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Abstract 
Parental confidence is an important factor in gaining expertise in the parental role. 

The process of becoming a confident parent requires a personal belief in one’s own 

capacity but also the ability to engage in mastery experiences (e.g. repeated exposure to 

specific behaviors). Yet, this repeated exposure and ability to gain confidence in 

parenting may be limited when an infant requires complex care and hospitalization. The 

separation and limited interaction between an infant and parent alter the parenting 

trajectory and can halt confidence and ability to acquire parenting skills that are needed to 

meet the complex caregiving needs of an infant with medical complexity.  

This dissertation aimed to develop knowledge related to parental confidence 

among parents of infants with medical complexity by clearly delineating the concept, 

understanding parent engagement within intensive care, exploring relevant contextual 

factors, and examining the development of confidence and factors contributing to change 

in parental confidence. The primary study conducted for this dissertation was an 

exploratory longitudinal multi-method study to examine the development of parental 

confidence, relationship between contextual factors and confidence, and the extent to 

which confidence, contextual factors, and parent/infant demographic characteristics 

predicted parent and infant outcomes. Findings demonstrated a significant increase in 

parental confidence over time and significant association between better family 

functioning and higher confidence. The higher confidence was also predictive of higher 

maternal psychological well-being three months after discharge. Furthermore, findings 

from a second mixed-methods study revealed that parents described confidence as either 
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an emotional state of being or their ability to engage in specific behaviors. Using multiple 

methods to examine the development of confidence, essential knowledge was generated 

about how parents of infants with medical complexity gain confidence in their parental 

role. Recommendations for clinical practice and future research are provided to advance 

our understanding of parental confidence in order to positively impact parent and infant 

health.  
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1. Introduction 
Becoming a parent is one of the most demanding and intense social roles many 

individuals can experience (Coleman & Karraker, 1997). Individuals often develop 

values about how they want to parent prior to becoming a parent.  This influences their 

parenting behaviors and guides subsequent interactions that can enhance the health and 

development of their children (Fox, 2009). Parents need to create early life experiences in 

an optimal environment that will foster successful infant neurodevelopment and good 

health and socioemotional outcomes. A major contributor to the quality of parenting 

behaviors is their sense of parental confidence (Dumka, Gonzales, Wheeler, & Millsap, 

2010; Kohlhoff & Barnett, 2013; Leahy-Warren, McCarthy, & Corcoran, 2012; 

Troutman, Moran, Arndt, Johnson, & Chmielewski, 2012).  Parents who are emotionally 

responsive, sensitive, and have better confidence contribute directly to better health 

outcomes in typically developing (Coleman & Karraker, 2003;Teti, O'Connell, & Reiner, 

1996) and medically complex infants (Dyches, Smith, Korth, Roper, & Mandleco, 2012; 

Hess, Teti, & Hussey-Gardner, 2004). 

1.1 Infants with Medical Complexity (IMC) 

Parents who experience hospitalization of a sick infant requiring complex care 

may encounter challenges associated with creating an optimal environment due to their 

infant’s healthcare-related needs (Bemister, Brooks, Dyck, & Kirton, 2014; Holditch-

Davis & Miles, 1997; Kuo, Cohen, Agrawal, Berry, & Casey, 2011; Ray, 2002; Rempel 

& Harrison, 2007). It is essential for a parent of an infant with complex caregiving needs 

to gain a sense of confidence in their parenting role. Confident parents respond more 
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effectively to parenting challenges and feel more equipped to meet meeting infant needs 

(Spielman & Taubman-Ben-Ari, 2009; Teti & Gelfand, 1991; Verhage, Oosterman, & 

Schuengel, 2013). Furthermore, parental confidence is associated with positive parenting 

behaviors (Coleman & Karraker, 1997, 2003), greater parental psychological well-being 

(Barlow & Ellard, 2006; R. Giallo, Wood, Jellett, & Porter, 2013; Leahy-Warren & 

McCarthy, 2011), and better infant health and developmental outcomes (Coleman & 

Karraker, 2003; Treyvaud et al., 2009). Yet, for parents who have infants with complex 

caregiving demands, little is known about how parental confidence develops overtime 

and factors that may contribute to higher or lower confidence. Three contextual factors 

are hypothesized to foster the development of parental confidence over time: family-

centered care (FCC), family functioning, and infant medical caregiving complexity. 

Understanding how these factors contribute collectivity or individually to the 

development of confidence can provide insight into how to support parents who have a 

child with healthcare challenges. By examining how parenting confidence develops and 

the influence of contextual factors on the development of parental confidence, new 

knowledge will be generated that can aid our current understanding of parental 

confidence.  

The population of interest for this dissertation are parents and their infants who 

have a complex chronic condition. Infants and children who have or are at risk for a 

chronic physical, emotional, or developmental condition are defined as children with 

special health care needs (CSHCN) (Newacheck & Kim, 2005). The more severe and 

medically complex sub-group of CSHCN are defined as infants or children with medical 
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complexity (IMC) (Berry, Hall, Cohen, O'Neill, & Feudtner, 2015; Cohen, Kuo, et al., 

2011). Current conceptualization of IMC identifies those who have one or more chronic 

conditions, have moderate to severe functional limitations, utilize more specialized 

healthcare services, and have higher healthcare utilization than CSHCN or typically 

developing children (Berry et al., 2013); yet, they represent a smaller portion of the 

identified population of children with health care needs as Figure 1 highlights (Russell & 

Simon, 2014). IMCs have extensive health care needs, require intensive care coordination 

services, and have greater mortality (Berry et al., 2013) and poorer health outcomes than 

typically developing infants (Wang, Guttmann, To, & Dick, 2009). Medically complex 

infants generate approximately 42% of medical costs for children who are hospitalized 

(Newacheck & Kim, 2005) and account for 10–17% of childhood hospitalizations in 

intensive care settings, a substantial increase over the last decade (Burns et al., 2010; 

Edwards et al., 2012).  

 

Figure 1 Portion of IMC 

IMC 
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Thus, the Institute of Medicine identified IMCs as a priority population for research as 

technological advances in health care have increased the survival rates and prevalence of 

this population (Berry et al., 2015; Institute of Medicine, 2003).  

The definition of ‘medical complexity’ proposed by Cohen, Kuo, et al. (2011) is a 

non-categorical approach to describing infants born with prenatal congenital conditions, 

those identified after birth requiring hospitalization, and those diagnosed in childhood.  

Descriptions of this population in the literature include medically fragile (Buescher, 

Whitmire, Brunssen, & Kluttz-Hile, 2006; Holditch-Davis, Miles, Burchinal, & 

Goldman, 2011), technology-dependent (Lindahl & Lindblad, 2013), having a life-

limiting or threatening conditions (Ananth, Melvin, Feudtner, Wolfe, & Berry, 2015), or 

having a complex chronic condition(s) (Rehm, 2013). Determining medical complexity 

depends on the appropriate classification system to identify diagnoses and conditions that 

lead to illness severity. Classifications systems such as the Complex Chronic Condition 

Classification System have been developed (Feudtner, Feinstein, Zhong, Hall, & Dai, 

2014) to help researchers better define, identify, and categorize those children who are 

medically complex, other researchers categorize this population by obtaining a measure 

of illness severity or functional status/limitations (Berry et al., 2015; Claar & Walker, 

2006; Russell & Simon, 2014). Defining IMCs using both a classification system and 

illness severity is especially useful when diagnoses vary in symptom expression and/or 

disease trajectory (e.g. cerebral palsy, congenital diaphragmatic hernia, birth asphyxia) 

(Brooks, Rowley, Broadbent, & Petrie, 2012; Silver, Heneghan, Bauman, & Stein, 2006). 

For parents of IMCs, parenting skills develop within the hospital environment. IMCs 



 

5 

endure severe cognitive, physical, or other functional limitations leading to ongoing 

medical, developmental, and social challenges for both infant and family (Cohen, 

Jovcevska, Kuo, & Mahant, 2011; Kuo et al., 2013). Parents have to master complex 

treatment regimens; navigate multiple healthcare, rehabilitative, and social service 

systems (Houtrow, Okumura, Hilton, & Rehm, 2011; Ray, 2002); negotiate with health 

care providers (Corlett & Twycross, 2006; Reis, Rempel, Scott, Brady-Fryer, & Van 

Aerde, 2010), and adapt their parenting to meet their children’s complex needs (Busse, 

Stromgren, Thorngate, & Thomas, 2013; Holditch-Davis, Tesh, Miles, & Burchinal, 

1999; Lemacks, Fowles, Mateus, & Thomas, 2013) while trying to maintain both 

personal and infant well-being (Geere et al., 2013; Woodgate, Edwards, Ripat, Borton, & 

Rempel, 2015). We are limited in our currently understanding of parenting during 

hospitalization of IMCs. This period is critical for both parent adaptation (Miles, 2003) 

and infant neurodevelopment and health (Spittle et al., 2014). During this time parents 

begin acquiring new parenting skills and begin learning how to care for their infant.  

The complex and diverse needs of IMCs require interaction with nurses, 

physicians, specialty services, and social workers and community resources as they 

support parent engagement in the care of their infant. Nurses are especially important in 

addressing healthcare concerns, improving access to care, and promoting positive 

outcomes in this population, as they are integral in all levels of care including inpatient, 

outpatient, and home healthcare settings (Institute of Medicine, 2010; Woodgate et al., 

2015). Parents learn how to successfully manage their infant’s illnesses through 
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interactions with healthcare providers, especially nurses, whose primary role is to support 

and educate parents during and after hospitalization.  

1.2  Parental Confidence (PC)  
Parental confidence (PC) is defined as parent’s belief or judgment about their 

ability to succeed in their parenting role (Bandura, 1997; Jones & Prinz, 2005).  PC and 

‘parental self-efficacy (PSE)’ are synonymous terms that can be used when describing 

how confident a parent feels about their ability to be successful in parenting (Vance & 

Brandon, 2017). Further delineation and examination of these concepts will be discussed 

in Chapter 2. Confidence, or self-efficacy, is a vital intrapersonal resource for parenting 

heathy children and a necessary buffer for parents managing demands associated with 

having an infant with chronic conditions (Benzies, Trute, & Worthington, 2013; Hess, 

Teti, & Hussey-Gardner, 2004). Strong, efficacious beliefs are especially important for a 

parent who has an infant with medically complex issues. Better confidence leads to 

higher quality of parenting, cultivating a healthy environment for optimal early life 

experiences for an infant with medical complexity to thrive. 

Confidence is a dynamic human process and is grounded in personal beliefs and 

values. The belief in one’s ability to be successful in any given task or behavior varies 

across situational challenges (e.g., becoming a parent). Just as self-efficacy shapes 

outcomes on a personal level, these same desires are linked in parenting. Individuals 

often construct a belief system or philosophy about how they want to parent, based the 

desired outcomes or behaviors they hope to foster in their children in response to their 

parenting behaviors. Those with high efficacious beliefs foresee favorable outcomes and 
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determine “how obstacles and impediments are viewed” (Bandura, 1997, p. 145). One of 

the most important attributes of parental confidence is that it describes the strength of 

one’s belief: “the stronger the sense of personal efficacy, the greater perseverance and the 

higher the likelihood that the chosen activity will be performed successfully” (Bandura, 

1977, p. 43).  Given this fact, confidence is a key personal resource for parents of IMCs 

as they learn to navigate the challenges associated with having an infant with complex 

care needs. Thus, knowing how to foster confident parents by providing opportunities and 

mastery experiences will help them to become successful in their parenting role. They 

will learn how to manage treatment regimens and have the confidence to persevere in the 

context of various challenges and complex caregiving behaviors.  

Given the intense needs of IMCs, we want to find ways to help enhance 

confidence, so parents can interpret the obstacles as surmountable and feel empowered in 

healthcare settings, interactions with providers, and in caregiving. Self-efficacy is 

associated with a greater sense of empowerment and individuals who report being more 

efficacious also perceive the management of complex caregiving demands as less 

stressful (Ardelt & Eccles, 2001; Elder, Eccles, Ardent, & Lord, 1995; Silver et al., 

2006). Parents with increased confidence are more resilient in challenging situations, and 

mothers with a greater sense of confidence have lower levels of distress regardless of the 

child’s functional limitations or medical caregiving demands (Silver, Bauman, & Ireys, 

1995). Confidence is associated with better psycholgical wellbeing (Jones & Prinz, 2005; 

Murdock, 2013) and fewer depressive symptoms (Teti & Gelfand, 1991). Even in 

stressful or challening situaitons, confidence and psychological distress are inversly 
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related (Dunning & Giallo, 2012; Fonseca, Nazare, & Canavarro, 2013). Parenting 

confidence is positively associated with better infant health status (e.g. infant weight and 

length) (Anzman-Frasca, Stifter, Paul, & Birch, 2013; Surkan et al., 2008) and reduced 

healthcare utilization (e.g. ED visits and hospitalizations) (Coller et al., 2015). Greater 

confidence also improves child developmental outcomes in non-high risk populations 

(Badr Zahr, 2001; Coleman & Karraker, 2003; Murdock, 2013) and positive parent-child 

interactions that foster an environment for developmental success in their children 

(Abarashi, Tahmassian, Mazaheri, Panaghi, & Mansoori, 2014; Ardelt & Eccles, 2001; 

Dunning & Giallo, 2012; Kohlhoff & Barnett, 2013). The unpredictable disease 

trajectories of IMCs require parents to feel confident in their parenting role so they can 

address multiple healthcare challenges, and positively impact the health of their infant, 

facilitating a better quality of life for the family.  

Measurement of parental confidence or parental self-efficacy falls into 3 domains: (1) 

Task-specific, (2) Domain-specific, (3) Domain-general. Sometimes a fourth ‘general 

self-efficacy’ domain is discussed, but this is not specific to parenting and measures self-

efficacy as global personality trait. Task-specific and domain-specific measures are most 

often used as recommended by Bandura (1997) because self-efficacy beliefs are linked 

directly to the vicarious experiences of a behavior or situation. These measures provide 

the best information; they are more sensitive to parenting a particular age or in a 

particular setting and have the most predictive validity (Wittkowski, Garrett, Calam, & 

Weisberg, 2017). Thus, it is vital to choose the most appropriate scale for a given study 

and population is vital.   
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1.2.1 Development of Parental Confidence 
A dynamic intrapersonal human process such as parental confidence requires 

longitudinal analysis to accurately measure change over time (Willet, 1997).  

Understanding the course of the development of parental confidence is critical given the 

tremendous caregiving demands required of IMC parents. Several researchers have called 

for more longitudinal research to examine how PC develops over time and use domain- 

and task-specific measures for parents of infants (Leahy-Warren & McCarthy, 2011; 

Troutman et al., 2012). In doing so, at-risk groups might be identified, and supportive and 

strategic interventions designed to increase PC and improve parents and infant outcomes.   

A few cross-sectional studies have provided evidence for factors that predict 

confidence. Parental perceptions of difficult infant temperament lead to lower feelings of 

confidence (Spielman & Taubman-Ben-Ari, 2009; Troutman et al., 2012) and stress and 

depression are negatively associated with confidence (Sevigny & Loutzenhiser, 2010). 

Reports of higher family functioning, marital satisfaction, and total family income 

indicate better confidence (Sevigny & Loutzenhiser, 2010; Shorey, Chan, Chong, & He, 

2014). We know little about acceptable ranges or baseline values of PC (Crncec, Barnett, 

& Matthey, 2010), or how time contributes to changes in PC (Leahy-Warren & 

McCarthy, 2011; Troutman et al., 2012). Longitudinal analysis will allow for the 

recognition of temporal aspects of PC, which have not been established, aiding in our 

ability to determine the most sensitive time points for intervention. Without adequate 

intervention, the demands imposed on parents may result in significant financial, medical, 

emotional, and physical challenges, which can have a negative impact on infant health 
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and development (Kratz et al., 2009; Kuo et al., 2011; Macdonald & Callery, 2008). 

Briefly summarized, confidence is a powerful concept influencing many parent and infant 

outcomes. The evidence demonstrates that parental confidence is vital for parents to be 

sucessful in parenting and improve quality of life for both themselves and their infants, 

regardless of their infants’ care needs. Even so, our understanding of how confidence 

develops over time and the collective contribution of contextual factors that contribute to 

the successful development of confidence is markedly limited.  

1.3  Contextual Factors 
Three contextual factors are relevant to the development of confidence for parents 

who begin the process of parenting in the hospital environment (Dunst & Trivette, 2009; 

Vazquez & Cong, 2014). The contextual factors of interest were chosen because they 

include the major aspects of an infant’s and parent’s sphere of influence, including 

family, environmental, and infant factors. Using a developmental science perspective, 

these factors were selected to account for the dynamic interactions between multiple 

domains that may exert influence on the development of confidence (Bingham, 2012; 

Bronfenbrenner & Evans, 2000; Lerner, Dowling, & Chaudhuri, 2005). The specific 

contextual factors are (1) family functioning, (2) family centered care practices, and (3) 

infant medical caregiving complexity.   

Family functioning. During hospitalization of a sick infant, family members are 

often a source of support and encouragement for the child’s parents.  In many family 

studies of children with diverse chronic conditions, family functioning was associated 

with a breadth of child and parent outcomes including PC, which provides strong 
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evidence that this is an important contextual factor (Barlow & Ellard, 2006; Humphrey et 

al., 2015; Zhang, Wei, Shen, & Zhang, 2015). Family functioning is often considered an 

outcome variable rather than a predictor or contextual factor that may contribute to the 

developmental process, such as confidence. 

Family centered care. Family centered care (FCC) is a care model that facilitates 

collaboration, involvement, and respect between providers and families; it is endorsed by 

the American Academy of Pediatrics and widely adopted in most pediatric health care 

settings (American Academy of Pediatrics, 1993; Kuhlthau et al., 2011). FCC is 

predicated on the following principles, (a) parents should not be separated from their 

hospitalized infant, (b) parents and health care providers collaborate in caring for the 

child, and (c) all caregiving should facilitate parental involvement (Griffin, 2006). FCC 

practices facilitate parent engagement during hospitalization and supports parents’ 

development of the skills necessary to provide confident care to their children in the 

hospital and after discharge (Kuhlthau et al., 2011; Shields et al., 2012; Vasli & Salsali, 

2014). Parents who are given opportunities to engage with their children, they report 

greater confidence in their parenting role, and nurses are fundamental to providing these 

opportunities (Coyne, 2015; Dyches, Smith, Korth, Roper, & Mandleco, 2012; 

Kjellsdotter, Lantz, & Ottosson, 2017; Smith, Swallow, & Coyne, 2015). How the 

administrative leaders view intensive care settings’ support of parent engagement will be 

further discussed in Chapter 3. Yet we have done little to measure how the environment 

supports the development of confidence throughout the infant’s hospitalization.  
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Infant medical caregiving complexity. Infant medical complexity was chosen as 

the infant factor to identify across illness how medical caregiving complexity for parents 

may lead to increase or decreases in confidence. The severity of an infant’s medical 

complexity is thought to be a more salient contributor than the diagnosis or the disease 

itself to how confidence might develop (Benzies et al., 2013; Goudie, Narcisse, Hall, & 

Kuo, 2014), how well a family unit functions (Bemister, Brooks, Dyck, & Kirton, 2015; 

Canning, Harris, & Kelleher, 1996), and manages the illness (Zhang, Wei, Shen, & 

Zhang, 2015), and the general wellbeing of the parent (Marrón et al., 2013). Medical 

caregiving complexity provides a more complete representation of challenges parents 

face across the trajectory of parenting and allows for examination of the impact of the 

infant’s caregiving needs on parent, family, and infant well-being.  

1.4  Conceptual Framework 
A multidimensional model of caregiving processes among pediatric populations 

proposed by Raina et al. provides the conceptual underpinnings for the study (Raina et 

al., 2004). The model is based on a comprehensive review of the literature regarding 

caregiver health in families with children with a chronic illness/disability, and it has 

successfully guided research in understanding the relationships between contextual 

factors and caregiving processes (Eker & Tuzun, 2004; Raina et al., 2005; Sulkers et al., 

2015). The model is ideal for this study because it can guide exploration of the 

relationships among contextual factors and PC development over time. Figure 2 depicts 

how parenting confidence is expected to develop over time and the potential influence of 

identified contextual factors.  
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The concept of self-efficacy as proposed by Bandura (1977) is built on the 

premise that there is significant diversity in human capability and self-efficacy develops 

as the result of environmental, sociocultural, and intrapersonal factors, and these beliefs 

are critical to both behavioral competence and change (Bandura, 1977, 1997). As defined 

above, parenting confidence is a term used to describe a parent’s belief in their capacity 

to perform in their parenting role. The theory of self-efficacy is the basis for the concept 

of parental confidence as a dynamic, intrapersonal resource that influences behaviors and 

subsequent caregiving. 

 

Figure 2 Conceptual Model 

Efficacy, or confidence, is not concerned with adequate knowledge or the number 

of skills one possesses; rather efficacy is the personal appraisal of being capable amidst 

varying circumstances (Bandura, 1997). Individuals may still fail at any given task even 
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if they possess the correct knowledge or skills (Schwartz & Gottman, 1976); thus, 

success requires both the skills and the belief in personal capacity that is not overpowered 

by self-doubt. Underlying all of social cognitive theory is the assumption that humans are 

active agents in their ability to influence change through mastery of new behaviors 

(Bandura, 2004; Marks, Allegrante, & Lorig, 2005). Successful mastery of any behavior 

or task, in turn, increases one’s perceived efficacy (Ardelt & Eccles, 2001). Performance 

of specific activities provides feedback to the individual as to how best to perform the 

skill and “strengthens the belief in one’s capability” (Bandura, 1997, p. 94). Both the 

reciprocal nature and modifiability of self-efficacy make it a pivotal concept for 

interventionists and researchers focused on the process of human development. Thus, 

offering evidence about stability and change in confidence will allow us to better 

understand this developmental process and provide more evidence to develop strategic 

methods for healthcare providers to support parents in building their capacity in confident 

caregiving.  

