above. 
· study on the Postp~rtl:um ·unit: and: ·the Intensive -Care Nursery at the -

• ' . l • . • • •. 
Med1cal Colle of Geo 1a 1tal and Cl1nlcs. 

B · oman 1 R ~ N . 1 • N. , M. B. A. · . 
I - . . • 

Associate Hospital rector for Patient Care 
Medical Colle~e.of G~brgia Hospital an~Clini~s~ 

'. .J . 
J-

. I 

. ~. 



October 7, 1991 

. i 
Sandra Ba1ley, R.N. 1 . • 

Head Nurse, Newbo~niNursery and Postpartum 
Medical College of Georgia Hospital .and Clinics 
Augusta, Georgia ~09.12 -

I , 

Dear Sandra Bailei ~ 
I ' 
' i 

i ; 
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I am requesting yqu~ approval to conduct research for my master's 
thesis on the Pos~p~rtum Unit at the Medical College of Georgia 
Hospital and· Cliniic:s. The study- is entitled "Maternal Anxiety 
Levels and Coping :Patterns Among Primiparas When the Neonate is Ill 
at Birth". The si:ud.y will involve the use a·f a demographic data 
sheet (Appendix A!);\ and two questionnaires (Appendices B & C). 
Appendix B. is on c~p~ng behaviors and appendix C on anxiety levels. 
The questionnaire$ ~ill be administered to first time mothers who· 
deliver a newborn ;at; least 37 weeks gestation. Attachedis a copy 
of HAC form 101/9~ and HAC form 102/90: ·· .. tor your review (Appendix 
E). Included is Hl'(C t:orm 103/90 for Infp;nn_ec;l _consent .,(Appendix D). 

Nursing perso~nel :in:_the Newbo~n-Nu~sery will. be asked tb identify 
mothers who meet i. tl1e ~n9lusion criteria . for -this study. -Th~_ 
questionnaires wilrl · ibe administered by the investigator in ei the_r 
the mother's.room:or in the parent room in the Neonatal Intensive 
Care Nursery. The! k:Flowledge gained from this· s1:udy will be used to-· 
determine how health care professionals can assist mothers of ill 
neonates cope wit~ ~heir anxieties. · - - -

' . . 
I appreciate your fcdnsideration _·of my., p~oposal... You ~ay :·1-ndicate 
approval by sign:ing the consent: :bel·ow. . 'Tf you- have- further 
questions or conc~rns, I may be ·contacted at the above address; or 
through the Sectio.n Jof· Neonat·ology (BIW 8076, phone', 2331 or 2158). 

. . . I . 

Rebecca S. Hall 
Graduate Nursing 

I 

i. 

I grant permissio f r the above named person to. conduct the above 
study on the Pas ~ : Unit at the Medical ·college. of Georgia 
Hospital and Clin lc~ .. 

rsery and· Postpartum 
I 6rgia Hospital and Clinics 

i 
·I 

I 



··:!.;. 
\. 

-! 
i 
I 

! 
1 

i 

I 

Peggy Smith, R.N. I . r 

·, -~ 

Head Nurse, Neonatal Intensive Care Nursery 
Medical College of Georgia Hospital 
Augusta, Georgia 30~12 

Dear Peggy Smith . ' . 
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I am requesting your approval to conduct research for my master's 
thesis at the Med!ical College of Georgia Hospital. The study is 
entitled "Maternal:· Anxiety Levels and Coping Patterns Among 

_ Primiparas When th~ Neonate -is Ill ~t- Birth". _The study will 
involve the use o! a demographic· data sheet. (Appendix A);- and two 
questionnaires -(~ppendices B -& ---C). · · Appendix B _ is on · coping:
behaviors and apP.endix C on anxiety· levels._ The questionnaires 
will be administered to· first time mothers who deliver a newborn-