1.5 Purpose and Specific Aims 
The purpose of this dissertation is to develop knowledge related to parental 

confidence among parents of infants with medical complexity by (1) clarifying the 

concept of parental confidence in the current literature, (2) understanding parent 

engagement from unit leadership perspectives among intensive care settings, (3) 

examining the development of confidence and influence of contextual factors in change 

in confidence over time, and (4) exploring associations between parental confidence and 

contextual factors on parent and infant outcomes. The knowledge developed in this 
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dissertation provides a better understanding of what confidence looks like over time and 

impact the positive and negative of specific contextual factors on confidence. A multi-

method approach was used in this dissertation to examine confidence across several 

domains. The purpose of the dissertation was accomplished through five overall aims, 

each covered in their respective chapters: 

(1) Aim 1, Introduce the concept of parental confidence, the significance of 

infants with medical complexity population, and the conceptual framework 

used to guide this dissertation (Chapter 1).  

(2) Aim 2, Through a concept delineation, distinguish between the concepts of 

parental self-efficacy, parental confidence, and competence for further 

clarification of results in the literature (Chapter 2).  

(3) Aim 3, Use a qualitative-descriptive secondary analysis approach to explore 

how medical and nursing unit leadership facilitate parent engagement in 

intensive care environments (Chapter 3).  

(4) Aim 4, Use an exploratory longitudinal design to examine initial status and  

change in maternal confidence, effects of contextual factors (e.g., family 

functioning, family centered care, and infant medical caregiving complexity) 

on change in confidence over time, and effects of initial status and change in 

confidence and contextual factors predict parent psychological and infant 

health outcomes (Chapter 4). The specific research questions addressed in this 

study include,  
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a. What is the initial status and change of maternal confidence among 

parents of IMCs from enrollment to three months after discharge?  

b. What are the effects of contextual factors (family functioning, family 

centered care practices, and infant medical caregiving complexity) and 

demographic characteristics on initial status and change in maternal 

confidence from enrollment to three months after discharge?  

c. To what extent does initial status and change in maternal confidence 

and contextual factors predict parent psychological and infant health 

outcomes?   

(5) Aim 5, A mixed-methods study design explores parental confidence 

trajectories and parent descriptions of how they developed confidence in their 

parental role after hospitalization of an infant with medical complexity 

(Chapter 5). The specific research questions addressed include, 

a. How do parents describe developing a sense of confidence in their 

parenting role after hospitalization of their infant?   

b. In what ways do parent quantitative confidence scores align or differ 

with their descriptions of developing confidence in parenting?  

(6) Aim 6, Synthesize the findings from each of the studies in this dissertation and 

discuss recommendations for clinical practice and future research to improve 

parental confidence in both the hospital and home environment (Chapter 6). 
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2. Delineating Among Parenting Confidence, Parenting 
Self-Efficacy, and Competence  

(Vance & Brandon, 2017) 

2.1  Abstract 
  In this article, the concepts of parenting self-efficacy, parenting confidence and 

competence were examined. Using Morse’s method of concept delineation, a literature 

review of each concept was conducted to uncover commonalities, distinctions, and 

measurement overlaps between concepts and provide conceptual boundaries. Findings 

revealed that parenting confidence and parenting self-efficacy describe a parent’s internal 

attribution or beliefs about their ability to engage in parenting behaviors.  Both terms 

have similar antecedents, attributes and consequences; whereas, competence is a concept 

that should be used as an objective measure by someone other than the parent to assess 

parenting quality.  

2.2   Introduction 
Becoming a parent is one of the most demanding and intense social roles 

individuals can experience in their life (Coleman & Karraker, 1997). Parent beliefs about 

how well they parent is a necessary component to understanding how their beliefs, actual 

parenting behaviors, and parent-child interactions are aligned. How confident a parent 

considers themselves is receiving increased attention by researchers because of the 

impact these parenting beliefs can have on the health and development of children. 

Functioning as a parent incorporates all that occurs with individual motives, affects, 

values, abilities, skills, and beliefs related to child rearing and the behaviors of caring for 

one’s child. An individual’s belief in their ability to be successful in the role of parenting 
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(i.e., confidence) is an essential component of the quality and sustainability of parenting 

behaviors (Belsky & Jaffee, 2015). 

Parenting has three essential dimensions: 1) providing care that protects children 

from harm that includes boundaries for the safety of the child and others, 2) parent-child 

interactions that support developmental, emotional and physical health, and 3) enhancing 

a child’s potential by helping parents learn parenting strategies that facilitate effective 

growth and development(Bornstein, 2003). Parenting research often explores the process 

of parenting by observing how parents engage with their children in a specific context, 

daily interactions and/or caregiving tasks.  By assessing the quality and dynamics of these 

interactions, evidence about which parenting behaviors and interactions create an 

optional environment for child health and development can be determined (Belsky & 

Jaffee, 2015; Bornstein, 2003).  

Other parenting research focuses on the relationships between intrapersonal 

factors, constructs that occur within a person (e.g., thoughts, emotions, attitudes, values), 

and the quality of parenting behaviors. Parenting confidence (PC), parenting self-efficacy 

(PSE) and perceived competence are three related concepts shown to influence how 

parents engage in parenting behaviors. While, these 3 concepts have been consistently 

used in parenting research over the last decade, the interchangeable use of terms, 

inconsistent conceptual definitions, multiple measures, and limited use of theoretical 

frameworks has resulted in ambiguity among concepts and limited ability to synthesize 

findings across studies.    
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Our inability to designate clear conceptual boundaries between each concept led 

us to ask several important questions.  Is parenting confidence the same thing as 

parenting self-efficacy? How are these two terms distinguishable from parenting 

competence? If parenting confidence and parenting self-efficacy are two distinct 

concepts, how can these concepts be operationalized and measured as separate concepts? 

How does the use of the term competence enhance or diminish our understanding of the 

other concepts? Accordingly, a concept delineation is necessary when concepts appear 

merged, as if they shared the same experience (Morse, 1995). Offering conceptual 

boundaries to these concepts will help to better synthesize evidence related to our 

understanding of how intrapersonal factors influence parenting and promotes the health 

and development of infants and young children.  Therefore, the aim of this article was to 

delineate the concepts of PC, PSE, and perceived competence in the context of parents 

with young children (ages 0 – 3 years old).   

2.3 Methods  
Morse’s approach to concept delineation was used to disentangle the overlap 

between terms and offer clear conceptual definitions by examining the use of the 

concepts in a review of the literature (Morse, 1995). This method recommends an 

interdisciplinary exploration conducted in three phases: 1) collect data on the concepts 

based on a review of a literature; 2) describe each concept’s antecedents, attributes, and 

consequences separately; and 3) discuss relationships between concepts and contrast 

potential differences. The utility of this method is to identify conceptual boundaries 

between similar or merged concepts (Morse, 1995).  
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The terms ‘parenting self-efficacy’ or ‘parenting confidence’ or ‘competence’ 

were identified as the appropriate search terms as they are the most common terms used 

to describe the phenomena of self-efficacy beliefs in the domain of parenting.  An 

interdisciplinary search was conducted in PubMed, CIHNAL, Psych INFO for published, 

full text articles in English (Figure 3). The initial search retrieved 651 articles with 138 

duplicates. Title and abstract review was completed based on the following criteria: 1) 

identifiable conceptual definition or use of theory to describe the concepts of PSE, PC, or 

perceived competence, 2) sample population included parents of infants or toddlers 

ranging from zero to three years old, and 3) published after year 2000.  Reviews, 

commentaries, clinical practice guidelines, study protocols or editorials were excluded 

from analysis as not pertaining to the sample population.  The search was refined to 

articles published after year 2000 based on availability of two integrative reviews on 

parenting self-efficacy (Coleman & Karraker, 1997; Jones & Prinz, 2005) and a concept 

analysis on perceived parental efficacy that reviewed articles from 2000 and earlier (de 

Montigny, 2005). Limiting the studies to parents of infants and toddlers allowed for more 

coherent data analysis and interpretation of findings because parenting concerns are 

specific to the age of the child. The final sample included 37 articles, which was 

approximately 25% of full-text articles meeting inclusion criteria (n=120) (Morse, 1995). 

An additional five articles published prior to 2000 were kept based on their seminal 

contribution to the development of these concepts (see Appendix A for summary of 

articles).  
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Figure 3 Flow Diagram of Articles 

2.4 Literature Review of Concepts 
 
2.4.1 Level of measurement 

Providing an accurate assessment of the how these concepts may differ requires a 

thorough understanding of how these concepts are measured. Parenting self-efficacy, 

parenting confidence, and competence are multi-dimensional in nature; thus, these 

concepts have different levels of measurement. Predominately, three levels of 

measurement exist for measuring self-efficacy beliefs: 1) global (beliefs about being 

capable or confident to complete any given task); and 3) domain-specific (parent’s belief 

in their ability to parent at a specific level or in certain conditions). 
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Assessing general self-efficacy is accomplished through evaluation of global 

beliefs not necessarily linked to parenting tasks or children of certain ages (Crncec et al., 

2010).reveal Domain-general is concerned about the broad perceptions of parenting 

ability, and not focused on specific parenting tasks or domain of parent (i.e. feeding 

behaviors, academic performance) (Jones & Prinz, 2005, p. 343). In contrast, domain-

specific (also referred to as task-specific) instruments assess level of confidence in 

specific tasks of parenting often associated with particular ages, issues or concerns (e.g., 

toddlers, infants, diseases, eating, academic performance)(Coleman & Karraker, 1997). 

There is some support that domain-specific measures have better predictive 

validity and are more sensitive to change than domain-general or global self-efficacy 

measures (Bandura, 1997). However, before 1997, no studies included both levels of 

measurement in a single study to verify this assertion. Only a few studies have combined 

levels of measurement to assess the multi-dimensionality of the concept or to provide 

more conclusive evidence as to which level of measurement has the best predictive 

validity and sensitivity to change (Coleman & Karraker, 2003; Murdock, 2013; Sevigny 

& Loutzenhiser, 2010; Spielman & Taubman-Ben-Ari, 2009; Troutman et al., 2012). Of 

the studies that included more than one level of measurement, each had a different 

combination of levels and measures (e.g., domain-general & domain specific; global and 

domain-general; global and domain-specific) and highly varied samples; thus, the 

findings remain inconclusive about which level of measurement is best. It would be 

useful to assess which level of measurement may be most appropriate in varying contexts 
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or parenting behaviors. Regardless how parenting self-efficacy and parenting confidence 

are measured, these concepts are identified as an important intrapersonal resource 

associated with better parent psychological health, (Jones & Prinz, 2005) quality of 

parenting behavior, (Coleman & Karraker, 1997, 2003) and overall infant growth and 

developmental outcomes (Kohlhoff & Barnett, 2013). Further work is required to 

determine which level of measurement may be most appropriate to determine the strength 

of the relationships among specific outcomes. The table in Appendix A provides a 

general definition of each concept, how the concept was used in the study, and measures 

to operationalize each concept. Table 1 provides a brief overview of the three concepts.  

Table 1 Overview of Concepts 

Parenting Self-Efficacy  Parenting Confidence  Competence  
Definition   

“Parent’s belief or 
judgment about their 
ability to be successful 
in the parental role.” 
(Jones & Prinz, 2005) 

“Parental feelings of competence 
in the parenting role.” (Crncec et 
al., 2010) 

Perceived: “reflects her maternal 
confidence, which is a basic 
determinant of her capacity as a 
mother and affects her response to 
her infant.” (Mercer & Ferketich, 
1994) 
Objective: “Quality of parental 
caregiving and interaction.” 
(Holditch-Davis et al., 2011) 

Use of Concept    
Predictor variable (n=9) 
Mediator/Moderator 
(n=2)  

Outcome variable 
(n=10)  

Predictor variable (n=6) 
Mediator/Moderator (n=1)  
Outcome variable (n=2)  

Outcome variable (n=5)  

Measures   
Parenting Sense of 
Competence (n=6)  

 Parenting Sense of Competence 
(n=3)  

Maternal Efficacy Scale 
(n=4) 

 Maternal Competence Subscale – 
(Parenting Stress Index) (n=1) 
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Toddler Care 
Questionnaire (n=1) 

Toddler Care Questionnaire (n=2)   

Parental Cognitions and 
Conduct Toward the 
Infant Scale (n=2)  

  

Self-Efficacy for 
Parenting Tasks Index 
(n=2)  

  

Parenting Confidence 
Scale (n=1) 

Maternal Confidence Scale (n=4)   

Perceived maternal self-
efficacy tool (n=1) 

Researcher developed scales (n=3) Composite score (n=1) 

2.4.2 Parenting Self-Efficacy  
Parenting self-efficacy (PSE) was the term used most often (n=21), with one 

study that used the term ‘infant care self-efficacy”(Hudson, Campbell-Grossman, Fleck, 

Elek, & Shipman, 2003). All but two studies (Rebecca Giallo, Rose, & Vittorino, 2011; 

Raikes & Thompson, 2005) provided conceptual definitions based on self-efficacy 

theory. Specific definitions ranged from quoting a frequently used definition of PSE, 

“expectations parents hold about their ability to parent successfully”9 to paraphrased 

definitions using words like the belief or judgment or confidence in one’s ability to 

perform effectively or competently in the parenting role. Two studies (Benzies et al., 

2013; Raikes & Thompson, 2005) assessed global self-efficacy beliefs rather than domain 

general or specific parenting beliefs because they believed it would provide a more 

comprehensive understanding of parenting confidence when a child has a health 

condition or disability, whereas domain general or specific measures are tailored to 

specific issues (e.g., academic performance, obesity, autism, or diabetes management or 

populations (e.g., adolescents, early childhood, or first time parents). The measure used 
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most often (n=6) to assess PSE was the Parenting Sense of Competence Scale, (Anzman-

Frasca et al., 2013; Coleman & Karraker, 2003; Dunning & Giallo, 2012; Rebecca Giallo 

et al., 2011; Spielman & Taubman-Ben-Ari, 2009; Troutman et al., 2012): a domain-

general parenting scale that asks parents to rate perceived sense of competence in the 

parenting role. Some researchers consider this scale to be consistent with self-efficacy 

theory because the revised version, has an Efficacy subscale where the authors noted 

links to self-efficacy theory, although this was not explicit by the authors of the 

instrument (Crncec et al., 2010). The second most commonly used scale (n=4) was the 

Maternal Efficacy Questionnaire (MEQ) (Hess et al., 2004; Surkan et al., 2008; Teti & 

Gelfand, 1991; Troutman et al., 2012): a domain-specific scale that was created to 

measure how good a parent feels about their ability to perform tasks associated with 

caring for their infant. A total of 12 different scales (Boivin et al., 2005; Kohlhoff & 

Barnett, 2013; Leahy-Warren et al., 2012; Murdock, 2013; Pennell, Whittingham, Boyd, 

Sanders, & Colditz, 2012; Pierce et al., 2010; Sevigny & Loutzenhiser, 2010; Shorey et 

al., 2014; Verhage et al., 2013) were used to measure PSE, all of which were created 

using self-efficacy theory, except for the Parental Self-Agency Scale (for a complete 

review of scales see (Crncec et al., 2010).   

In the seven studies that included fathers, the measures were modified to include 

neutral language by changing the wording of the questions to be inclusive of both roles. 

However, none of the studies set out to validate a measure on a sample of fathers. A 

single qualitative study of fathers of preterm infants (Thomas, Feeley, & Grier, 2009) was 
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the only article to exclusively study fathers. The qualitative data confirmed that for 

fathers to feel confident, they required personal reinforcement (mastery experiences), role 

modeling (vicarious experiences), belief in their capacity to parent (self-perception of 

ability) and responsiveness from their infant. These findings are consistent with the 

mechanism for the development of self-efficacy as proposed by Bandura. Psychology 

journals focused on infant mental health and infant development were more likely to 

publish articles on this topic (n = 13) than nursing journals (n=6). Sociology, public 

health and one interdisciplinary journal were also represented.  

2.4.3 Parenting Confidence  
Parenting confidence (n=9) was most often defined as a parent’s appraisal of his 

or her capability to effectively engage in behaviors associated with parenting. Those 

studies that used the term ‘confidence’ were less likely to provide a theoretical 

framework, mention self-efficacy theory, or provide a clear conceptual definition (Badr 

Zahr, 2001; Fonseca et al., 2013; Gross, Rocissano, & Roncoli, 1989; Leahy Warren, 

2005; Liu, Chen, Yeh, & Hsieh, 2012; Loo et al., 2006; Morawska & Sanders, 2007; 

Olafsen et al., 2007; Zahr, 1991). Confidence was measured using three scales: The 

Maternal Confidence Questionnaire (MCQ), (Zahr, 1991) Maternal Self-Confidence 

Scale, (Loo et al., 2006) and the Toddler Care Questionnaire (TCQ) (Gross et al., 1989). 

The MCQ used most often (n=4) by the researcher who developed the scale. The articles 

using the Maternal Confidence Questionnaire (MCQ) focused on measuring a mother’s 

perception of her parenting ability. However, the MCQ was created using Mercer’s 
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maternal role attainment theory, laying the groundwork for studying maternal confidence 

(Zahr, 1993). The TCQ was developed from the seminal work of Teti and Gelfand (1991) 

who were the first to explore maternal self-efficacy as a mediator of parenting behavior 

and parent psychological wellbeing. They defined maternal confidence as a mother’s 

belief in her ability to effectively manage and carry out tasks related to parenting. The 

two studies (Gross et al., 1989; Morawska & Sanders, 2007) using the TCQ mentioned 

the measure’s link to self-efficacy theory; however, their operational definition and 

concept of interest was maternal confidence. In contrast, the TCQ measure was used in a 

study (Gross, Conrad, Fogg, & Wothke, 1994) where the concept of interest was PSE, 

further demonstrating the interchangeable use of measures and overlap of concepts. Only 

one study of parental confidence (Fonseca et al., 2013) included fathers. Interestingly, no 

group differences between mothers and fathers was found related to level of confidence 

and psychological distress. Linking PC to a specific theory has made it difficult to 

distinguish perceptions of confidence in the parenting role as distinct from parental self-

efficacy.  

2.4.4 Competence 
Perceived competence (n=5) was measured as an outcome variable in all the 

studies in the sample. Competence was defined as a mothers’ perception of her ability 

manage or achieve competence in mothering, that is her perceived ability to feel 

competent.  All but one study, used Mercer’s Maternal Role Attainment Theory as the 

framework to guide the study.  In Maternal Role Attainment, competence is only one 
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component in the maternal developmental process to achieve competence in the 

mothering role as she integrates mothering behaviors into her life (Mercer & Ferketich, 

1994). The other two components are maternal identity and presence. Of the five studies 

exploring maternal competence, four used the Maternal Role Attainment Theory to guide 

the conceptual framework of competence. Even though this theory differs from self-

efficacy theory, maternal competence was still measured by the Parenting Sense of 

Competence Scale (n=3)(Baker, McGrath, Pickler, Jallo, & Cohen, 2013; Mercer & 

Ferketich, 1994; Ngai, Wai-Chi Chan, & Ip, 2010), a self-report parenting measure 

widely accepted as a measure of domain-general parenting self-efficacy (i.e. perceived 

competence) (Crncec et al., 2010). The other study (Tarkka, 2003) measuring perceived 

competence used the Maternal Competence Subscale of the Parenting Stress Index, which 

has no theoretical ties but still used Maternal Role Attainment theory as the guiding study 

framework. The only exception to the measurement of perceived competence was a study 

exploring attributes of materal role attainment (Holditch-Davis et al., 2011).  In this 

study, competence was defined as an objective measure by creating a composite score of 

maternal interview data, behavioral observations, and scores from the HOME inventory 

subscales. Aside from this study, perceived competence was defined as a parent’s sense 

of feeling capable in the parenting role, which overlaps with parental self-efficacy. 

Hence, for conceptual clarity and consistently in the literature, the use of the term 

competence should be reserved to describe an objective assessment of parenting quality 
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attributed by someone other than the parent (i.e., not parental self-report) as has been 

mentioned by other authors (de Montigny, 2005).  

2.5 Findings 
Findings were analyzed by organizing articles by their conceptual definition of 

parenting self-efficacy, parenting confidence, and perceived competence (see Table 1). 

Reviewing the literature in this manner allowed for identification of relationships 

between concepts. This also allowed for a better examination of how the concepts were 

studied (e.g., independent/predictor, mediator/moderator, or dependent/outcome variable) 

in each study sample.  

2.5.1 Definition of Concepts 
Parenting self-efficacy is a multidimensional concept defined as parental beliefs 

or confidence in their ability to successfully carry out parenting tasks and is a distinct, 

domain-specific concept captured under self-efficacy theory (Bandura, 1997; Jones & 

Prinz, 2005). Parenting confidence (PC) is defined as the belief or judgment a parent 

holds about their ability to be successful in tasks associated with parenting (Crncec et al., 

2010; Gross et al., 1994). Competence has been conceptually defined as either perceived 

competence -  a parent’s perception of his or her ability perform tasks associated with 

caring for their child (de Montigny, 2005) or as an objective appraisal by someone other 

than the parent to assess parenting quality (Holditch-Davis et al., 2011). The use of 

‘parenting sense of competence’ or ‘perceived competence appears to be an early 

phrasing of the concept but has since been replaced by either PSE or PC. 
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2.5.1.1 Antecedents and Attributes  

The antecedents and attributes of PSE and PC are known based on the extensive 

research of self-efficacy beliefs (Bandura, 1997; Coleman & Karraker, 1997; Gist & 

Mitchell, 1992) Based on this literature, identified attributes of PSE, which now includes 

PC, is knowledge, self-perceived ability, and strength of these beliefs (or perceptions) 

(Table 2). Confidence itself is the main attribute of self-efficacy. Being confident and 

being efficacious describe a person who perceive themselves with the ability to engage in 

certain behaviors. These beliefs are essential to a person’s ability to start and 

subsequently master a behavior, such as those required of parents to foster the health and 

development of their child.  

Because of the cyclical nature between the antecedents and attributes of PSE and 

PC, determining the exact nature of how confidence develops is difficult. For some 

parents, having previous experiences (knowledge) of parenting behaviors such as infant 

care, soothing, or feeding may enhance confidence, but these parenting behaviors may be 

experienced differently for a parent who now has an infant who requires hospitalization 

after birth; thus, having knowledge (an antecedent) does not translate to confidence 

immediately. Other parents may not have previous parenting experiences but through 

social and verbal feedback (antecedent: vicarious experience) and their own appraisal of 

confidence in other areas of life, they may have a greater sense of confidence not related 

to mastery experiences. If we think about a mother who has four previous children who 

then delivers a fifth baby with a congenital defect requiring intensive care immediately 
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after birth, she may report a sense of confidence in general care of her infant but not feel 

Table 2 Concept Antecedents, Attributes, and Consequences 

Parenting Self-Efficacy Parenting Confidence Competence 
Antecedents    
• Mastery Experiences 

(knowledge)  
• Vicarious Experiences  
• Emotional State  
• Social/Verbal Feedback 

• Mastery Experiences 
(knowledge)  

• Vicarious Experiences  
• Emotional State 
• Social/Verbal Feedback 

• Identity  
• Presence  
• Perceived competence 

Attributes 
• Knowledge  
• Self-perception of abilities  
• Strength of belief  

• Knowledge  
• Self-perception of abilities  
• Strength of belief  

• Ability to perform and 
quality of parenting 
behaviors (responsive to 
cues, talking, playing, 
affect) 

• Observed Interaction  
Consequences 
• Effective parenting practices; higher quality of parenting behavior  
• Resiliency, empowerment, positive parent - child interactions 
• Associated with better illness-related caregiving quality  
• Better psychological adjustment  
• Positive infant/child developmental outcomes and health status because of parenting quality  

confident in caring for that infant in the hospital setting until she has some mastery or 

vicarious experiences. While she may feel confident as a mother because she has four 

other children the experience of having a child in the hospital is new and thus her 

confidence may be different in this context. Conversely, first time parents may report 

similar levels of confidence even though they have no previous experience with infant 

care. If they were given opportunities to engage in parenting behaviors and received 

positive reinforcement and feel generally confident in other aspects of their life, they may 

develop a greater sense of confidence from knowing they can do it and having been given 

opportunities from nurses to engage in parenting behaviors.  

One of the most important attributes of PSE and PC is the strength of this belief. 
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Strength refers to the degree of certainty or uncertainty an individual has about a behavior 

(Bandura, 1997). The greater the certainty or uncertainty of a belief influences how long 

a parent might persist in performing parenting behaviors (Coleman & Karraker, 1997). 

Developing confidence in the parenting role is a cyclical relationship between mastery of 

effective parenting behaviors, increased feelings of confidence (efficacy beliefs), and a 

child’s developmental successes.  Increasing a sense of confidence is strengthened by 

effective parenting (mastery experiences) and the developmental success or sustained 

health of a child is likely to increase a parent’s confidence by interpreting their parenting 

as favorable. A strong sense of efficacy influences the quality of parenting practices 

while efficacy beliefs can also reinforce parenting behaviors as a child responds 

positively to parent-child interactions. The overlap in PSE and PC antecedents and 

attributes describe concepts that require both the perception of ability (a sense of 

confidence to complete the task) and knowledge to engaging in behavior one desires to be 

successful (mastery experiences).  

Perceived competence, along with parenting identiy and presence, are necessary 

determinates to aquire objective competence (Mercer & Ferketich, 1994). In other words, 

perceived competence is another way to describe PSE or PC, which is an antecedent to 

competence (the acutal ability to engage in effective parenting behaviors). A parent must 

have some level of baseline confidence in order to enage in parenting tasks. Confidence 

is likely to increase overtime as mastery experiences and social/verbal feedback become 

more frequent; but, to even engage in parenting behavior, one must feel as though they 
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have some ablity, even if minimal.  

PSE and PC not only includes the degree of confidence a parent has about 

particular behaviors, but also includes having adequate knowledge about these behaviors 

(Conrad & Gross, 1992). The knowledge is both an antecedent and attribute.  Parents 

who have prior knowledge of a given behavior may have greater confidence. The reverse 

is also possible, those who feel less efficacious or lack necessary knowledge do not 

persist in the behaviors of parenting as readily and are more likely to give up sooner 

(Bandura, 1997). Successful parenting requires both knowledge of behaviors and the 

belief in their capacity that is not overpowered by self-doubt. Parents may often engage 

in behaviors that they have no prior knowledge about (e.g. changing a diaper of a 

premature infant, consoling a fussy baby, attending to cues), but through modeling, social 

interaction, and personal achievement, they gain a greater sense of confidence in that 

behavior.  

Implicit in most measures of PSE and PC is the assumption of prior knowledge of 

the task, but knowledge is not often directly measured. Of note, only two studies 

measured parental knowledge and confidence (self-efficacy) concurrently (Conrad & 

Gross, 1992; Hess et al., 2004). One reason for this may be that measures assessing 

parents’ feelings or ability to engage certain behavior inherently assume parents know 

what behavior is being asked of them.  In creating a confidence measure, it may be an 

assumption that to measure confidence, this would not be otherwise possible if the 

individual had no knowledge of the necessary parenting behaviors. Thus, the two are 
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inherently linked and not easily measured separately.  

2.5.1.2 Consequences 

Based on the available evidence, the three concepts have the same consequences. 

The major consequence of being an efficacious or confident parent is engaging in 

appropriate parenting tasks that fosters an environment in which their child can grow and 

develop with success (Jones & Prinz, 2005). Consequences of these beliefs are also 

associated with better quality of life (Dunning & Giallo, 2012)  improved psychological 

well-being (Fonseca et al., 2013) and greater parenting quality (Hess et al., 2004). The 

consequent of being a confident parent can improve parent psychological well-being, 

promote positive interactions with the infant, influence health and development of his or 

her child, and buffer against challenging situations, isolation, and maladjustment.  

2.5.2 Use of Concept 

Understanding antecedents, attributes and consequences is related to how the 

concepts are used (including measurement and other methodological issues) in research 

studies. How these concepts have developed comes from the evidence of what may 

predict better confidence, the ability of confidence to influence parenting quality or 

parent and infant wellbeing, and how confidence may change over time.  

Sixteen studies placed PSE or PC as an independent variable to predict infant 

development (e.g., temperament and behavior), infant health (e.g., short stature, weight 

and length), perceptions of infant temperament and behavior family functioning, stress, 

psychological wellbeing and/or parenting behavior (i.e., competence). Seventeen studies 
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focused on identifying how predictors like social support, income, age, ethnicity, fatigue, 

family functioning, and depression were associated with PSE, PC, or competence (e.g., 

outcome variable). Four studies tested the mediation or moderation effects of parent 

beliefs on infant behavior, parent behavior (competence), and stress and one was a 

qualitative study with fathers. In summary, upon close examination of the conceptual 

definitions and instruments used to measure these concepts, little distinguishes the 

measures as being conceptually different. Confidence is the most identifiable and 

common word in the English language to help individuals relate to the concept we are 

trying to understand (Bolton, 1977). Feeling confident is something tangible and 

identifiable for parents and is the most useful way to help parents identify the phenomena 

on interest to researchers. 

2.5.3 Delineation between concepts  
PSE and PC both describe parent perceptions of their ability to engage in the 

behaviors expected in their role as a parent, which includes those studies of competence 

that have used the conceptual definition that describes a parent’s perceived sense of 

competence using either a domain-general or specific measure.  The overlap among the 

attributes and antecedents for PSE and PC confirm why there has been significant overlap 

in the use of these concepts (Table 2).  

Based on the analysis of the PSE and PC articles, there is significant overlap 

among the antecedents, attributes, and consequences for parenting self-efficacy and 

parenting confidence (Table 2). There is no distinct attribute for either PSE or PC; thus, it 
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is not possible to delineate substantial differences between these 2 concepts. Confidence 

in parenting is a parent’s belief in their ability to parent successfully (Crncec et al., 2010; 

Jones & Prinz, 2005), which assumes they also have the knowledge of specific parenting 

behaviors to foster their child’s developmental successes. Lack of distinguishing 

differences may be partly because the most common measure (e.g., Parenting Sense of 

Competence Scale) was used in studies using each of the three terms, PC, PSE, and 

perceived competence. Based on this analysis, attributes for both PSE and PC include 1) 

parent appraisal of their parenting ability, and 2) knowledge of caregiving tasks and 

behaviors needed at each stage of their child’s development. The following analysis 

revealed researchers primary aim was to identify perceived capacity about being 

successful in tasks associated with parenting. In contrast, Holditch-Davis et al. (2011) 

focused on competence as a specific component of a larger construct known as maternal 

role attainment; thus, their primary concept of interest was maternal role attainment and 

not parenting confidence or parental self-efficacy. Self-efficacy is the perception of 

confidence relevant to activities in context or situations.  

The difference between PSE, PC and competence lies in who is providing the 

perception. Most often those who use the term competence are in fact measuring a 

parent’s sense of competence (i.e., perceived) and are not measuring competence 

objectively. Actual competence is an objective measure of the quality of parenting 

behavior by someone other than the parent about his or her parenting ability (de 

Montigny, 2005). Competence implies assessment of parenting quality (e.g. the 
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completion of behaviors). Four studies included an objective measure of competence as 

an outcome variable by creating a composite score of parenting behaviors from direct 

observations of free play and feedings to assess parenting quality (Coleman & Karraker, 

2003; Hess et al., 2004; Holditch-Davis et al., 2011; Teti & Gelfand, 1991). Holditch-

Davis et al. (2011) demonstrated that objective competence was positively related to 

improved caregiving quality (e.g. responsiveness and participation).  Greater competence 

was directly related to better typical caregiving and health-care related caregiving in high 

risk infants (Holditch-Davis et al., 2011); yet, this study did not include a measure of 

confidence or perceived competence. Other researchers have yet to find significant links 

between self-efficacy and parenting quality (objective competence) (Coleman & 

Karraker, 2003; Hess et al., 2004). However, this could be because of the differences in 

how the composite score was created as the measures used differed in each study. Hence, 

for conceptual clarity and consistently in the literature, the term competence should be 

used as an objective measure of parenting quality done by someone other than the parent 

(i.e. not parental self-report or perceived competence) as has been mentioned by other 

authors. This is an important distinction for clarity and evaluation of research findings. 

2.6 Discussion 
Across the literature, parental self-efficacy, parent confidence and parent 

competence were each used to describe parents’ sense of confidence, or appraisal of their 

ability to be a successful parent, including a judgment about their ability to perform the 

parenting role as it varies by situational challenges and contexts (Bandura, 1997). The 
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literature also emphasized the importance of these concepts as an intrapersonal resource, 

necessary for the positive health and development outcomes of both parents and children. 

While parenting beliefs’ research spans the interest of several disciplines, there has been 

little focus on examining what factors contribute to the development of confidence or 

self-efficacy beliefs related to parenting. In this analysis, delineation of the three concepts 

included careful evaluation of how each term was defined, operationalized, and 

measured. Thus, competence should be viewed as a distinct concept from perceived 

competence, where the latter is more in line with a parent’s appraisal of confidence and 

the former is an objective measure of parenting quality (e.g. observation of parenting 

behaviors and interactions).  

While some researchers discuss a distinct difference exists between parenting 

confidence and parenting self-efficacy (Bandura, 1997; de Montigny, 2005); close 

examination of the evidence and measures used to assess these concepts do not reveal a 

clear distinction. Confidence is generally understood as a personal sense or feeling of 

self-assurance based on personal assessment of ability and capacity. Bandura argued that 

confidence is a “nondescript term” (Bandura, 1997, p. 342) yet, using the word 

confidence to assess self-efficacy has been the only way to operationalize self-efficacy 

beliefs because it more clearly describes and isolates the concept of interest (Bolton, 

1977). Our understanding of both PSE and PC can only come from self-report measures 

that appraise a parent’s sense of confidence in parenting. Offering clear boundaries 

between the concepts was further complicated by using the same measures for each 
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concept across studies with different conceptual definitions. Consequently, research to 

date, reveals that PSE and PC are in-fact the same. Future research should attempt to 

parse apart the strength of a person’s belief directly associated with the level of 

confidence tied to parenting behaviors, as suggested by Bandura, which could delineate 

between PSE and PC.  

To distinguish between PSE and PC each concept may require measurement at a 

specific level (e.g., domain-general vs. domain specific). For instance, PSE could be 

conceptualized as the broad umbrella concept, best measured globally or domain-general, 

to encompass all parenting behaviors and not connected to specific ages of children.  

Whereas, parenting confidence may be better measured as a domain-specific concept that 

only measures parenting beliefs related to a specific situation, context, or ages of children 

(e.g., caregiving needs of medically complex children, toddlers, school age, or 

adolescence). For example, the attributes parenting confidence may sensitive at the 

domain-specific level because confidence is tied to specific situations and context. 

Addressing whether parenting confidence attributes remain consistent across samples of 

parents who have healthy vs. chronically ill children may be one way to assess how 

domain-specific vs. domain-general confidence influences the development of 

confidence. In other words, are there general parenting experiences (i.e., domain-general) 

that enhance confidence or does confidence vary in relation to the context of certain 

parenting behaviors (i.e., domain-specific)? Until then, it may be necessary to accept the 

interchangeable use of PSE and PC once better measures are developed that can more 
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effectively disentangle specific attributes between PC and PSE.  In summary, 

interchangeable use of parenting confidence and parenting self-efficacy should not be 

viewed as a disadvantage; rather a starting point to evaluate the overall evidence 

available about this important intrapersonal resource.   

Limitations persist regarding our understanding of either PSE or PC overall.  First 

and foremost, fathers are vastly under studied. Only eight studies included them in their 

sample and those samples were limited to married couples. To date, no confidence scale 

has been validated on a large sample of fathers.  There are no domain-specific scales for 

fathers; thus, current measures are adapted to include more neutral language.  The 

Karitane Parenting Confidence Scale (Crncec et al., 2010) has gender-neutral language 

for use with mothers and fathers. Initial psychometric data of the scale is from a sample 

of mothers and the preliminary data of fathers has yet to be published. While there is 

evidence to believe that paternal and maternal self-efficacy is associated, and this 

intrapersonal factor operates similarly between each role but our understanding remains 

limited as to the sex differences of this factor and the differential effects of the concept on 

parenting as a mother or father.   

Another substantial limitation is the lack of information available about how PSE 

or PC changes over time. More evidence is needed to add clarification as to how 

confidence is developed and how it may change in relation to time and/or experiences.  

Cross-sectional studies continue to be the primary research design, which can only 

provide a snapshot of this complex, highly contextual developmental process. More 
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evidence is needed that captures how confidence develops and how these beliefs might 

persist in varying contexts or environmental challenges. Through longitudinal 

examination, evidence could be gathered about the impact of this concept on infant health 

and developmental status over time and the temporal aspects of how the concept can be 

maintained in challenging environments.  

2.7 Conclusion 

Further research is needed to help delineate which levels of measurement is most 

predictive when measuring parent beliefs as it relates to the quality of parenting 

behaviors. Research is also needed that includes a measure of parenting confidence, 

objective competence and parenting quality (i.e., responsiveness, illness related 

caregiving quality, interactions) to further understand the relationships between these 

concepts and development of each concept. Finally, much of the attention in the literature 

has focused on how parenting confidence influences parenting quality, infant 

temperament and/or development, without including infant health (i.e. weight, growth, 

hospital admissions, etc.) as an outcome of interest. This huge gap in the literature is 

particularly relevant to nurse researchers whose focus is improvement of health outcomes 

for both healthy and medically complex infants and children. Nurse caregivers are 

present at all levels of healthcare and thus integral to the process of helping parents feel 

more confident as a parent, especially in context of having a child with health-related 

caregiving needs. 
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Parenting confidence is an essential component for parents to function 

successfully in their role. Confidence helps to buffer and support parents in their ability 

to care for not only healthy infants but those with complex health care needs. Parents who 

are be challenged with developing healthcare related confidence and caregiving behaviors 

to their parenting repertoire, often do so in the hospital setting. This requires parents to 

adjust and develop new skills and strategies for balancing life with a child who has a 

chronic condition. The factors that influence what parents have more or less confidence 

requires further examination as there is limited information in this population; and yet, 

the health and developmental status of these infants requires parents who feel confident 

to engage in health-related parenting behaviors.  

Parents who feel more confident in their role as a parent not only perceive 

themselves as being effective in their parenting role but are more likely to engage in 

successful parenting practices. Nursing research is uniquely positioned to study complex 

phenomena that address health outcomes and promotion of positive behaviors such as 

helping to create more efficacious parents. As researchers, our intent needs to be on 

producing informative, sound, and theoretically based evidence that enhances the health, 

wellbeing and quality of life for those in our care. Nurses inform care that will lead to 

improved health outcomes and enhance the quality of life for parents and their children. 

The more that is known about what helps parents become confident in their role as parent 

will not only positively impact the health and development of their child but the potential 

to influence the wellbeing of the whole family.  
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3. Inpatient Unit Leadership Perspectives on Parent 
Engagement in the Neonatal and Pediatric Intensive 
Care Environment 

3.1 Abstract 

Purpose: To was to explore how medical and nursing unit leadership facilitate parent 

engagement in intensive care environments.  

Methods: Qualitative secondary analysis of 16 semi-structured interviews of unit 

leadership (medical directors and nurse managers). Directed content analysis explored 

themes within the interviews using systematic strategies to ensure rigor.  

Results: Unit leadership described three main features of the care environment necessary 

for supporting parent engagement: (1) Culture of Care, (2) Relationships in Care, and (3) 

Environment of Care. Overall, unit leadership understood the importance how each 

feature of the care environment facilitates engagement. Unit practice changes and 

inconsistent communication were barriers for parent engagement.  

Conclusions: Unit leaders discussed how the features of the care environment were 

interconnected to optimize parent engagement. Together unit culture, relationships and 

environment provide the means for parents and providers to co-manage and deliver care 

to hospitalized infants and children. 

Practical Implications: Unit leadership understand and value their responsibility to create 

care environments that optimize parent engagement. Better strategies need to be explored 



 

 

44 

that allow healthcare providers and parents to collaborate and manage care together for 

hospitalized children.  

3.2 Introduction  

Neonatal and pediatric intensive care units (NICU and PICU) are complex, high-

tech, fast paced, and emotionally-charged care environments focused on providing life-

sustaining treatments to infants and children with complex conditions. The care 

environment is a broad term used to describe the overall setting and physical space that 

cares for hospitalized infants and is the space where parents and providers interact to 

manage care. The physical space of an intensive care unit, the complexity and severity of 

the child’s condition, and alterations in parental roles can leave parents feeling 

overwhelmed and stressed (Baird, Rehm, Hinds, Baggott, & Davies, 2016; Twohig et al., 

2016). Healthcare providers try to make the care environment less threatening, but the 

complex medical procedures and physical space are difficult barriers to move beyond 

(Mooney-Doyle, Dos Santos, Szylit, & Deatrick, 2017). Increasingly, children’s hospitals 

have worked to be more family-focused, inclusive, and collaborative, yet challenges in 

implementation remain (Kuo et al., 2013; Shields et al., 2012). Healthcare providers are 

tasked with striking a balance between providing high quality, life-saving care while 

involving parents in caregiving and decision-making as meaningful members of the 

healthcare team.  

Family centered care (FCC) models guide healthcare providers to invoke practices 
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that encourage family participation (American Academy of Pediatrics, 1993). Unit 

leaders in the NICU and PICU (medical and nursing directors) develop policies and 

procedures that encourage specific family-centered practices to help parents develop the 

necessary skills to provide competent care to their child in the hospital and after 

discharge (Baird, Davies, Hinds, Baggott, & Rehm, 2015; Bastani, Abadi, & Haghani, 

2015). These policies and procedures empower PICU and NICU care providers to 

facilitate the engagement of parents in care in contrast to functioning as 

‘gatekeepers’(Aagaard & Hall, 2008; Feeley, Genest, Niela-Vilen, Charbonneau, & 

Axelin, 2016). When parents are encouraged to participate in care, their physiological 

well-being is improved (Welch et al., 2016), bonding with their infant is promoted 

(Heinemann, Hellstrom-Westas, & Hedberg Nyqvist, 2013; Pineda et al., 2017), and a 

sense of control in an otherwise stressful and overwhelming environment is achieved. 

FCC ultimately strengthens parental identity and confidence (Reynolds et al., 2013). 

Consequently, models of care that support parent engagement have become a priority 

within most pediatric intensive care settings.  