-, . at. least~ 3T .-weeks :ge-station •.. Attached is a-- copy of HAC f.orm.:101/90.- _ _--.~~: ____ _ 
·----··and HAC form· 102/90 .:for your review (Appendix E). Included. i-s. Hl\.C·- :- -

form 103/90 for !~formed Consent (Appendix D). ; · 
o • '; • ;. -' .' • •· ' ·•, • ·• "'.:.: ·.,,· ,>. •• ••o I • ' o • ' •' o - • .... • • • ••• • 

Nursing personnel fin -the NICU -and. Newborn Nursery_ will be- asked to·-··-
- identify mothers whb.-_meet· the inclusion' criter~a for this study. --

The questionnaires- :will be administered by ,the investigator in 
either the m_otheJ;"'S room or in the parent· room in· SNICU. The. 
knowledge gained ·_J from this ·study will .. be used to determine how -
health care professionals can assist mothers of ill neonates cope 
with their anxiet-ies. - - -

L -: .. ':-, -· - - ~, -
I appreciate your·;· cqnsideration of my propcJsai. You may· indicate_-. _. 
approval by sign~ng the consent below. -. If · you have further-_ ·: .. 
questions or· concer:ns, r· may be contacted· at. the above address; or -
through the· Section :of:_ Neonatology--- (BIW-- 8076·,--:· phone 2331'--or--2158) :-c----~·"'-·---~=---·-=-=-·-
or thJ::ough my majori advisor,_ Cecilia Tiller,~ R.N._, _:o.s-.N. ,- School._ 
of- Nursing,· Departm~nt of Parent-Child _Nursing ·(phone 245£) • · 

~--

Rebecca s. Hollin~~;R.N., B.S.N. 
Graduate Nursing ~tudent 

• • ' ~ ,• ' ,·r,. ~· ' 

-I-grant permiss ·the above named-person to conduct the above 
st_:udy _in the· I....,op· .... ....,·~ive Care Nursery at the Medical ·college·- of 

Nursery·-
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Appendix G 

Informed Consent 
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I 
I 

Page 1 of 1 

I ! 

TITLE OF STUDY: t 
I 

among primipa~as 
I 
i 

INFORMED CONSENT 

Maternal anxiety levels and coping patterns 
when the neonate is ill at birth. 

PRINCIPAL INVtSTIGATOR: Rebecca S. Hollins, 'RN, BSN. 
I 

MAJOR ADVISORi :cecilia Tiller, RN, DSN 
1 

I understand that I have been asked to take part in a 
research stud~ about mother .and babies. This study will look 
at mother's anxiety (uneasiness) and mother's coping patterns 
(how she hand~e~ pressures). 

i 

I unders~and I have been asked to participate because I 
o I 

have JUst had ;a ·baby. I know that I am one of 20 patients 
asked to participate in this study. I understand that I will 
not be paid for my participation in this study. I will be 
asked to answer questions on three forms. One form is a fact 
sheet for info~m~tion on myself a~d my family. The second 
form is about my: coping patterns (how I handle pressures). 
The third form: asks questions about how I feel at this time 
and how I usually feel. I understand it will take about 25 
minutes to answer all the questions. !_will not need to put 
my name on any;form except this permission form. All three 
forms will be coded in order to keep my answers together. All 
information will be kept private. 

I 

I underst~nd that my participation is completely free
will and that ~ 9an stop at any time. I understand if I stop 
the study it will not affect the care either given to my baby 
or myself. The*e\is no specific benefits to me or my baby, but 
the information ~rom this study may help other mothers and 
babies. 1 

. I . 
I have re~d\this form and.it has been explained to me. I 

have had a ch~nce to ask quest1ons and they_were answered to 
my satisfactioii,. \ IF I have any questions or decide to leave 
the study I ma I 11 Rebecca s. Hollins, RN, who can be 
re~ched at br Dr~ Cecilia Tiller at the School of 
Nursing at If I ·have any about Human 
Assurance Dr. Schuster at 

tanding of the study, I hereby agree to 
be 

Mother's WitnessfDat.e 

Pr or 