Parent engagement is a broad construct that includes a range of parenting 

behaviors and interactions, which is unique to each parent-child unit; however, in the 

context of healthcare ideal parent engagement includes involving parents in healthcare 

decision making, frequent and clear provider communication, and encouragement of 

parental presence at the bedside. To effectively promote parent engagement, there must 

be a unit-wide commitment to developing and strengthening relationships between 
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providers and families. These relationships facilitate a partnership wherein parents add 

value to the care plan and are not viewed as ‘visitors’ (Hall et al., 2017). Variation in type 

and amount of participation must be welcomed as differences in family values, 

obligations, and general coping resources make for a range of parent engagement desires 

and needs (Baird et al., 2015). Parent engagement is ultimately influenced by the entire 

care environment: the physical space, the policies surrounding medical and nursing 

treatment, and the overall culture of the unit.  

The culture in these units is managed and co-created by unit leaders, health care 

providers, and families. The leadership can directly and indirectly support parent 

engagement by adopting policies and procedures supporting the health care team’s 

involvement of parents in care planning and caregiving, and by assuring parents that their 

presence and opinions are essential to achieving the best possible outcomes for their child 

and family (Hall et al., 2017; Lantz & Ottosson, 2014; Smith et al., 2015). Unit values 

and practices also inform parents about how they are expected to interact with providers 

within the care environment. Yet, despite the best efforts of healthcare teams, most 

intensive care settings struggle with effective provider-family communication (Wigert, 

Dellenmark Blom, & Bry, 2014), are often not-family friendly (Butt, McGrath, Samra, & 

Gupta, 2013), and in times of high workload, provider communication and attentiveness 

to parental involvement decreases (Heinemann et al., 2013). Further organizational 

barriers like inadequate space for families, or hospital and unit policies limiting parent 

participation in care, can combine with ineffective provider-parent relationships and 
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result in a care environment that limits parent engagement. Nursing and medical unit care 

leaders have the ultimate responsibility to work with care providers and families in the 

co-creation of an environment supportive of parent engagement. However, a deep 

understanding and promotion of the critical role of unit leaders in crafting a parent-

friendly care environment is largely absent within the literature. A deeper understanding 

of how unit leaders (medical directors and nurse managers) influence intensive care 

environments that support parent engagement can lead to the development of new 

system-level interventions. Given that unit leaders can offer a needed perspective on how 

the care environment is co-created between healthcare providers and families, the authors 

sought to answer the following research question: How do unit leaders of neonatal and 

pediatric intensive care environments describe parent engagement in the care 

environments they oversee? Therefore, the purpose of this study was to explore how 

medical and nursing unit leadership facilitates parent engagement in intensive care 

environments. 

3.3 Methods 

This secondary qualitative study was based on interview data collected from nurse 

managers and medical directors of insensitive care units at one academic medical center 

in the Southeast US. The purpose of the interviews with unit leadership was to provide 

the context of caregiving for the primary study examining decision- making for infants 

with complex life-threatening conditions (RO1NR010548, P.I. Docherty). The second 
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and third authors of this manuscript were investigators for the primary study, responsible 

for data collection, and were involved throughout data analysis for the secondary study. 

Institutional review board (IRB) approval was obtained for the primary study with the 

first author added to the IRB.  

3.3.1 Primary Study 

The primary study was a longitudinal mixed-methods multiple case-study design 

examining the trajectory of parent and health care provider decision-making for infants 

with life-threatening conditions (1R01-NR010548). Thirty-three cases were studied; each 

case included the index infant, infant’s parents, attending physician, and at least two 

additional health care providers (e.g., medical fellow, nurse practitioner, bedside nurse, 

and/or social worker). Cases were recruited from three intensive care pediatric units from 

one hospital that provided care to children with life-threatening conditions (i.e., Pediatric 

Cardiac Intensive Care Unit (PCICU), Neonatal Intensive Care Unit (NICU), and Bone 

Marrow Transplant Unit (BMTU)). For the primary study, unit leadership (medical 

directors and nurse managers) were included with the cases and interviewed annually to 

understand how the care environments may have played a role in parent and provider 

decision-making and to provide a contextual basis of caregiving. 

3.3.2 Secondary Study 

Design. A qualitative descriptive design was used to explore unit leaders’ 

perspectives on parent engagement within intensive care environments. 



 

 

49 

Setting & Sample. The primary study sample included unit leaders of all three 

units participating in the study (n=8). Data for this analysis included interviews from unit 

leaders (n=6) of two units: the neonatal and pediatric cardiac intensive care units (NICU 

& PCICU). The BMTU unit data was excluded from this analysis because of important 

differences in patient population, length of stay, and care provider routines and schedules. 

The NICU was an ‘open baby’ unit split into eight main rooms with each room housing 4 

– 8 beds set up side by side. Privacy between bed spaces was provided by curtains. 

Between Year 1 and 2, the NICU added an additional unit called the Transitional Care 

Unit (TCN), increasing the number of beds to 66. The PCICU was a 13-bed unit with 

patients set side-by-side and separated by curtains. Between Year 2 and 3, the PCICU 

moved from an open-unit design to private rooms. Neither the NICU or PCICU had 

formalized primary nursing care; however, some patients in the NICU had primary nurses 

through an informal sign-up process. Nurses could choose to be the primary nurse for a 

specific patient during that infant’s hospitalization.   

For this secondary analysis, interviews were conducted annually with medical 

directors (n=2) and nurse managers (n-=4) over three consecutive years. While nurse 

managers changed during the 3-year period, the medical directors did not change over the 

course of the study. In total, six medical director interviews and ten nurse manager 

interviews were completed. These interviews generated over 650 pages of data reflecting 

descriptions of the care environments over the study period. In this manuscript, the word 
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‘provider(s)’ refers to any nursing and/or medical staff who may have interacted with a 

family during their child’s hospitalization. 

Data Analysis. The semi-structured interviews were 40 – 60 minutes in length, 

conducted in person, recorded, and transcribed: transcripts were verified by study staff.  

Interview questions in Year 1 were broad questions about the care environment, unit 

philosophy or mission statement, unit practices, staffing, and resources. Questions 

included: “Describe your unit’s philosophy related to how you involve families in care?”, 

“What unit policies, protocols guide staff working with families of infants?”, “How does 

your unit communicate the plan of care?” In Years 2 and 3, the questions focused on 

providing updated contextual information about the care environment, such as; “Over the 

past year have there been any changes?”, “What is the decision-making process like 

between providers and families?” The full interview guide is available in Appendix B.  

A text-based analysis program was used to view, store, code, and organize the 

interview data (ATLAS.ti version 4.2, Scientific Software Development, Berlin). Each 

interview was read carefully in its entirety before coding to gain an overall understanding 

of the information provided by the unit leaders. The intent of the secondary analysis was 

to understand the specific phenomenon of parent engagement in the intensive care 

environment. The first author then used a multi-phase approach to analyze the data using 

deductive content analysis (Hsieh & Shannon, 2005). Deductive content analysis is an 

appropriate method for identifying concepts and/or categories from which to build a 

larger understanding or conceptual map of a phenomenon (Elo & Kyngas, 2008). Using 
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previous knowledge about how operationalized in hospital settings based on family 

centered care practices, plus the author’s clinical practice and general knowledge of 

hospital care, a general coding scheme was developed with the following categories: unit 

practices, unit resources, communication, changes in the environment, parent 

involvement in care, provider involvement in care, and family centered care. Additional 

codes related to different topics raised by unit leaders about the caregiving environment 

were generated throughout the coding process. Once all interviews were coded, broad 

context of care categories that provided an overall description of the care environment 

were identified. These care categories included parent involvement in care, family 

centered care, unit practices, unit culture, communication, and decision making. Codes 

included within a broader category were not mutually exclusive. For example, a code 

related to family conferences was grouped with communication, parent involvement, and 

decision-making.  

Rigor. Trustworthiness of the analysis process was developed through regular 

discussions with co-authors. Analytic memos were maintained throughout the coding 

process to track assumptions, insights, and potential biases to maintain reliability of the 

coding (Krefting, 1991). At each phase of coding, codes were reviewed, and decisions 

made about duplicate or overlapping concepts. Systematic documentation of decisions 

was made, and author discussions were kept as an audit-trail of the coding process 

(Whittemore, Chase, & Mandle, 2001). All authors have clinical and research experience 

in intensive care environments and are familiar with how care is managed in the case of 
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families who have a child with a complex condition. Additionally, the second and third 

authors have extensive experience with qualitative analysis. 

3.4 Results  

Three main categories emerged from the unit leaders’ interviews about how their 

respective care environments supported parent engagement: (1) Culture of Care, (2) 

Relationships in Care, and (3) Environment of Care (Table 3). Each category was equally 

influential in the overall care management of hospitalized children in each intensive care 

setting. Culture of care includes ways in which care is planned and delivered to patients 

and their families, guided by shared clinical practices (i.e., written care guidelines and 

policies). Relationships in Care includes the unit leader’s perspective about the 

interpersonal processes and actions used by providers to collaborate and engage with 

parents. Environment of Care addresses the impact of unit physical characteristics, 

changes, design, and layout of the space on parent engagement. Communication was a 

frequent topic that crossed all the categories; thus, it is embedded within each category 

and relevant to all aspects of the care environment.  

3.4.1 Culture of Care 

Culture of care is the shared set of practices that forms the tone of the unit and 

offers parents a first impression. Ideally, this tone is supportive and welcoming. There are 

many factors that influence the culture of a unit such as the unit care model, clinical care 

guidelines, parent-provider interactions, positive teamwork, and inter-provider 
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relationships. Culture of care includes how nurses and other providers engage with 

parents on a regular basis and their identity as a unit that provides “family-centered care.”   

Table 3 Care Environment Categories 

Categories  Definition Sub-Categories  Representative Quote 
 
Culture of 
Care  
 

 
Refers to the set of 
shared goals and 
practices to formulate a 
plan and deliver care to 
hospitalized infants and 
their families.   

 
a. Care Delivery  

 

You want people to be part of the 
process, you know if we sit there 
and make decisions alone, we’ll 
frequently miss the opportunity to 
get good information from the 
family. 

 
b. Plan of Care  

 

Let them know what’s going on 
with their baby, to give them as 
much information as you can, to 
give them a plan.  
Most of the time it’s deciding 
what the options are and telling 
them [parents] where do you think 
you should go.  

 
Relationships 
in Care 

 
Refers to the 
interpersonal skills 
necessary for positive 
interactions between 
parents and providers 
to effectively manage 
care. 

 
c. Routine Updates 

 

Part of our usual conversation 
with them when we touch base is 
to talk about what their baby 
weighs and what they’re eating 
now, and what their oxygen level 
is and any plans for the next 
twenty-four hours.  

 
d. Decision Making 

We want to develop a relationship 
with them so that, it’s them 
working with us, not us in 
isolation making mandatory 
decisions on their child’s life. 

 
Environment 
of Care 

 
Addresses the impact 
that unit characteristics, 
changes, design and 
physical layout can 
have on the ability of 
parent to engage in the 
care of their 
hospitalized child.   

 
e. Unit Design and 

Practice Changes 

Creating a safe environment … 
create an environment that was 
more family-friendly.  
We’ve changed a lot of stuff – 
We’ve done way more in terms of 
involved care and a lot more 
families on rounds.  

 
f. Ideal 

Environment 

An environment where people feel 
collaborative, they feel supported, 
they feel important.  
We all remember that baby is the 
reason that we’re here, the baby 
and family.  
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The unit culture is also impacted by specific clinical care practices and unit 

policies that define how care is managed, who can participate in care and when, and the 

process of delivering specific aspects of care. For instance, unit leaders talked about the 

practice of kangaroo care (i.e., who can do it, when it is appropriate and for how long) as 

well as practices related to infection control, blood transfusions, and medication 

administration.  

The culture of care in any unit is influenced by the underlying attitudes and values 

of the staff who work on the unit and is often visible to patients and families through the 

model of care. Sometimes there is a formal philosophy in place, the most common 

philosophy being known as family centered care. Unit leaders were specifically asked 

about family-centered care practices in their interview because, there was a hospital-wide 

initiative during the study period to implement practices that were deemed to make the 

children’s hospital more “family centered.”  

The medical directors and nurse managers gave a broad definition of FCC and 

were able to articulate specific elements of the overall family centered care philosophy. 

They did not refer to a specific organization or institutional definition, but they had 

informal, general knowledge about the care philosophy. The unit leaders agreed that their 

units were not as family-centered as they would like and had a desire to do more.  

We incorporated a lot of new practices in our unit … we’ve been looking at our 

Family Centered Care aspect as far as visitation, making sure families are 



 

 

55 

included in rounds, really trying to hammer the idea home with everyone how 

important it is that families are our partners in care.  

Nurses do a really good job of taking care of the patients, they don’t always do as 

good of a job taking care of the families.   

 [We] should be more family centered, you know this is the direction that 

everyone is going, and this is the right thing to do.   

The unit leaders also spoke hopefully about wanting to increase the family centered 

nature of their environment. 

Care Delivery. The manner in which care is delivered by providers is vital to 

establishing the culture within the unit. Nurse managers spoke often of specific nursing 

practices that facilitated a culture of parent engagement like kangaroo care (skin-to-skin 

holding), parent participation in care tasks (e.g., diaper changing, feeding, soothing), and 

daily communication with parents. A few leaders spoke about challenges nurses face 

when their views and/or values are in conflict with parents’ wishes and the emotional 

intensity of caring for premature infants and infants with complex conditions. Unit 

leaders recognized the important advocacy role nurses played, and how much they valued 

these nurses and their desire for more family-engaged practices.  

Unit leaders also described specific unit practices that governed the care provided 

to infants. Care activities discussed were based on clinical care guidelines and unit 

practices that nurses and other providers use to facilitate the care of infants and their 

families. Table 4 is a list of a few topics discussed by PCICU and NICU unit leaders 



 

 

56 

related to certain clinical guidelines and practices within their care environments. These 

topics were mentioned to describe various aspects of care delivery and ways in which 

care was managed during a child’s hospitalization. These care guidelines or practices 

were also used to communicate a typical trajectory or typical length of stay. The formal 

guidelines about care delivery were also used as a tool to communicate expectations to 

parents about care delivery and times when they can help deliver care. They included 

information related to siblings, parental presence in the unit, who can visit and when, 

how many individuals can be at the bedside, parental presence during nursing report and 

medical rounds, calling the unit, and additional resources. These care guidelines were 

described by unit leaders as the unit rules that set the expectations for parents regarding 

their presence and guided parents in how to interact with the environment.  

When we’ve talked to families a lot of things that we’ve found is the families wait 

to be offered things, as opposed to asking for things. Not all families, just some 

families who are going to much more assertive about pursing what ... they should 

be involved in. I think a lot of families feel like that [as guests]. They want to 

know the rules, they want to know the guidelines, they want to know how to 

behave.  

These expectations overlapped with creating and delivering the plan of care and helped 

facilitate how engaged a parent wanted to be with the plan of care.  

Plan of Care. The predominant way unit leaders described managing care was 

‘giving parents a plan’, with subsequent encouragement for parent 
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participation/engagement. Providers stated that a plan might get changed after more 

discussion if parents were not in agreement. 

Table 4 Care Delivery Topics 

Topics 
Patient assignments 
Bereavement Program 
Care guidelines 
Committees 
Family conferences  
Family presence in rounds 
Family visitation 
Handoff communication  
Infection control 
Kangaroo care 
Medical rounds 
Nursing report 
Palliative Care Program 
Quality of Life Program 
Unit guidelines 
Sibling visits/sibling cart 

 

To give them as much information as you can, to give them a plan, is very helpful 

for the family, but as the baby gets better allowing the family to become more 

involved as the baby’s condition allows. 

The severity of an infant’s medical condition often limited parent contact but not 

necessarily presence at the bedside. Unit leaders described situations where providers 

established a plan of care with parents and identified how this collaboration would orient 

parents to their infant’s current situation and provide parents with a sense of control. 

Though providers tried to work with parents to create a plan, unit leaders stated that 

clinical expertise was the priority in formalizing the plan of care. Unit leaders 

acknowledged that some parents were okay with being given a plan and others wanted 
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more involvement. A few unit leaders spoke of the need to provide a plan to parents early 

in hospitalization if the infant was unstable, then find ways to allow parents to engage 

once the infant’s medical status started to improve. Therefore, timing was a critical factor 

in balancing parent engagement with the infant’s medical needs and acuity. 

We try to be very inclusive of families from the very beginning, when the baby’s 

not so sick, if the baby’s extremely sick it’s very hard for families to interact with 

their baby.  

I’ve got to give you the opportunity to understand what’s going on with your child 

and I’ve got to communicate it and give you my advice of what’s going on … 

family centered care is a collaboration between a professional and a family 

member, understanding and respecting each other’s input and knowing that at 

some point in time their input is going trump yours, at some point in time my input 

is going to trump theirs.  

Having a plan of care is vital to managing care in the hospital. It is also cannot happen 

without communication to the parents and between the providers. Unit leaders often 

reported that plans were best communicated when there were established relationships 

with parents and good working rapport between providers.  

3.4.2 Relationships in Care 

Unit leaders spoke frequently about interactions between themselves and parents 

and among providers and parents. The medical directors were regularly “on service” and 
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therefore had frequent contact with patients and families. Most interactions were reported 

as positive, but many were described as challenging and making care delivery tense. All 

the unit leaders agreed that communication was essential for creating positive parent 

engagement and effectively managing care; yet communication could be the most 

frustrating aspect of their job, especially when there was a misalignment of values, 

miscommunication, or disagreements among providers or parents. They spoke adamantly 

about trying to encourage positive interactions between care providers and between 

providers and parents.  Both positive and negative communication among providers and 

parents was the basis for how relationships formed and was often the context in which 

decisions were made.  

Routine Updates. Communication was the most frequently discussed topic. 

Embedded within this topic is routine updates with parents about the plan of care for both 

short- and long-term goals. They discussed the need for frequent, regular communication 

with parents with the goal of developing a plan of care, or, “to get or stay on the same 

page.” Unit leaders spoke of their frustration with ineffective communication among 

providers when care plans changed or there were differing provider opinions about care 

strategies.  Unit leaders recounted parents’ stories of ineffective communication. Unit 

leaders described parents as often frustrated with providers when they perceived a lack of 

clear, consistent communication because it made parents feel as though they were not 

being heard. This seemed to be particularly true when parents’ opinions did not align 

with the provider’s plan of care. Nurse managers viewed attending physician and resident 
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schedules as limiting the consistency of communication delivery, whereas nurse 

practitioners were perceived as having better communication among themselves and with 

parents.  

Nurse practitioners are really good about providing some consistent contact with 

families. I think that they have the ability to do that more readily than the 

residents might. There are families that prefer a phone call [for any change at 

bedside], and I mean the slightest change in their care. That’s where we fall down 

sometimes because what we think is a critical piece of information and what they 

[parents] feel like is critical is not the same thing. 

The unit leaders viewed communication as a recurrent source of parent frustration. The 

previous quote exemplifies a common occurrence wherein parents and providers had 

differing views of what information should be communicated and at what time. The unit 

leaders were aware of the constant struggle with lack of communication with families.  

One of the major problems we have is miscommunication of the plan of the 

day…when we talked to our parents and said what is it that you find most 

stressful here and they said the most stressful time is when you guys are not on the 

same page, and I hear three different plans and I don’t know what the heck’s 

going on, and I know you guys are well-meaning and I know this is not an exact 

science, but can you, you know, cut the crap. 

One leader mentioned that she would like to start asking parents how they want to be 

communicated with and the preferred frequency of contact.  
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That’s something that we’ve just been recently talking about too is our plan for 

how the family like would to be updated - do they want a provider to call them, do 

they want the nurse to do it, do they want it to be the attending. What time, how 

do I reach you? What’s the best way email, or, you know phone calls…yeah 

updating families in the way that they want to be updated. What we have to 

always remember is that it’s family first.  

It is important to note that this leader’s response was in specific reference to updating 

families daily, but it has larger implications related to communication preferences of 

families and how providers choose to engage with parents throughout their child’s 

hospitalization. 

Two strategies for routine updates were family conferences and medical rounds. 

Family conferences were discussed as an approach to managing care and increasing 

communication with parents. Family conferences were offered at the discretion of 

providers in both units: neither unit had written plans for the timing of family conferences 

and conferences were viewed as being too time-consuming to be offered routinely and to 

every family. 

It’s very difficult for an attending to schedule a routine conference with every 

single family in the unit because of the time that entails.  

Parents could request a conference if they needed information. As one Nurse Manager 

stated, more families were asking for and receiving conferences before a critical event, 

whereas previously conferences were often used to convey bad news. One nurse manager 
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felt that weekly or bi-weekly updates during a conference might help families feel more 

comfortable. She also felt that most families preferred that the attending physician initiate 

the conference.  

I think it’s comforting to a family to have open communication [in the conference] 

because that’s what families are asking for is, ‘please just talk to me’. 

Another unit leader spoke of a mother who was upset because of miscommunication 

between providers about the discharge plan created for her baby. This leader felt that an 

earlier family conference could have offered the mother an opportunity to communicate 

her desires and be “heard” but the conference was the result of frustration and anger on 

behalf of the mother.  

To settle out what the actual plan was going to be …  she actually did get to take 

her baby home after all …  and I think she just needed to be heard. And that’s 

kind of what she said in an indirect way, ‘I just need somebody to listen to me’.  

Unit leaders provided several independent reports of parents needing to be heard. They 

spoke of circumstances where the underlying parent issue was miscommunication or 

conflict and the problem was solved by taking time to listen to the parent.  

The unit leaders spoke of including families in medical rounds as a way to help 

parents with decision-making, increase communication, and improve parent engagement.  

In addition to parents, medical rounds included the bedside nurse, residents, fellows, 

pharmacists, respiratory therapists, and attending physicians. Rounds often included five 

or more people in addition to the patient’s nurse and families. Throughout the interviews, 
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family presence in rounds was a practice meant to increase parent engagement and 

decision-making but was inconsistently utilized by parents and inconsistently encouraged 

by providers. The units did not measure any outcomes related to parent engagement or 

family presence during rounds. Leadership had feedback from providers that parents were 

often not present during rounds, and they did not have a good understanding as to why 

they were absent. Thus, parental presence continued to be a source of frustration, in part 

because of an inconsistency in parent engagement.  

Some families will come and visit during rounds. And they will be there, but 

they’re not really pulled into rounds very much by the providers as much as they 

should. I think there’s a little concern that when we do that it does add to the 

length of time it takes during rounds.   

The duration of rounds and the number of people participating were mentioned as clear 

barriers to allow parents to fully participate when they were present. Ideas about 

improving family participation in rounds included having them present, but reserving 

questions until after rounds or to making an “appointment” with families to come back 

and talk to them. Another strategy was to have an afternoon “check-in” with parents to 

address any questions or comments about the plan of care. However, neither of these 

options allowed parents to truly collaborate and partner with providers. 

Decision-making. Decision-making with families was talked about by unit leaders 

as a process connected to other activities like communication and developing a plan of 

care. Decisions were often made during medical rounds.  However, when there was a 
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disagreement or concern about decisions a more in-depth family conference would be 

held for further discussion. Unit leaders described decision-making as a fluid and 

ongoing process that happened based on providers’ clinical expertise and was rooted in 

previously mentioned strategies such as family conferences and medical rounds. As in, 

decisions were most likely made during at these specific times.  

Decisions related to end of life and/or withdrawal of care were often the most 

difficult for unit leaders to describe. The leaders acknowledged the tremendous empathy 

and ability of nurses from both units to help a family transition from being a family with 

a child to one without. Both units had palliative care programs to increase provider 

knowledge about palliative care and guidelines in developing a palliative care plan and 

working with families to withdraw support or plan for comfort care. Yet there was a 

delicate balance behind who discussed or approached families with these conversations. 

In addition, there was often a lack of consensus among providers as to when palliative 

care should be introduced to families. 

I think it varies from case to case. Sometimes it’s in a family conference and 

sometimes the nurses can start that discussion at the bedside. 

That really varies to be honest with you, and it’s one of the biggest stressors on 

the unit … nurses seem to recognize the need for palliative care much sooner than 

physicians and parents do. But basically, it’s introduced slowly.  

End of life decision-making was seen as the point at which the most conflict was felt 

between healthcare providers and parents. Conflict typically arose from parents wanting 
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all measures of care to be done for their child despite the health care provider’s view that 

further interventions would not improve the child’s quality of life.  Healthcare providers 

viewed this inappropriate use of life-sustaining care as prolonging the child’s suffering 

and pain and leading to provider’s own distress. 

It happens a good bit, we always continue to help them have that hope but sort of 

try to help them see the long-term effects of that kind of stuff. That’s very hard for 

staff, very hard especially if they feel the care that’s being provided is futile.  

While provider values may not have been congruent with family desires, providers tried 

to be open and clear with parents during these intense situations. Leaders all agreed that 

palliative care was a delicate process that had to be managed on a case-by-case basis and 

that it did not mean stopping treatment or an unwillingness to give families the time they 

needed.  

From these interviews, it was difficult to pinpoint how the leaders saw their 

providers assisting parents with decision-making because they did not specifically discuss 

how they thought parents made decisions. Yet relationships between parents and the 

healthcare team rely on effective communication and decision-making. Each time a 

family connects with the healthcare team, the individual family should be discussed in 

order to learn how to successfully deliver care.  
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3.4.3 Environment of Care 

The care that is provided in intensive care environments is directly impacted by 

the characteristics of the unit, physical space and/or limitations of the space in which care 

is delivered, and any changes in unit practice that may influence the delivery of care.  

Design. The physical look and layout of the unit is what families see first when 

they enter the unit. The design of each unit was an important topic among the unit 

leaders. They viewed the physical space as a limitation to parent engagement. And I think 

it’s a lot of it is physical limitations of the unit.  All of the unit leadership felt as though 

space limited their ability to provide the type of care they wanted to. Individual rooms for 

all our babies, that will totally change our philosophy of how we care. 

At the time of the study, both the NICU and PCICU housed infants’ side-by-side 

in multiple small rooms. The space was not conducive to parents being at the bedside 

continually because sleeping would be nearly impossible in the space.  Parents would 

only be asked to step out of the unit for procedures. By Year 3, the PCICU was renovated 

to single-patient rooms, which provided more private space for parents; however, the 

rooms had only reclining chairs for parents who chose to stay overnight. While small, the 

rooms were small, and often cramped with all of the equipment necessary before or after 

cardiac surgery (e.g. ECMO). Yet, neither the nurse manager nor medical director talked 

about any changes to unit practices or policies that affected parent engagement once they 

were in the private rooms.  
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The NICU added more beds with the addition of the Transitional Care Unit 

(TCN), which was meant to care for older, bigger infants who needed more specialized 

treatment and teaching prior to being discharged home. This unit was still an ‘open’ unit 

design with beds next to each other. Nurses would float between both the NICU and 

TCN, and the medical team would also switch between the units. However, the TCN was 

more intentional about maintaining a consistent attending and medical care team.  

Practice Changes. There were some key changes in the environment that unit 

leadership discussed as having an impact on parent engagement. The two main practice 

changes mentioned by unit leadership were the children’s hospital initiatives to become 

more family centered: (1) initiation of 24/7 visitation for parents and (2) family presence 

during medical rounds. The transition to “open” visitation, or 24/7 visitation, as the unit 

leadership labeled it, was described as a difficult policy for staff to accept. Nurses had a 

difficult time adjusting to the new visitation policy because it meant parents might be 

present during shift report. Per the unit leaders, nurses were concerned about not having 

their own time during shift change and confidentiality while giving reports. The leaders 

were able to recognize that some nurses were likely feeling powerless in their role and 

unsure of how to continue to manage their own work routine and boundaries with 

families.  

The nurse managers acknowledged there was tremendous demand for open 

visitation for parents and once implemented the “awful things we thought were going to 

happen” did not happen. However, a core group of nurses remained unsettled by the new 
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practice. There’s remained a core group of staff who said you know what we shouldn’t be 

doing this … and who continue to just not be happy with it. Even with the resistance, the 

unit leaders were steadfast in setting a tone that valued parent engagement.  Nurse 

managers talked about letting staff know that it was okay for families to be present on the 

unit at any time to help reinforce the idea that parents are partners in care, not visitors.  

We want to develop a relationship with them so that its them working together 

with us, not us in isolation making mandatory decisions on their child’s life.  

Both units experienced changes related to attending physician schedules in an 

effort to provide more consistency. The leadership was responding to feedback from 

parents that frequent changes among attending physicians resulted in too many changes 

to the plan of care if the oncoming attending did not agree with a current plan or if a plan 

was unclear. To address this issue, the PCICU instituted a primary attending model for 

any child who was hospitalized longer than 2 weeks. In this model, the primary attending 

was involved in any major decisions of care even when she/he was not on service as the 

attending physician of record. In the NICU, the attending schedule was changed from 

every 2 weeks to every 3 weeks in an effort to be more consistent. However, neither 

change had an effect on night call or weekend coverage and the leadership did not share 

perceptions of how the change might have been received by parents, or if the additional 

week added to the attending rotation led to fewer changes to the plan of care.  

Ideal Environment. When unit leaders were asked about their “ideal model of 

care”, two ideas predominated: (1) physical space and layout design and (2) desire for 
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more supportive, collaborative relationships between providers, nurses, and 

parents/families. Unit leaders of both units (open baby designs) were displeased with lack 

of space and strongly desired a new unit. They seemed to imply that if there were more 

room and a better physical space, they could have a more supportive environment and 

become more family-centered.  

Unfortunately, our unit is not real family centered as far as our design, we don’t 

have a lot of space in our unit … I think it improves your attitude towards what 

you do, your work, having the space and resources that you need to do a good job 

and take care of your baby the way you would want your baby to be treated.  

The leaders also conveyed a strong desire to improve positive interactions among 

providers and parents and to increase the emotional support for all who connected with 

the care environment. They overwhelmingly emphasized a desire to increase 

communication, support, collaboration, and respect among all members of the healthcare 

team and the families.  

The ideal model of care would be one in which we all remember that the baby is 

the reason that we’re here, the baby and the family … every day when we come to 

work, the reason I’m here is to take the best care that I can of this baby and this 

family and bring them in to the care.  

A unit that … was really family-friendly and would really involve the parents in 

the care -I can’t say that I have focused on it… I just want to keep the kids alive. 

My ideal unit would be one in which the doctors and the nurses collaborated on 
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every level. We listen to each other, we respect each other.  

I think an environment where people feel collaborative, and they feel important. 

These powerful statements from leaders highlight the divide between ideals of value-

driven care and the full expression of those values at the bedside. Changing unit culture 

and improving relational aspects of care may be the most difficult change and likely the 

most important. The overall sentiment from unit leadership was that the goal of all 

healthcare providers is to partner with parents and involve them in care, yet it can be 

difficult to do in daily practice.  

3.5 Discussion  

This study explored unit leaders’ perspectives on how neonatal and pediatric 

intensive care environments facilitate parent engagement. The unit leadership described 

parent engagement as being influenced by the culture, relationships, and physical 

environment. Many topics discussed by the leadership did not occur in isolation but were 

interconnected and integral to the overall ability of the healthcare team to engage with 

parents. The combination of unit culture, relationships, and environment allows parents 

and providers to co-manage and deliver care to hospitalized infants and children.  

Leadership recognized that the culture of care gave parents a first impression of 

the unit and can set the tone for how welcomed they feel. Culture is a major contributing 

factor to how parents experience the care environment (Baird et al., 2015). The values 

held by healthcare providers and unit leaders impact the overall work-flow and culture of 
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the unit. Expectations for parents are communicated through unit policies about family 

visitation, presence during rounds, clinical care guidelines, and commitment to engaging 

parents in care delivery. However, even if parents understand the expectations set by a 

unit, they need to be allowed to engage with the healthcare team in a manner that is 

satisfactory to them. 

Unit leaders in this study described how care was delivered and the practices 

meant to help support parent engagement, but the providers ultimately remained in 

charge due to their day-to-day interaction with the parents. Medical directors believed 

giving parents a plan was beneficial because it helped parents know what to expect in the 

unfamiliar intensive care environment, but it still gave the impression of a power 

imbalance. It was not possible to determine whether unit leaders were aware of this 

power imbalance and their opinions related to the potential impact of the imbalance on 

parent engagement. Though the healthcare team has the clinical expertise to save lives, 

this should not diminish the importance of the parents’ expertise (Pritchard & 

Montgomery-Honger, 2014). As one provider described: there will be times when the 

provider needs to lead and other times when the parent leads. Thus, the significant 

finding about the association between parent engagement and culture was determining 

who takes the lead at the right time.  

Other factors within the culture of care such as family presence in rounds may be 

viewed as a family-centered practice but do not imply providers and parents co-managing 

care or developing a plan of care together (Uniacke, Browne, & Shields, 2018). For 
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example, making changes to attendings’ schedule may have only served to delay the time 

between potential changes in the care plan and not aided in the desired outcome of 

increased consistency. Truly being partners in care implies that relationships that allow 

parents and providers to work through both are deciding and implementing the care goals 

and having relationships that allow parents and providers to work through care plan 

disagreements. Providers and parents are not expected to have equal roles or expertise but 

should share mutual respect and agree that both roles are valuable in delivering care to a 

hospitalized infant or child.    

Provider values, attitudes, and the expectations of parents (even if unspoken) 

impact interactions and the formation of relationships with parents. The culture of the 

unit impacts the type of relationships that are formed between providers and parents and 

how much parental involvement is encouraged (Blower & Morgan, 2000; Power & 

Franck, 2008). The foundation of these relationships is communication. Parents in other 

studies also assert their need for emotional support and management of feelings related 

specifically to the healthcare experience (Bevilacqua et al., 2013; Fegran & Helseth, 

2009; Turner, Chur-Hansen, & Winefield, 2014). Parents welcome opportunities to share 

feelings of distress as a way to deal with the burden of caring for their child in the 

hospital (Mooney-Doyle et al., 2017). Parents place their full trust in the healthcare team 

to save their child, and in return they want to be heard when they speak. Parents are 

asking for healthcare providers to help them (parents) build capacity and not simply do 

for them; parents want to know they are an important member of the healthcare team 



 

 

73 

(Mooney-Doyle et al., 2017). A fundamental tenet in models of family-centered care is 

that everyone is concerned about everyone else. When communication is frequent, 

transparent, and respectful, using language parents can understand, provider roles shift 

from “doing” roles to supporting and facilitating roles (Gallagher, Shaw, Aladangady, & 

Marlow, 2017; Kjellsdotter et al., 2017). Yet, consistent communication is hard to 

achieve as several of the unit leaders’ quotes demonstrated. Communication is central to 

how care is managed and is the vital in helping parents acclimate to the hospital 

environment and ensures they are involved in their child’s care.  

The hospital environment itself can be unfamiliar and threatening to parents. The 

physical limitations of the unit can be significant barriers in unit practices and can inhibit 

parent engagement (Hill, Knafl, Docherty, & Santacroce, 2018). When single-family 

rooms or private rooms are available, it substantially influences the frequency and 

duration of time that parents can be present at the bedside (Baylis et al., 2014; Watson, 

DeLand, Gibbins, MacMillan York, & Robson, 2014). However, unit design alone cannot 

improve the care environment; that requires a change in unit culture through provider-

provider and provider-parent relationships. Caring for families is not just about allowing 

access to the care environment.  

Newer models of care recognize the need for unit-wide commitment to caring 

about all relationships. This creates a culture that makes the physical space into a 

welcoming and supportive environment, regardless of layout. If the space is 

accommodating, respectful, and friendly, it can lessen the overall stress and fearfulness of 
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having a child in the hospital (Baird et al., 2016). However, if the hospital space itself 

causes stress, worry, and creates more tension by making families feel unwelcome, then 

we as providers have not fulfilled our responsibility to care for families while they are 

present in the care environment. Parents often report different expectations and needs 

related to unit design compared to healthcare providers. Parents desire individualized care 

and privacy, whereas staff prioritize ease of workflow and efficiency in the design of the 

unit (Shahheidari & Homer, 2012). The struggle is learning how to balance differing 

needs and co-create care environments that prioritize both provider and parent needs. 

 The sample of unit leaders were all from the same children’s hospital; thus, 

working under similar policies and hospital-wide practices. Policies or system-wide 

concerns may not be the same at other institutions of similar size that care for infants and 

children with complex conditions. Additional limitations are lack of perspective from 

bedside providers and the age of the data. Unit leadership may not be directly involved in 

the management of patient care; in this analysis, the medical directors were both actively 

on the attending schedule and rotated frequently on and off service. Thus, they were 

actively involved in the management of patients and interacted with families daily. As to 

the age of the data and potential relevance, the larger implications related to care 

delivery, awareness of unit practices, and identification of changes are still relevant. The 

greater implication of the findings in this study is the usefulness of gathering data from 

unit leadership who are positioned to make changes within their unit. These unit leaders 

were acutely aware of how their units functioned and provided rich detail about the 
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context of caregiving. The authors have general knowledge about each unit from which 

the data was collected, and the practices discussed in this manuscript are still in place.  

More information is needed to further our understanding of how parents and 

providers negotiate expectations related to communication, care delivery, and decision 

making. Continued research is necessary to clarify how the caregiving environment can 

support co-management of care between providers and parents of hospitalized children. A 

multi-site study examining similarities and differences in care delivery across settings 

would also provide valuable information about parent engagement strategies. Future 

research would also benefit from a comprehensive, conceptual definition of parent 

engagement, along with the development of a reliable and valid measure of parent 

engagement in intensive care settings. Differentiating parent engagement as a distinct 

concept from parent involvement, parent participation, or parental presence would further 

clarify and help synthesize current results in the literature. A measure of parent 

engagement should define the various aspects of parent engagement: how engagement is 

related to decision-making, how engagement supports parental confidence in caregiving, 

and whether engagement improves parent psychological well-being. Finally, 

observational research of parent-provider interactions and unit culture would help us 

understand the subtlety that exists in the relational aspects of care. Observations would 

provide insight into whether there is agreement between what people say they do and 

what they actually do. This would increase the validity of measuring parent engagement.  
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3.6 Clinical Implications and Conclusion 

This study offers a valuable and necessary perspective on the caregiving 

environment from the perspectives of unit leaders over a three-year period.  While these 

unit leaders are not providing beside care, they set the unit priorities. Unit leaders drive 

the unit culture, and core values are driven by the unit leaders (Kjellsdotter et al., 2017); 

they had substantial knowledge of unit processes and procedures and were very aware of 

nurse, physician, and support staff concerns. The nurse managers and medical directors 

knew their units and were actively involved in unit changes, updates, and improving care.   

Parent engagement was valued in this analysis, yet it was unclear if the unit 

leaders had expectations about the level of involvement, they deemed appropriate. 

Parents expect individualized and family-driven care and should be able to decide the 

level of involvement they are capable of and want to have (Romaniuk, O'Mara, & 

Akhtar-Danesh, 2014). Finding ways to help healthcare providers incorporate relational 

aspects of care and create clear expectations for providers and parents can have a positive 

overall impact on the caregiving environment (Uniacke et al., 2018). Balancing provider 

and family expectations within this relationship requires both a willingness to collaborate 

and constant communication between families and providers.   

Unit design is a serious issue for many older hospitals. However, providers must 

be careful to not rush to the conclusion that a single-room design inherently equals a 

more family-centered unit. The three categories of our study suggest that culture and 

relationships contribute more to parent engagement than the physical environment; yet it 
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is still important to think about how the physical environment facilitates parent 

engagement and caregiving; our findings suggest that parent engagement is a 

combination of all three categories, relationships, culture, and physical space.  

This study provides insight into unit leaders’ observations on how their intensive 

care environments care for infants and children with complex chronic conditions. The 

findings addressed a gap in the literature where provider perspectives are often under-

represented. Hospitals are encouraged to have a framework and process in place to create 

patient- and-family-engaged care. The National Academy of Medicine emphasizes 

honoring the voices of patients and families as active participants and addressing the 

health outcomes they are most interested in (Frampton et al., 2016). Healthcare teams are 

responsible for practice changes – they set the priorities of the unit that guide how 

patients and their families are treated. Even with family-first, supportive practices, units 

must remain committed to finding strategies that create true partnership and foster 

engagement between providers and families. Unit leaders can help re-orient healthcare 

providers in ensuring the care environment adequately cares for infants and their families. 
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4. Development of Parental Confidence in Mothers of 
Infants with Medical Complexity: Links to Contextual 
Factors and Parent Psychological & Infant Health 
Outcomes  

4.1  Abstract 

This prospective, longitudinal exploratory study examined the development of 

parental confidence (PC) over time, influence of contextual factors (e.g., family 

functioning, family centered care, and infant medical caregiving complexity) on PC 

development, and whether PC and contextual factors predict parent psychological and 

infant health outcomes in a high-risk infant population. The sample included 67 mothers 

of infants diagnosed with a complex chronic condition following birth. Mothers were 

enrolled within three weeks of their infant’s diagnosis and admission to intensive care 

and completed study measures at (1) study enrollment, (2) infant discharge, (3) three 

months after discharge. Change in PC was examined using mixed modeling while 

predictors of parent psychological and infant health outcomes were explored using 

multiple regression analyses. Mixed modeling demonstrated a significant increase in PC 

over time (b = 2.08, p <.0001). Family functioning was the only significant contextual 

factor, where worse family functioning at enrollment was associated with lower 

confidence over time (β = -3.49, p < .0001). Having a female infant, parents who were 

older, and having more than one child were also significant predicators of higher 

maternal confidence. Interestingly, being married, as compared to being single, was 

associated with decreased confidence. Higher confidence was also predictive of positive 
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maternal psychological wellbeing at three months after discharge. Additionally, as an 

infant’s medical complexity decreased, maternal psychological well-being improved. 

These are important findings given that PC is known to contribute to infant development 

and health status and having a child with complex care needs effects the entire family 

often requires support from multiple caregivers.  

4.2 Introduction  

One of the most important ways to promote positive infant health and 

development is through ensuring quality early life experiences. Parents who acknowledge 

feeling more confident, or efficacious in their parenting role are more likely to facilitate 

positive parenting experiences with their infant (Coleman & Karraker, 1997), which 

promotes both neurodevelopmental and health outcomes (Treyvaud, Lee, Doyle, & 

Anderson, 2014). Yet, when infants are separated from a parent after birth due to medical 

complications and hospitalization, this experience alters the trajectory of infant early life 

experiences and parent quality and confidence in parenting are altered. 

Infants with medical complexity (IMC) are often diagnosed with complex chronic 

conditions and account for 42.0% of medical costs of all hospitalized children 

(Newacheck & Kim, 2005), have the most frequent contact with the healthcare system, 

and require the most specialized services in neonatal or pediatric cardiac intensive care 

units immediately following birth. Caregiving needs of these infants include ongoing 

medical, developmental, and social support for both the infant and family (Berry et al., 
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2015; Cohen, Jovcevska, et al., 2011) often with lengthy hospitalizations, and technology 

dependency (Kuo et al., 2011).  

The hospital environment is an overwhelming, stressful, and unfamiliar place for 

parents, especially mothers. There may be limited physical contact between an infant and 

mother depending on illness severity and medical complications of the infant or herself. 

This separation and limited interaction can alter how a mother feels in her parental role 

(Miles, Holditch-Davis, Burchinal, & Brunssen, 2011; Wigert, Johansson, Berg, & 

Hellstrom, 2006); cause psychological distress (Fenwick, Barclay, & Schmied, 2008; 

Holditch-Davis & Miles, 2000) and disrupt family functioning (Herzer et al., 2010; Knafl 

et al., 2013; Knafl, Knafl, Gallo, & Angst, 2007). This separation, distress, and disruption 

influences how confidence develops as they are expected to become a mother in an 

unfamiliar environment and provide quality parenting that meets the complex caregiving 

needs of their infant.  

Mothers of IMCs must adapt to additional parenting challenges both during and 

after hospitalization. They learn to master complex treatment regimens, navigate multiple 

healthcare and social service systems (Houtrow et al., 2011; Ray, 2002), and 

communicate with multiple providers and/or specialties (Corlett & Twycross, 2006). 

These challenges impact the psychological health of the parent. Mothers often report 

feeling worried, stressed, and unsure of their ability to provide necessary care for an 

infant with severe medical issues (Greene et al., 2015; Holditch-Davis et al., 2015). 

Nonetheless, parental confidence helps to generate resilience and empowerment (Horton 



 

 

81 

& Wallander, 2001).  

4.2.1 Parental Confidence  

Parental confidence (PC) and parental self-efficacy are synonymous terms that 

can be used when describing a parent’s internal attribution about how confident they feel 

about their ability to be successful in parenting (Vance & Brandon, 2017). Confidence is 

an important intrapersonal resource that contributes to better parent psychological well-

being (Humphrey et al., 2015), infant health (Coller et al., 2015) and development 

(Coleman & Karraker, 2003). Mothers with low PC are less likely to engage in positive 

parenting practices and are at greater risk for psychological distress when faced with 

difficult situations (Dumka et al., 2010). Confidence helps a mother function effectively 

in her role, respond to parenting challenges and feel more equipped to meet child’s needs 

(Spielman & Taubman-Ben-Ari, 2009; Teti & Gelfand, 1991; Verhage et al., 2013).    

Current research on PC is limited to four areas: (1) cross-sectional studies; (2) 

samples of mothers with healthy infants or toddlers; (3) older children or (4) children 

with specifc diagnoses or health concerns (e.g., autism, cancer, obesity, preterm infants) 

Presently, only three longitudinal studies have explored change in parental confidence 

and these studies are limited to two time points (Benzies et al., 2013; Pierce et al., 2010; 

Troutman et al., 2012). Only one study has examined mothers’ level of confidence in a 

high-risk infant sample (Pennell et al., 2012) and no study has examined change in 

confidence over time in this population. Thus, it was necessary to address several gaps in 
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the literature with this longitudinal exploratory study examining the development of 

confidence over time in mothers of IMCs and the association of additional contextual 

factors on change in confidence.  

4.2.2 Contextual Factors 

Three contextual factors are hypothesized to influence the development of PC: 

family-centered care (FCC), family functioning, and infant medical caregiving 

complexity. The caregiving practices of the hospital unit (Baird et al., 2015; Hill, Knafl, 

Docherty, & Santacroce, 2018), current family functioning (Knafl et al., 2007; McClellan 

& Cohen, 2007) and medical complexity (Brandon et al., 2011; Rodrigues & Patterson, 

2007)) are all linked to how well a mother assimilates to her parenting role. However, 

understanding how these contextual factors influence the development of PC over time 

has yet to be addressed. To date, no study has examined how these contextual factors 

influence PC development in this population or whether they predict parent psychological 

and infant health outcomes.  

Family Centered Care. Family Centered Care (FCC) is a philosophy of care that 

integrates parents and families into planning and delivering care to hospitalized children 

(Shields et al., 2012). FCC is viewed as the ideal structure in pediatric settings to foster 

partnerships between parents and providers, facilitate parent involvement in a child’s care 

(Smith et al., 2015) and assist mothers in gaining sufficient knowledge and skills for 

effective mother-child interactions (Kuo et al., 2012). Mothers often report that family-
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centered environments help them feel more confident in their parenting role (Baird et al., 

2015; Dyches et al., 2012). FCC is intended to support optimal parenting in the hospital 

environment and set mothers on a trajectory of success once home.  

Family Functioning. During an infant’s hospitalization, family members are often 

a source of support and encouragement for mothers. Family functioning is an indicator of 

how well the family unit works together and includes family processes such as 

communication and decision making. Knowledge of family functioning provides 

important contextual understanding of the environment in which parenting occurs (Evans, 

Cottrell, & Shiach, 2000; Pinelli et al., 2008) and for families who have a child with a 

chronic condition better family functioning is associated with improved child physical 

health (Leeman et al., 2016) and better family functioning predicted higher PC among 

mothers of healthy toddlers (Sevigny & Loutzenhiser, 2010) and of children with severe 

disabilities (Benzies, Trute, & Worthington, 2013). Therefore, understanding the family 

context is essential to optimize parenting when faced with the challenges associated with 

having an IMC.  

Infant medical caregiving complexity. Infant medical caregiving complexity is an 

objective measure of the medical caregiving demands associated with health-related 

caregiving. Evidence suggests that medical complexity is more relevant to parenting 

confidence and quality of parenting than the age or diagnosis of an infant (Sulkers et al., 

2015). Greater infant medical caregiving complexity has been associated with more 

maternal depressive and anxiety symptoms (Huizink et al., 2017; Lee, 2013) parental role 



 

 

84 

strain (Holditch-Davis, Miles, Burchinal, & Goldman, 2011) and caregiving-related stress 

(Goudie, Narcisse, Hall, & Kuo, 2014). Thus, stability or change in infant medical 

complexity may indicate strategic points to help mothers overcome difficulties and 

increase their confidence about caregiving and management of their infant’s condition. In 

summary, the challenging nature of the hospital environment requires a better 

understanding of the influence of health care practices in the hospital, family functioning, 

and the contribution of infant medical caregiving complexity given the long-term 

demands of parenting an infant with complex care needs.    

4.2.3 Theoretical Model 

A multidimensional model of caregiving processes among pediatric populations 

proposed by Raina et al. (2005) provides the theoretical framework for the study. The 

model is based on a comprehensive review of the literature of caregiver health among 

families with children with a chronic illness or disability. This model has successfully 

guided research in understanding the relationships between contextual factors and 

Figure 4 Theoretical Model 
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caregiving processes (Eker & Tuzun, 2004; Raina et al., 2004). An adapted model, 

underpinned by a developmental science perspective, was created for this study 

highlighting relationships among PC development, contextual factors, social 

determinates, and parent and infant outcomes (Figure 4). 

Therefore, the aims of this exploratory study were to examine: 

1. The development of parental confidence (PC) in mothers of IMCs by measuring 

initial status and change in PC from enrollment to three months after discharge.   

2. The relationship between contextual factors (FCC practices, family functioning, 

infant medical caregiving complexity) and demographic characteristics on initial 

status and change in parental confidence (PC) from enrollment to three months after 

discharge.   

3. The extent to which initial status and change in parental confidence (PC) and 

contextual factors predict parent psychological and infant health outcomes three 

months after discharge. 

4.3 Methods 

4.3.1 Setting 

The setting for this study is a Level IV Intensive Care Nursery (ICN) and Pediatric 

Cardiac Intensive Care Unit (PCICU) at an academic medical center in the Southeast US. 

Institutional Review Board approval was obtained prior to the start of the study.  
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4.3.2 Participants 

Participants in the sample included mothers and their infants diagnosed with a 

complex chronic condition. Infants’ medical caregiving needs were included as context 

for the study, but infants were not counted as a separate study participant. The final 

sample included 67 of 72 consented mothers. Five mothers were dropped from the final 

sample due to complete missing data. Mothers who completed the initial survey were 

more likely to be retained throughout the duration of the study and complete all the 

surveys, giving this study a 93.0% retention rate. 

4.3.3 Procedure 

Eligibility for the study was determined by a weekly chart review of admissions 

to the PCICU and ICN for infants who had a primary diagnosis (IDC-10) that was also a 

complex chronic condition using Feudtner et al. (2014) classification system. Inclusion 

criteria also included that a mother be (1) English speaking and (2) the infant would be 

discharged into her care. Adolescent (< 18 years old) and adoptive mothers and parents 

of multiples were excluded because their parenting trajectory have unique characteristics 

not suitable to study at this time.  

Mothers completed self-report online questionnaires at three time points during 

the study period; (1) enrollment (diagnosis of CCC), (2) discharge from hospital, and (3) 

three months after discharge. Participants were emailed a hyperlink to complete the 

survey after being consented. If they did not have access to email, a smartphone or 

computer to complete survey, paper copies were made available. Hard limits were set in 
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the REDCap database to minimize missing data. Mothers were given a gift card ($10, 

$15, $20) for each survey completed as a thank you for their continued participation. 

Total completion time for each survey was approximately 20 – 30 minutes. All data was 

stored on a secure, encrypted network.  

4.3.4 Measures  

4.3.4.1 Contextual Factors  

4.3.4.1.1 Family Functioning (FAD) 

Family functioning was measured using the Family Assessment Device 

(Boterhoven de Haan, Hafekost, Lawrence, Sawyer, & Zubrick, 2015). The FAD is a 12-

item measure of the general health and overall functioning in families; including 

communication, behavior, and perceptions of others (Epstein, Baldwin, & Bishop, 1983). 

Participants are asked to rate statements based on how well it describes their family on a 

four-point scale ranging from “strongly agree” to “strongly disagree.” The average score 

of the 12 items, ranging from 1 (better functioning) – 4 (worse functioning), was used in 

the study. FAD was measured at enrollment, discharge, and three months after discharge. 

The FAD has good internal reliability (a = 0.92) (Epstein et al., 1983). The Cronbach 

alphas in this study were consistent across data time points: enrollment (a = 0.84), 

discharge (a = 0.88), and three months (a = 0.87). 
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4.3.4.1.2 Family centered-care practices (FCC) 

Family centered care was measured using the Help-Giving Practices Scale (Dunst, 

Trivette, & Hamby, 1996), a 25-item scale designed to measure perceptions of how well 

health care providers engage in FCC practices. With each item, participants are asked to 

rate, on a scale of 1 – 5, a help-giving statement based upon whether the interaction 

occurred in a family-centered manner. Total scores were used in this study, with higher 

scores indicating providers were more likley to provide more help-giving services and be 

family-centered. FCC was measured at discharge only. Scores ranged from 12 – 60. This 

scale has been used with large samples of diverse demographics but has limited use 

within diverse racial populations (Dunst et al., 1996). The Cronbach alpha was .95 for 

this measure. 

4.3.4.1.3 Infant Medical Caregiving Complexity (TDS) 

Technology Dependence Scale (TDS) is a measure of technology dependence for 

determining medical caregiving complexity (Docherty et al., 2011). This measure was 

specifically created to capture change in technology dependence overtime and across all 

types of diagnoses. The TDS is a cumulative score of daily technological needs, whether 

in the home or hospital setting. The scale scores technology dependence in the following 

care domains: level of care, invasive lines, nutrition, monitors, blood draws, respiratory 

assistance, skin and oral care, external drains and/or catheters, mobility, transfusions, and 

medications. The more frequent monitoring or amount of technological support, the 

higher the TDS score. Each point increment indicates increasing severity with higher 
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scores representing a greater dependence on technology and more medical complexity. 

Scoring was conducted from a retrospective chart review of the infant’s record. The TDS 

total score was used in the analysis. TDS was measured at enrollment, discharge, and 

three months after discharge. The TDS is available in Appendix C. 

4.3.4.1.4 Parent and Infant Demographic Characteristics 

Demographic characteristics were collected from the enrollment survey and 

included information about age, sex, marital status, education level, race/ethnicity, 

employment, occupation income, health insurance, prenatal care, hospital experience, 

living situation, and family structure. Discharge and three months after discharge surveys 

included additional information about home monitors, medications, hospital visits, 

additional diagnosis and infant growth information. Infant demographic characteristics 

were collected from parent report and a chart review of the medical record and included 

sex, gestational age at birth and discharge, admission diagnosis, any additional complex 

chronic conditions, length of hospitalization, medications at discharge, additional 

technology (g-tube, NG), growth parameters, and total emergency department visits and 

rehospitalizations after the initial discharge.    

4.3.4.2 Parent and Infant Outcomes 

4.3.4.2.1 Parental Confidence (PC)  

Parental confidence was measured using the Karitane Parenting Confidence Scale 

(Crncec, Barnett, & Matthey, 2008). This is a 15-item, task-specific scale for parents of 

infants from 0–12 months. This scale was used because it is sensitive to detect significant 
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changes in total scores over time and has a clinical cut off index. Scores < 39 indicate 

parents may have clinically low confidence and in need of more support in their parenting 

role. Items are scored 0–3, for a range of scores from 0 – 45 and higher scored indicate 

better confidence. PC was measured at enrollment, discharge, and three months after 

discharge with total scores used in the analysis. This measure has acceptable internal 

consistency (a = 0.81) and test-retest reliability (r = 0.88) (Crncec et al., 2008). The 

Cronbach alphas for this study were acceptable across the study times: enrollment (a = 

.84), discharge (a = 0.79), and three months (a = 0.76).  

4.3.4.2.2 Parent psychological health (PGWBS) 

Mother’s psychological health was measured using the Psychological General 

Well-Being Scale (Chassany, Dimenas, Dubois, & Wu, 2004). This scale has 22 

questions asking about general physical and psychological health in the past two weeks. 

Questions are scored 0 – 5 with total scores ranging from 0 – 110. A scores of 0 – 60 are 

considered “severe distress,” 61- 72 indicate “moderate distress,” and 73 – 100 indicate 

“positive well-being.” This scale has been used in multiple diverse samples. PGWBS was 

measured at enrollment and three months after discharge. The Cronbach alphas were 

acceptable in this study: enrollment (a = 0.93) and three months (a = 0.94).  

4.3.4.2.3 Emergency Department (ED) visits and Rehospitalizations 

Emergency department (ED) visits and rehospitalizations were used to assess 

infant health outcomes at three months post discharge. ED visits and rehospitalizations 
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were calculated from a retrospective chart review of the infant’s medical record. To 

confirm accuracy of chart review, the total number of visits and hospitalizations were 

also confirmed by parent report from the three months survey. The total number for both 

ED visits and hospitalizations were used in the analysis.  

4.3.5 Data Analysis 

Descriptive statistics were computed to describe the sample characteristics, 

outcome variables, and contextual factors. There was 6.9% missing data from five 

mothers dropped from the sample because of complete missing data. No statistical 

difference was present between these five mothers and the final sample. It was expected 

that several infants may not survive due to their illness severity; thus, the sample includes 

seven infants who died either during hospitalization after enrollment (n = 5) or following 

discharge (n = 2). They remained in the sample for analysis and treated as regular 

attrition.  

General linear mixed models were used on the longitudinal data to examine the 

development of PC (Arnau, Balluerka, Bono, & Gorostiaga, 2010). Mixed modeling is a 

flexible statistical framework whereby regression of each participant is represented as a 

deviation from the group regression. There are two main components to a mixed model: 

(1) fixed effects and (2) random effects. Thus, every participant in the model is a sum of 

the fixed effect and random effect. As such, the model can accommodate missing data or 
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partial data, due to attrition, without estimation of the missing data because each 

participant is represented in the model.  

A stepwise modeling approach was used to test the specific aims of the study. In 

the first model, PC was initially regressed over time and length of stay centered around 

its mean (LOS-C). This was used as the baseline model to test for change in PC over 

time. For the second model, PC was regressed over family functioning (FAD), family 

centered care (FCC), infant medical caregiving complexity (TDS) (contextual factors) as 

fixed effects based on the conceptual framework of the study. Interactions between 

family functioning, medical complexity and time (FAD*Time; TDS*Time) were tested in 

this second model with the fixed effects, but were not significant; therefore, not included 

in follow-up models. Demographic characteristics (age, education, race/ethnicity, marital 

status prenatal diagnosis, number of children, infant sex, total number of infant chronic 

conditions) and contextual factors were added to a third model based on the framework 

and relevance to confidence. Given the relevance of diagnosis category (i.e., congenital 

birth defects, extreme premature, complex heart, and other) for this sample and 

recruitment occurred in two units, initial analysis was conducted to determine if 

confidence was significantly different by diagnosis category and if confidence changed 

over time among the categories through mixed model analysis. Diagnosis category 

included infants recruited from both units. There was no significant difference in 

confidence among diagnosis category; therefore, diagnosis category was not included as a 

variable in the full analysis. In all models, infant length of stay (LOS) was used as a time-
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varying covariate to account for variation in gestational age of infants and varying length 

of time between enrollment and discharge from the hospital. Even though LOS was not 

significant in any model, it was conceptually relevant to control for this variable based on 

our lack of information about how hospital duration may contribute to higher or lower 

confidence. A change score of psychological well-being was added as a covariate to the 

initial model but not significant; therefore, removed from subsequent models. 

To develop the final parsimonious model, the predictors with an estimated 

significance level of p < .10 from the third model were retained for the purposes of 

variable selection only, but an alpha level of .05 was chosen for interpreting the results of 

this study. The procedure led to the following parsimonious model: Confidence = Time + 

FAD + Age + Martial Status + # of Children + LOS-C. The initial status (intercept) and 

change (slope) of confidence estimated from the final parsimonious model were then 

modeled in subsequent analyses as the growth parameters to indicate the devolvement of 

confidence over time. 

After completing the above analysis, multiple regression analysis was used to 

examine whether the estimated initial status (intercept) and change (slope) of confidence 

as well as contextual factors (e.g., family functioning and infant medical caregiving 

complexity) and age were associated with parent (psychological well-being) and infant 

health outcomes (ED visits and re-hospitalizations). Three regression models were tested 

with each outcome and the same predictors entered into the model. Psychological well-

being at enrollment was controlled for in the mother’s regression model. Length of stay 
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was not controlled for in this analysis because all participants completed the final survey 

at an average of three months after discharge from the hospital (mean = 82 days). Thus, 

the final regression model was Health = Confidence Initial Status + Confidence Change + 

FAD + TDS + Age. All the analyses were conducted using SAS 9.4. (Cary, NC). For a 

full list of variables see Appendix D and statistical output in Appendix E. 

4.4 Results 

4.4.1 Descriptive statistics 

Demographic characteristics for mothers and infants are in Table 5. Mothers were 

more likely to be married (60%), White (63%) and were high school graduates. Half of 

the infants were the first child (50%) and mothers had on average of 1.9 children, 

including the infant in the study. Fifty-five percent of infants were male and gestational 

ages at birth ranged from < 28 weeks’ gestation (28.6%), 28 to 37 weeks’ gestation 

(37.3%) and > 37 weeks’ gestation (34.3%). Infants had an average of 3.3 complex 

chronic conditions with an average length of stay of 62.6 days. Several infants were 

discharged with health care technology dependence: home monitor (7%), G-Tube 

(19.4%), NG Tube (17.9%) and an average of 3.4 medications. Only 13% (n = 8) of 

infants were discharged home without any medication. Summary statistics of the 

contextual factors and maternal and infant outcomes are in Table 6. Family functioning 

decreased over time (i.e., higher averages indicate worse functioning) but remained in the 

high family functioning range (scores < 2), family centered care practices of the hospital  
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Table 5 Maternal/Infant Demographics and Illness Characteristics (N = 67) 
Maternal Variables Mean SD 
Age 30.05 5.43 
Number of Childrena 1.91 1.16 
Education in Years 6.27 3.18 
 n % 
Race   

non-Hispanic White   42 63 
non-Hispanic Black 13 19 
non-Hispanic Other 6 9 

Hispanic  6 9 
Marital Status   

Married 40 60 
Single/Never Married 16 24 

Living with Partner 9 14 
Divorced/Separated 2 3 

Income    
< 25,000 18 28 

25,000 – 50,000 21 32 
50,000 – 100,000 14 21 

> 100,000 12 18 
Private Insurance  36 55 
Infant Variables Mean SD 
Gestational Age (weeks)  33.81 5.74 
Length of Stay (days) 62.62 45.58 
Complex Chronic Conditions  3.31 1.60 
Medications at Discharge 3.47 2.84 
 n % 
Male   37 56 
Sibling Rank    

1st child 33 50 
2nd child 16 24 

3 or more 18 26 
Diagnosis Category   

Congenital Birth Defects  19 28.3 
Extremely Premature 18 26.1 

Complex Heart 16 24.6 
Other  14 21.5 

Prenatal Diagnosis (Yes)  38 57.5 
a Number of children includes infant enrolled in study 
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units were high at discharge and infant medical complexity decreased over time. 

Mothers’ psychological wellbeing at three months was in the ‘positive wellbeing’ range 

and infants visited emergency departments and/or were hospitalized on average 4 times in 

the three months after the initial discharge. 

Table 6 Descriptive Statistics of Measures 

Instrument (Scale) Enrollmenta Discharge Month 3 after 
Discharge 

Contextual Factors  Mean SD Mean SD Mean SD 
Family Functioning (1-4) 1.44 0.37 1.48 0.40 1.62 0.36 

Helpgiving Practices (12-60)   52.36 7.68   
Infant Medical Complexity (> 0)  21.22 7.55 16.31 7.45 6.81 6.80 
Outcome Variables     

Parental Confidence (0-45) 38.20 5.92 40.35 3.76 41.66 2.92 

Parental Psychological 
Wellbeing (0-110) 

    79.00 13.64 

ED visits    4.44 2.74 

Rehospitalizations     4.65 2.71 
a Enrollent: admission to intensive care or diagnosis of complex chronic condition 

 

4.4.2 Factors Influencing the Development of PC 

To understand the development of parental confidence (PC) and effects of 

contextual, parent and infant demographic characteristics, four mixed model analyses 

were conducted (see Table 7). The first model (Model 1) had the intercept and slope only 

(AIC = 961, c2(3) = 42.79, p < .0001). After the stepwise approach to the modeling (i.e., 

gradually adding and removing contextual factors and demographic characteristics 

to/from models), the final parsimonious model (Model 4) was obtained (AIC = 931, c2(3) 

= 42.78, p < .0001).  
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Scores for PC at enrollment were below the clinical index of 39 indicating 

clinically low PC; however, at discharge and three months after discharge scores were 

above the cut off index. There was a statistically significant increase in PC from 

enrollment to three months after discharge (β = 2.08, p <.0001) (see Table 7). The final 

parsimonious model indicated that being an older mother (β = 0.15, p < .05) and having 

more than one child (β = 0.6, p < .03) was significantly associated with higher PC. Being 

married (β = -1.9, p < .03), or living with partner (β = -2.4, p < .05) as compared to being 

single was associated with a decrease in PC over time. There was an inverse relationship 

between PC and family functioning, meaning lower family functioning scores indicate 

better family functioning, while higher PC scores indicate greater confidence. With a 

one-point increase in family functioning scores, (i.e., decreased family functioning) at 

each time, mother’s PC decreased by three and a half points (β = -3.49, p < .0001) 

indicating poorer family functioning contributed to lower confidence over time. 

4.4.3 Parent and Infant Outcomes 

To examine whether PC and contextual factors predicted mother and infant 

outcomes (parent psychological wellbeing, emergency department visits, and 

rehospitalizations) at three months post discharge, three multiple linear regression 

analyses were conducted, one for each outcome (see Table 8). Infant emergency 

department visits and rehospitalization outcomes were kept as separate variables because 

they were not highly correlated (r = .48). 
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Table 7 Mixed Models Comparison of Parental Confidence and Fixed Effects 

 Model 1  Model 2 Model 3 Model 4 

  Added contextual factors Added demographics Parsimonious 
model 

Parameter Estimate Estimate Estimate Estimate 
Intercepta 38.36*** 41.63*** 38.95*** 39.89*** 

Eventb  1.79*** 1.70** 1.91** 2.08*** 
FAD  -3.09** -3.33** -3.49*** 

HELP  0.04 0.02  
TDS  -0.05 -0.02  

Maternal Age   0.18^ 0.15* 
# of Children   0.58^ 0.64* 

Prenatal Diagnosis 
(yes) 

  0.24  

Infant Sex (male)   -1.17^ -1.20^ 
CCC   -0.14  

Marital Status     
Living with Partner  

(vs. Single/Never 
Married) 

  -2.74* -2.42* 

Married  
(vs. Single/Never 

Married) 

  -2.23* -1.98* 

Separated/Divorced  
(vs. Single/Never 

Married) 

  -1.42^ -2.78 

Education     
College Graduate  
(vs. High School 

Degree) 

  -0.44  

Graduate Degree  
(vs. High School 

Degree) 

  -0.56  

Race/Ethnicity     
Hispanic  

(vs. White) 
  1.20  

non-Hispanic Black  
(vs. White) 

  -0.96  

non-Hispanic Other  
(vs. White) 

  0.55  

FAD: Family Functioning, HELP: Family centered care practices, TDS: Infant Medical Complexity; 
CCC: Complex Chronic Conditions ^p < .10, *p < .05, **p < .01, ***p < .001. 
a Intercept centered around mean length of stay at 62 days. 
b The event equals the slope.  
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Each model contained the same variables; contextual factors and mother’s age, the only 

demographic characteristic that were significant from the mixed model analysis.  

Table 8 Association between Predictors and Parent & Infant Health at 3 
Months Post Discharge in Multiple Regression Analysis (N = 55) 

 Parent Healtha Infant Health 
 Psychological Well-Being ED Visits Re-hospitalizations 
 Beta (SE) Beta (SE) Beta (SE) 
Intercept  83.11 (18.67)*** 8.19 (3.00)** 6.04 (2.84)* 
Confidence Initial 
Status  

15.61 (5.79)** 0.44 (1.31) -1.13 (1.24) 

Confidence Change 35.65 (13.67)** 0.99 (3.12) -2.76 (2.95) 
FAD -9.41 (5.34) -1.26 (1.22) -1.13 (1.16) 
TDS -0.51 (0.24)* -0.11 (0.05)* -0.14 (0.05)** 
Age  -0.13 (0.36) -0.02 (0.07) 0.04 (0.07) 
 Variance  
 Variance Explained 
(R2) 

0.45 0.12 0.19 

FAD: Family Functioning, TDS: Infant Caregiving Complexity; *p < .05, **p < .01, ***p < .001. 
aPsychological wellbeing at enrollment used covariate in Parent Health Model.  

 
As shown in Table 8, the mothers’ psychological wellbeing regression model was 

statistically significant (F(6,55) = 6.53, p < .0001) and accounted for 45% of the 

variance. Controlling for maternal psychological wellbeing at enrollment, higher 

confidence at baseline (β = 15.61, p < .0097) and increasing confidence over time (β = 

35.65, p < .012) was predictive of better psychological wellbeing at 3 months post 

discharge (β = 83.11 p < .0001). In addition, as infant medical complexity decreased (β = 

-0.51, p < .04), maternal psychological well-being improved.  

Parental confidence did not predict either ED visits (F(6,53) = 1.33, p < .26) or 

rehospitalizations (F(6,53) = 2.25, p < .06). Only 12% of the variance in ED visits was 

accounted for by the predictors and 19% of the variance in rehospitalizations was 
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accounted for by the predictors. In both the models, only infant medical complexity was 

associated with infant health outcomes.   

4.5 Discussion  

To the best of our knowledge, this study is the first to examine the development of 

parental confidence over time in mothers of IMC. The significant increase in maternal 

confidence, following birth with subsequent admission to intensive care to three months 

after discharge, is an important finding for this high-risk infant population because 

parental confidence is known to contribute to better infant development and health status 

(Fonseca, Nazare, & Canavarro, 2013). At study enrollment1 mothers’ confidence was 

below the clinical index of 39 indicating clinically low confidence (Crncec, Barnett, & 

Matthey, 2008; Kohlhoff & Barnett, 2013; Priddis et al., 2018); however, this is an 

expected finding given admission of an infant to intensive care following birth is an 

overwhelming time fraught with uncertainty. Within three weeks of birth is also a time 

when mothers are beginning to adjust to their new parenting role. Nonetheless, mothers 

often report feeling significant distress with an alteration in their parenting role when 

their infant requires hospitalization at birth (Ames, Rennick, & Baillargeon, 2011; Busse, 

Stromgren, Thorngate, & Thomas, 2013). Knowing that confidence was below the 

clinical cut off around the time of birth but improved over time is a reminder for 

healthcare providers that providing mother’s opportunities for interaction with their infant 

                                                   
1 Enrollment: Mothers were enrolled in the study within three weeks of their infant’s birth and admission to intensive 
care with a primary diagnosis of a complex chronic condition. 
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is essential for maternal confidence. Furthermore, providers could use a measure of 

confidence to assess or screen parents who might be in need of extra parenting support or 

additional resources after discharge, especially to track progress with follow up visits. As 

units become more technology accessible, the availability of screening tools and ease at 

which they can be implemented will improve care. 

Another major finding from this study was that lower maternal confidence was 

associated with poorer family functioning and being married or living with a partner. This 

research is consistent with and extends prior cross-sectional research (Salonen et al., 

2009; Sevigny & Loutzenhiser, 2010). Family functioning is a measure of how well the 

family works together but it is not a measure of the couple’s relationship or satisfaction 

with the partner (i.e. martial satisfaction). Our finding that married or living with a 

partner was associated with decreased parental confidence highlights an important issue 

regarding the development of PC. Knowing the social context of the family and quality of 

relationships between parents impacts the parenting process (Belsky, 1984), other 

researchers have found that marital satisfaction and family functioning are highly 

correlated (Sevigny & Loutzenhiser, 2010). Yet, our study did not measure marital 

satisfaction, but it is possible that self-reported marital or partnered relationships may be 

a proxy for other constructs which may contribute to lower PC. It is possible that in 

partnered relationships mothers experienced additional stress from either the inclusion of 

the partner in infant caregiving or “doing for” the partner in addition to the infant. The 

results from this study demonstrate the importance of including relational variables in 
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studying parenting as the family environment and partnered relationships significantly 

contributed to the development of parent confidence.   

Interestingly, infant medical caregiving complexity was not related to the 

development of maternal confidence. This finding may be due to the fact that most of the 

infants recruited for this study were high-risk with complex caregiving from birth through 

3-months post discharge. Consequently, mothers had no other parenting awareness of low 

complex caregiving. Yet, there is evidence to suggest medical caregiving complexity is a 

predictor of maternal caregiving stress and depression (Docherty et al., 2011) and 

influences family functioning (Rodrigues & Patterson, 2007). Thus, further work is 

needed to understand the relationships between infant medical caregiving complexity, 

confidence and other parenting processes.  

Mother’s age and the number of children was related to higher PC over time. To 

our current knowledge, neither age nor having more than one child have emerged as 

predictors of better confidence among mothers in of infants and young children. Often 

other studies focus on measuring PC among first-time mothers; thus, number of children 

was not relevant (Kristensen, Simonsen, Trillingsgaard, Pontoppidan, & Kronborg, 2018; 

Law et al., 2018; Weaver, 2011). Experience with and more opportunities for parenting-

specific or related behaviors that come with age and multiple children are consistent with 

Bandura’s theory where mastery experiences contribute to overall self- efficacy.  

Our findings are also consistent with other research, were higher PC was 

associated with better maternal psychological well-being (Leahy-Warren & McCarthy, 
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2011; Sevigny & Loutzenhiser, 2010). However, our findings did not find a link between 

PC and infant health as other research has demonstrated (Coller et al., 2015). Even 

though infant medical caregiving complexity decreased over time, it was predictive of 

both the number of infant ED visits and rehospitalizations. This is an expected finding 

because the complexity of health care needs may be reflective of the infant’s medical 

stability. On average, infants had what was considered a high use of health care (Peltz et 

al., 2017), four ED visits or hospital admissions within the three months of the initial 

discharge.  Given maternal confidence did not predictive either infant ED visits or 

rehospitalizations while medical complexity was predictive, it would be beneficial to 

explore how mothers manage complex caregiving at home to offer clearer insight into 

infant health. 

4.6 Limitations 

This study is not without limitations. The final sample was smaller than the 

proposed 80 infants identified from an initial power analysis, there was adequate power 

to demonstrated significant changes in PC over time. However, a larger sample would 

allow for inclusion of additional predictor variables such as maternal satisfaction, 

maternal burden, partner support, quality of parenting (i.e. competence), and stress. With 

more explanatory variables, it would be possible to further examine associations among 

confidence, family functioning, marital satisfaction, partner support, and other contextual 

relational aspects of the family environment. Additionally, there is limited racial and 
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ethnic diversity within the sample. A majority of our sample was Caucasian and had 

moderate to high levels of income, which limit the generalizability of the study to a more 

diverse population that is often present within neonatal and intensive care settings.   

Since few infant variables (e.g., medical caregiving complexity, diagnosis 

category) were not significant for maternal confidence, it would benefit researchers to 

study both high-risk and healthy term-born infants within the same study to understand 

similarities and differences related to the parenting process in developing confidence. 

More infant variables such as infant temperament, emotionality, developmental status and 

parenting quality may offer better insight into the development of confidence. 

Furthermore, inclusion of fathers in future work of infants with medical complexity will 

further our understanding how a parent gains confidence in their parental role. Does it 

look the same for fathers? Do they display similar trajectory patterns as mothers, and if 

so, are there similarities in the how confidence develops over time? More work is needed 

that addresses the father’s perspective but also includes fathers in a sample with mothers.     

4.7 Conclusion 

When using self-report measures there is always the potential of individuals 

underestimating or overinflating scores, but the range of PC scores in our findings within 

and across subjects suggest that mothers are reporting actual perceptions of confidence 

throughout the study period. Further work is needed that combines both quantitative and 

qualitative data to understand how parents, both mothers and fathers, perceive their level 
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of confidence and if there are potential differences in how they report their sense of 

confidence via self-report or during an interview. From this data it is also difficult to 

assess if the change in confidence will remain stable over longer period of time and how 

it may impact future growth and development of the infant. One study of first-time 

mothers found that confidence peaked at three months postpartum and remained 

relatively stable until six months (study end) (Law et al., 2018). Future research should 

continue to examine stability of confidence and the effect of confidence on parenting 

quality and caregiving that may have moderating or mediating effects on infant 

neurobehavioral and socioemotional outcomes. It is a reassuring finding that maternal 

confidence significantly increased over time despite the continued high complexity of 

care required by their infants.  Other potential factors that may influence patterns of 

confidence development that require attention include quality of partnered relationships, 

depression or anxiety symptoms, stress, physical health, infant temperament, and infant 

functional limitations to name a few. Individual trajectories may also highlight 

similarities and differences in confidence development. Stable or varying levels of 

confidence over time may illuminate patterns that cluster with influencing factors. 

Understanding different patterns of confidence development and what contributes to the 

pattern in future work is essential to help healthcare providers support parents in building 

their capacity to confidently care for their infant. 

Parenting can be difficult for any parent at any time and without the right support 

and resources, it can be an overwhelming task. For mothers of infants with medical 
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complexity, they have additional parenting demands which requires them to learn and 

manage complex care. Thus, in order to ensure optimal growth and development of these 

infants, healthcare providers and nurses need to remain committed to their responsibility 

of helping to support a mother’s capacity to interact and engage with her infant in all 

aspects. Not only can we provide life-saving nursing and medical care, but we can 

empower parents to develop expertise in parenting and provide confident care to their 

infants. 
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5. Parental Confidence Among Parents of Infants with 
Medical Complexity: A Mixed Method Approach 

5.1 Abstract  

Objective: The purpose of this study was to examine parent perceptions of how they 

developed confidence in their parenting role by examining their descriptions of 

confidence and their confidence trajectory patterns from self-report measures to identify 

confidence types and trajectory patterns.   

Methods: A prospective, mixed method design was used to examine how parents 

perceive their level of confidence. Ten parents of infants diagnosed with a complex 

chronic condition who had been admitted to either a neonatal or pediatric cardiac 

intensive care unit were recruited for the study. Parents completed online questionnaires 

at three time points: (1) study enrollment, (2) infant discharge from hospital, (3) three 

months after discharge. The enrollment time frame was within three weeks of admission 

to intensive care with a diagnosis of a complex chronic condition. Parents were 

purposively sampled for phone interviews based on visual analysis of their confidence 

trajectories: (1) stable (high or low); (2) increasing; (3) varying.  

Results: Two confidence types emerged from the qualitative data: parents who described 

their confidence as (1) a state of being confident or (2) how they behaved in the parenting 

role. Parents who described confidence as a state of being were more likely to have an 

increasing confidence trajectory pattern.  
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Conclusions: Parents described confidence as being variable or situationally dependent. 

Parents felt both certain and uncertain in their level of confidence suggesting that 

confidence may simply exist for some parents, while for others it is a state that needs to 

be cultivated through support and repeated experience.  

Keywords: parental confidence, parental self-efficacy, mixed-methods, medical 

complexity, parenting 

5.2 Introduction 

For any new parent, the progression from being a novice parent to an expert one 

takes time and practice (Vazquez & Cong, 2014). This progression can be further 

complicated by a healthcare crisis such as hospitalization of a child. One of the most 

challenging and overwhelming experiences a parent can face is hospitalization of their 

infant in an intensive care unit (ICU). The ICU is a stressful, fearful, overwhelming 

environment (October, Fisher, Feudtner, & Hinds, 2014; Smith, Steelfisher, Salhi, & 

Shen, 2012) that can cause psychological distress (Brandon et al., 2011; Holditch-Davis 

et al., 2015). An alteration in the parenting role results from the limited interaction with 

and separation from their infant during hospitalization (Miles et al., 2011). This 

separation and adjustment to an unfamiliar environment requires parents to modify their 

parenting behaviors, attitudes, and expectations, making it difficult to feel like a parent. 

Infants with Medical Complexity. Learning to parent an infant in intensive care 

can be challenging for any parent, but especially for parents who have an infant with 
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medical complexity (IMC). These infants diagnosed with complex chronic conditions and 

expected to have more severe healthcare related issues upon discharge from the hospital 

than healthy infants. IMCs utilize more specialized healthcare services including 

intensive care and care coordination services (Berry et al., 2011; Berry et al., 2013). They 

are also likely to have severe cognitive, physical, or other functional or developmental 

limitations (Cohen, Kuo, et al., 2011; Russell & Simon, 2014). The severity of these 

limitations, rather than the diagnosis or disease itself, is a more salient predictor of 

parenting confidence, an important factor in how well a parent can manage the illness 

(Benzies et al., 2013; Goudie et al., 2014). These sicker infants demand that their parents 

acquire new, unfamiliar healthcare related skills and incorporate them into their parenting 

toolkit.  

Within the parenting literature, few illness- or diagnosis-related variables have 

been identified that influence the quality of caregiving or psychological well-being, 

though Miles, Holditch-Davis, Burchinal, and Nelson (1999) found a significant 

relationship between medical complexity (i.e., measured as technology dependence) and 

parental adaptation. An infant with more technological dependence (e.g. medication, 

feeding tubes, ventilation) requires greater adaptability on behalf of the parent. The 

degree of medical caregiving complexity is also predictive of maternal stress and 

depression (Docherty et al., 2011; Sevigny & Loutzenhiser, 2010). Yet, there is 

contradicting evidence regarding the relationship between medical caregiving complexity 

and confidence or parental well-being. One study found no association between medcial 
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caregiving complexity and change in parental confidence (see chapter 4). However, other 

researchers have demonstrated associations between positive parental wellbeing and 

increased confidence and decreased stress and depressive symptoms (Murdock, 2013; 

Pennell et al., 2012). Confidence helps to buffer parental demands and challenging 

situations, furthering parental adaptation to unfamiliar and complex caregiving.   

Parental Confidence. In Bandura’s social cognitive theory, self-efficacy is 

conceptualized as a personal belief about one’s own capacity to execute a set of behaviors 

or actions (e.g. caregiving) that will produce a certain outcome or goal (Bandura, 1997). 

For parents, the emphasis is on what a parent believes about their ability to successful 

provide care and their degree of confidence that their actions will have the desired 

outcome with their children (Bandura 1997). This concept is known as parental 

confidence or parenting self-efficacy (PSE): one’s internal belief or judgment about their 

ability to be successful in their parenting role and foster their child's growth and 

development (Vance & Brandon, 2017). A confident or ‘expert’ parent is more 

empowered to manage multiple parenting demands and often perceives these demands as 

less stressful than other parents (Ardelt & Eccles, 2001; Silver et al., 2006). Furthermore, 

an exploratory study found that parents of infants with medical complexity showed a 

significant increase in their confidence over time, controlling for an average length of 

stay of 62 days (see Chapter 4), demonstrating that with more time and opportunities for 

engagement parents do report confidence with complex caregiving demands.  
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For parents of IMC to progress to the expert stage of parenting, a certain level of 

confidence is essential not only with basic parenting skills but with all aspects of complex 

caregiving. Becoming an expert parent implies gaining confidence in managing any 

challenging situations that might arise, especially those that are healthcare-related. 

Understanding how a parent of an infant with medical complexity perceives their own 

level of confidence in their parenting role is far less understood. Information about what 

being confident means to a parent of an infant with medical complexity can help 

healthcare professionals understand how to help parents gain confidence and feel secure 

in managing the complex care that their child may require.  

Parenting is a complex, interactive, and nonlinear process with many contextual 

factors influencing how a parent may learn to associate confidence with caring for their 

child with healthcare concerns (Belsky & Jaffee, 2015). Raina et al. (2004) developed a 

holistic multilevel caregiving framework and it was adapted for use in this study. This 

framework recommends examining caregiving as a process influenced by interrelated 

factors over time. Consistent with this holistic approach, the use of two types of data was 

important for examining how parents describe their sense of confidence. Using a mixed-

methods approach, the purpose of this study was to examine parent perceptions of how 

they developed confidence in their parenting role by examining their descriptions of 

confidence and confidence trajectory patterns from self-report measures to identify 

confidence types and trajectory patterns.  
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5.3 Methods 

5.3.1 Design 

This mixed-method study was part of a larger prospective, longitudinal, multi-

method exploratory study to examine the development of parental confidence among 

parents of infants with medical complexity. The mixed-method design was consistent 

with the study aims and provides a comprehensive understanding of confidence. The data 

collected for this study included quantitative scores of parental confidence and infant 

medical caregiving complexity collected at three time points (enrollment, discharge, post 

discharge) and qualitative data via semi-structured phone interviews with parents post 

discharge. The use of phone interviews for this study had several advantages: (1) access 

to geographically diverse participants and inclusion of the father’s perspective; (Kirsch & 

Brant, 2003) (2) greater likelihood that participants would discuss sensitive topics and 

issues (Brandon et al., 2011); and (3) the flexibility and convenience of data collection 

and increased privacy (Hopper, 1992). IRB approval for the study was obtained from the 

University and Hospital review board with parents providing written consent to 

participate in the study prior to the start of data collection.  

5.3.2 Participants  

A total of ten parents (nine mothers and one father) of infants (n=9) diagnosed 

with a complex chronic condition were purposively selected from a larger study. The 

study was conducted in a Level IV Neonatal Intensive Care Unit (NICU) and Pediatric 

Cardiac Intensive Care Unit (PCICU) at an Academic Medical Center in the Southeastern 
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US (see chapter 4). Eligibility for the study required that infants have an admitting or 

subsequent primary diagnosis captured by the Complex Chronic Conditions 

Classification System developed by Feudtner et al. (2009). Multiple gestations, 

adolescent and/or adoptive parents were excluded to limit the range of parenting 

experiences.  

5.3.3 Procedures 

5.3.3.1 Quantitative data collection  

Parents completed online questionnaires at three time points: (1) study 

enrollment, (2) infant discharge from hospital, (3) three months after discharge. The 

enrollment time frame was within three weeks of admission to intensive care with a 

diagnosis of a complex chronic condition. Demographic data were collected within the 

questionnaires. Information collected included; age, sex, race/ethnicity, education, 

income, marital status, parent role, number of children, social support, prenatal diagnosis 

of infant illness, and previous experience with hospitalization. These data were used 

descriptively. 

Karitane Parent Confidence Scale (KPCS). The KPCS is a 15-item, task-specific 

measure of parental confidence that can be used with mothers and fathers of infants 0–12 

months old. Items are scored 0–3, for total scores that range from 0 – 45 with higher 

scores indicating greater confidence. This scale has a clinical cut-off index where scores 

< 39 might indicate parents at risk of having low confidence who need support in their 
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parenting role. Both internal consistency (a = 0.81, 0.84) and test-retest reliability (r= 

0.88) are strong (Crncec et al., 2008).  

Technology Dependence Scale. The Technology Dependence Scale (TDS) is a 

measure of technology dependence that captures the degree of medical caregiving 

complexity. For this study it was also used to create a caregiving trajectory. This measure 

was specifically created to capture change in technology dependence over time and 

across phases and types of illness. The TDS is a cumulative quantitative measure of an 

infant’s daily technological requirement in the hospital or home environment. The scale 

measures technology dependence in the following care domains; level of care, parental 

lines, nutrition, monitors, blood draws, respiratory assistance, skin and oral care, external 

drains and/or catheters, mobility, transfusions, and medications. The more frequent 

monitoring or greater amount of technological support, the higher the TDS score. Each 

point increment indicates increasing severity with higher scores representing a greater 

dependence on technology. Scoring was based on a retrospective chart review of the 

infant’s record. TDS scores were calculated at each study time point (i.e., enrollment, 

discharge, 3 months after discharge). The TDS is available in Appendix C.  

5.3.3.2 Qualitative data collection 

 During the consent process, parents were informed that with their consent they 

might be selected to participate in a phone interview after completion of the third and 

final survey. Parents were able to opt out of being selected for the interview in the final 
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survey. For those parents willing to be interviewed, a purposive sampling strategy was 

used to achieve representativeness and comparability across confidence trajectories 

(Teddlie & Yu, 2007). 

A visual analysis of parent confidence trajectories (e.g. individual graphed lines) 

(see Appendix F) was reviewed by author and mentors to identify patterns of confidence 

for purposive sampling. The following patterns were recognized as being representative 

of the sample; (1) stable (high or low); (2) increasing; (3) varying. After selecting a 

pattern, other demographic variables (e.g., infant diagnosis, marital status, hospital unit) 

were chosen to ensure representativeness across the sample for interviews. Selection of 

parents was an ongoing, iterative process as parents completed the final survey. Accrual 

of interviewees continued until the sub-sample reflected all trajectory patterns and 

diverse demographic characteristics. Thirty-nine parents opted in for the follow-up 

interview, eighteen were contacted based on the purposive sampling approach described 

above, and ten completed the phone interview. Parents were contacted until the purposive 

intent was fulfilled with this sample. 

The interview was scheduled based on the parent's availability and preference. 

They were encouraged to find a comfortable, convenient setting to conduct the phone 

interview where they would not be interrupted. Parents were reminded about the audio 

recording prior to the start of the interview. The author, who had met all the parents in 

person during the course of the study, conducted the interviews, which lasted an average 

of 30 – 40 minutes. Use of verbal cues (e.g., use of names, courteous and positive verbal 
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language, and interested tone of voice) helped to establish a rapport with parents during 

the interview. Audio files and transcripts were secured on a research-encrypted folder 

behind a firewall. Transcripts were prepared by an independent transcriptionist and 

reviewed with their audio files for accuracy by the author.  

In order to understand how parents perceived their own sense of confidence, they 

were asked the following questions; (1) What does being confident as a parent mean to 

you? (2) Was there a point in which you felt a change in your confidence? (3) What about 

this experience has influenced you the most? These questions were a portion of a longer 

interview guide. Answers to these questions provided the most detailed content related to 

confidence to conduct the directed content analysis. The full interview guide is available 

in Appendix G.  

5.3.3.3 Analytic Strategies  

Data were analyzed using the directed content analysis method (Hsieh 2005; 

Saldana). Once the interviews were completed, the transcripts were reviewed by the 

author and two mentors to familiarize themselves with the interview content. Coding 

categories included those grounded in the conceptual underpinnings of the study (e.g., 

parenting role, confidence, behaviors, nurses) as well as data-based codes reflecting 

interview content (e.g., acceptance, emotions, feeding, difference between children, 

expectations) (Morgan, 2014). The code was refined and a definition for each code was 

developed through regular discussions following review of the interviews. Analysis was 

supported by NVivo qualitative data analysis software; QSR International (12.2.0). 
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Methodological integrity. Maintaining credibility and authenticity within 

qualitative work requires an accurate report of the data. In order to achieve this goal, we 

applied practical strategies developed by Whittemore et al. (2001) to strengthen the 

validity and integrity of qualitative analysis. Computer software, regular decision-making 

meetings, and memos of discussions were used to maintain integrity throughout data 

management, coding, and analysis. An audit trail included detailed documentation of 

meetings, coding discussions, and decision making. The author has prior experience with 

qualitative coding, and primary and secondary mentors are experts in the field of 

qualitative research and parenting children with complex chronic illnesses. 

5.4 Results 

Following a description of the sample, we report parent confidence and 

complexity trajectories and how parents describe their sense of confidence in their 

parental role.  

Sample Description. Nine mothers and one father (n=10) from nine families were 

interviewed to examine how they developed their sense of confidence in their parental 

role. Parent mean age was 33.7 (+ 2.8), 70% were non-Hispanic White, 50% had a high-

school degree, 80% were married, and 50% had an income between 25,000 - 50,000. All 

parents had infants who were hospitalized after birth and required health-related 

caregiving at home. Infant diagnosis categories included congenital birth defect (n= 4), 
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complex heart (n= 3), and extreme prematurity (n=2). 60% of infants were diagnosed 

with their condition prenatally. Four of the nine infants were the first child for the family.  

5.4.1 Confidence & Complexity Trajectories 

As previously mentioned, parents were purposively sampled based on their 

confidence pattern across the three study time points: (1) stable (high or low) (n=3); (2) 

increasing (n=4); (3) varying (n=3) (See Appendix F). Most of the parents in this study 

increased in their sense of confidence over time or reported high, stable confidence in 

their parenting ability (n=6). Three medical complexity of caregiving patterns were 

identified from the TDS scores (see Table 9). In general, complexity of caregiving 

decreased over time, most notably at three months after discharge. Individual graphed 

lines of parent confidence and medical complexity trajectories are available in Appendix 

H. Visual analysis identified an inverse relationship between parental confidence and 

medical caregiving trajectories (Appendix H). Increasing confidence patterns were 

associated with decreasing complexity in care over time for three parent-infant pairs. One 

parent (P3) had a stable high confidence trajectory while her infant had high complexity 

scores across time, while another mother had stable high confidence while her infant had 

low medical complexity across time (P9). Complexity scores decreased at 3 months for 

three infants; however, four infants had high technology requirements between the time 

of discharge and 3 months. For those parents whose confidence patterns varied (n=3), 
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their infants were more likely to have higher medical caregiving needs or be more 

technology-dependent across all three times. 

Table 9 Confidence and Complexity Trajectories 

Parent Confidence 
Trajectory 

PC Scores Complexity 
Trajectory 

TDS Score 
En Dc 3mo En Dc 3mo 

P1 Increasing 38 40 40 Decreasing 34.75 15.5 2 

P2 Increasing 10 39 40 Decreasing 29.75 16.25 6.25 

P3 + 
P4 

Stable/high(mom) 
Stable/low (dad) 

44 
34 

44 
35 

45 
31 Stable / high 34.25 22.75 22* 

P5 Increasing 37 42 44 Decreasing 18.5 14.5 4 

P6 Increasing 37 36 43 Stable/ high 26.25 23.75 19 

P7 Varying 
(high/low/high) 44 38 41 Varying 20.75 22 10.2

5 

P8 Varying 
(low/high/ low) 32 41 38 Stable / high 24 21.50 12.2

5 

P9 Stable/high 43 44 44 Stable / low 7.5 7.5 3.75 

P10 Varying 
(low/high/low) 37 42 32 Stable / high 16.25 16.5 8 

En: Enrollment; DC: discharge; 3mo: 3 months after discharge 
*infant hospitalized at 3 months 
Bold indicates scores below the clinical cut off index < 39 

 

5.4.2 Confidence Types 

During the qualitative interviews, parents were asked to describe how they 

developed confidence in their parental role from the beginning of the study to the present. 

Findings revealed that parents described their confidence as either (1) a state of being 

confident (i.e., a feeling) or (2) how they behaved (e.g. provided care) in the parenting 

role. All parents described aspects of feeling or behaving confidently throughout the 

interview; however, parents primarily described confidence as either a feeling or in terms 
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of behavior. To summarize the types, type 1 parents described how they felt about being 

confident or used emotional language and descriptions, whereas type 2 parents talked 

about how they behaved confidently in their parenting role by describing the things they 

did as a parent (e.g., behaviors) for their infant. 

A majority of parents (n=6), described confidence as an emotional state of being 

confident in their parenting role. The other four parents talked about confidence by 

describing how they provided care to their infant; they described being confident in their 

ability to engage in specific behaviors. Table 10 pairs the quantitative confidence patterns 

with the confidence type from the qualitative data with representative quotes to highlight 

the confidence findings. Most parents (n=7) used feelings to describe their sense of 

confidence and they were more likely to have an increasing confidence trajectory pattern 

(n=4) than parents who described their confidence in terms of behaviors.  

Table 10 Confidence Trajectory and Type 

Confidence 
Trajectory 

(quantitative) 

Confidence Type 
(qualitative) Representative Quotes 

Stable High (n=2) 

Type 2 – Behaving Being able to provide them with what they need, 
provide them with things that they will want.  

Type 1 – Feeling 

I guess feeling comfortable in everything that you need 
to do for your child; being in touch with your child. 
Anything different with [him/her] personality; being 
that person that knows your child better than anyone. 

Stable Low (n=1) Type 2 – Behaving 
Being able to provide for my children; I mean we may 
not always be able to give them what they deserve but 
at least I can always provide them with what they need. 

Increasing (n=4) Type 1 – Feeling 

It just kind of came naturally. When you spend the time 
getting to know [him/her] and being a part of the care. 
I don’t know if you become more confident or if you 
become comfortable. I don’t know if the two are the 
same, and then you just learn to accept things.  
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Varying (n=3) 

Type 2 – Behaving 
Knowing that I can give medicine, do everything that 
needs to be done without having to question myself and 
being able to teach others what I know. 

Type 1 – Feeling 

I trust my own decision; I don’t second guess it. It's 
just kind of instinct so I kind of just know. I feel 
confident that I’m doing the best that I can um as a 
mother. 

5.4.3 Certainty and Uncertainty in Confidence 

Regardless of whether parents described confidence as an emotional state of being 

or in terms of their caregiving, confidence shifted at times or depended on circumstances. 

Parents could easily describe times when they felt both certain and uncertain in their level 

of confidence. This fluctuating sense of confidence was not associated with either 

trajectory pattern but was situationally dependent.  

Parents used words like certain, secure, or unsure. Other frequently-used words 

were acceptance, comfort, or comfortable. Five parents specifically talked about feeling 

secure or certain in how much confidence they had: I trust my own decision; I don’t 

second guess it (P8). It just came naturally (P5). Feeling confident as a parent, knowing 

that I can do everything that needs to be done without having to question myself (P7). 

Other parents described their confidence by discussing how they accepted their situation 

or felt comfortable with it. I don’t know if you become more confident or you become 

more comfortable. I don’t know if the two are the same (P2). The confidence comes from 

just being comfortable in being in touch with your child … just being that person that 

knows your child better than anyone (P9). 

Five parents described how being physically present with their child, learning 

more about their infant, or caring for their child helped calm their fears and contributed to 
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growth in their confidence. The best way to keep him from coming back [to the hospital] 

is to educate the parent as best as you can ... I think they did a really good job on that 

because I did feel confident. We did have some hiccups, but he hasn’t been hospitalized 

because of something I did wrong. He was hospitalized afterwards but it was getting to 

that time for him to have his surgery (P10). Parents were able to remain confident 

because they held onto the belief that they were doing the best they could for their child.   

Two parents discussed feeling uncertain about how confident they felt. One 

mother talked about an upcoming appointment in which her infant would require sedation 

for an MRI, and although he’d undergone surgery and other procedures, she stated; 

there’s a lot of factors that are terrifying, so I don’t know if its confidence or you just 

accept things as they come. You know we know the doctor and we know the questions to 

ask (P2). For her, confidence was not something she did or did not have; it was tied to a 

specific situation. Another parent wondered if the uncertainty she felt in her ability as a 

parent resulted in a readmission to the hospital for her infant. Every day something new 

happens. Like when he was in the hospital for the two months, I felt like I failed him 

because I should have known something was wrong. I was like, ‘If I would have done 

things, he wouldn’t be here.’ And everybody’s like, ‘No, you don’t know.’ I have to 

remind myself that he is not like every other kid (P4). Even though this mother expressed 

uncertainty in her confidence, she had a stable high confidence trajectory throughout the 

study. Her infant also had consistently high technology dependence scores. Thus, this 

case example might be indicative of a mother who reports feeling confident in the day-to-
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day activities of parenting but questions her personal sense of confidence when faced 

with a new challenge or stressor. For both moms, confidence scores at 3 months were 

high, indicating that they felt confident in the care they provided for their infant. Despite 

their stable confidence, a parent may place limits around their level of confidence; for 

example, my confidence has improved but I don’t know if it’s going to be completely be 

at 100%, ever (P2).  

5.4.4 Contextual Influences on Medical Complexity  

There were other contextual factors that parents felt contributed to their 

confidence but did not necessarily fit into either confidence type. These included having 

other children, the difference between the experience of parenting within the hospital and 

outside of the hospital, and relationships with healthcare providers.   

Parents with other children expressed how different parenting was in the context 

of having a child with medical complexity and in the hospital environment. Several noted 

they were comfortable with ‘basic’ parenting skills like diapering, feeding, and soothing, 

but learning how to perform these skills in the hospital setting, or at home with additional 

equipment and technology, elevated the skill needed to competently perform the task. 

One mother noted, We weren’t allowed to do whatever we wanted with her … we knew it 

was coming but it was still a little blindsiding cause you’re so used to being the absolute 

primary caregiving for your children … there are those things you take for granted when 

you have normally gestated children, it’s like co-parenting with eight other moms at the 
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same time (P1). As reflected in the following quote, parents often felt as though they 

were re-mastering basic parenting skills because everything was so different: it’s just as 

overwhelming if not more than having your first child (P2). In addition to feeling 

overwhelmed, the experience of hospitalization engendered a myriad of intense emotions 

such as fear, worry, and feelings of failure. These emotions were expressed both during 

the infant’s hospitalization and at home.  

Parents reported that gaining confidence in parenting within the context of 

medical complexity was greatly improved with positive reassurance from nurses and 

opportunities for engagement in care activities. They mentioned how important nurses 

were because they answered questions, provided education, and helped parents feel 

comfortable in the hospital environment. Parents believed being present with their infant 

contributed to the infant's progress. I really do believe that me being there, getting to 

know him and being a part of his care, helped him progress (P5). A few parents talked 

about the relationship they built with nursing staff. Parents were grateful for supportive 

relationships with nurses because they provided hope, were a source of comfort during 

crises, and helped prepare them for the next steps in caring for their infant.  

However, not every parent had a positive experience establishing good rapport 

with the nursing staff. One parent reported difficult interactions with nursing staff related 

to her desire to be involved in the infant’s care. I would have loved to have known that I 

could do that [bath or other activity] …You know but I didn’t, no one took the time to say, 

‘How can I make this experience for you better? it would help to have those discussions 
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with the parents and let the parents decide how they want to be involved (P10). This 

mother talked about her concerns that decisions were being made without her knowledge 

during her infant’s hospitalization, and that staff prevented her from parenting her child 

the way she wanted. Eventually, she was able to coordinate family conferences through 

the social worker and was able to develop a mutual agreement for communication and 

decision-making. After conferences and persistent questioning, she felt she was getting 

the information she needed in order to be confident in caring for her infant.  

5.4.5 Meaning Making 

In addition to questions asked about confidence in their parenting, parents were 

asked how the experience of having an infant hospitalized with a chronic condition 

influenced them. Parents were deeply impacted both by the experience of having their 

infant hospitalized and by having an infant with long-term complex healthcare needs. 

When describing the experience of parenting an infant with medical complexity, parents 

recognized positive outcomes both personally and for their family. Parents expressed 

immense gratitude for the lifesaving measures used to save their child and the providers 

that cared for their child. Some parents saw their child as a source of strength and 

motivation to be the best possible parent: Seeing the strength babies can have. Because 

he would come back from a surgery with a smile on his face when he woke up. And 

seeing how strong he is helps me be strong (P4). This experience, be it good or bad has 

taught me a lot about myself. It's taught me a lot about what I’m capable of doing, how to 
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control my emotions and strengthened me to be stronger for [my baby] that I can do it. 

This is something that is not impossible (P6). Other parents discussed the positive 

outcomes for their family and other people in their lives; I learned to have a lot more 

empathy for people (P3). Advocating and realizing that there’s healthcare needs that 

need research and just raising awareness (P6). To take one day at a time, it really opened 

my eyes to what- what others might be experiencing. I have learned to live each day like 

it's the last day (P8). 

Even when parents had a difficult or frustrating encounter during hospitalization, 

they re-framed the situation in a positive manner in re-telling the story. Parents were 

learning how to manage daily challenges and complex caregiving associated with their 

infant’s diagnosis, and they had all found ways to incorporate caring for their child's 

special needs into their daily routine. They recognized their infant’s milestones and 

growth, even if on a delayed developmental trajectory. In summary, this quote accurately 

captures the broad meaning-focused coping strategy that the parents used to describe their 

experience: This whole experience has taught me that every day is a gift. It’s a gift with 

[my baby]; it’s a gift for us…This made me realize and appreciate just how fragile every 

moment is (P6).  

5.5 Discussion 

Our study revealed that a parent’s sense of confidence and their belief in their 

ability to be successful in the parental role often varies across situational challenges, 
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especially with parenting an infant with complex care needs. This extends current 

literature related to self-efficacy and infants with medical complexity by contributing 

evidence towards how parents gain confidence in their parenting role when faced with 

complex care challenges. These findings are consistent with self-efficacy theory in that 

becoming an ‘expert’ at parenting includes both belief in one’s own capacity and 

repeated exposure to engage in behaviors that allow the parent to become confident 

(Jones & Prinz, 2005). The two ways in which parents talked about both feeling confident 

and behaving in ways that made them feel confident is consistent with Bandura’s 

description of self-efficacy being a reciprocal process between the internal beliefs and 

engaging in specific mastery behaviors (e.g., feelings and behaviors). Confident parenting 

combines the belief that they are confident in managing a treatment regime and actual 

competency to engage in repeated caregiving behaviors. Confidence is a mechanism to 

help parents persevere with ongoing challenges and complex caregiving behaviors 

associated with unpredictable disease trajectories.  

This study was one of the first to describe confidence trajectory patterns in this 

population using two data sources. The majority of parents in this study had stable-high 

or increasing confidence, which is a normative parenting process, even in the midst of 

having a child with complex care needs. This is consistent with findings from Troutman 

et al. (2012) in which mothers of irritable infants displayed higher levels of parenting 

self-efficacy over time. This suggests that when a mother effectively responds to her 
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distress-prone infant in ways that calms her child (i.e., the desired outcome), this 

increases her sense of confidence.  

Parents whose confidence varied across time were more likely to have scores 

below the clinical cut-off index, indicating clinically low confidence and in need of 

additional support. Despite reporting higher confidence at time of discharge, two parents 

were below the clinical cut off after being home with their infant, though, their infant’s 

caregiving complexity scores had decreased substantially. Parents may be 

underestimating their level of confidence, which might be explained by the parents’ 

internal sense of self-worth not aligning with feedback from the quality of care and infant 

health status. A greater sense of worry or difficulties in family or social support might be 

affecting their perception of confidence, even though their infant is healthy and does not 

require complex care. The lower scores are likely an accurate representation of low 

confidence. To further assess reasons for clinically low confidence, a deeper assessment 

of item responses or further probing during the interview would may prove beneficial. 

Based on item responses, a parent may report confidence on questions related to specific 

parenting behaviors have lower responses on items related to stress or support in their 

parenting role, which would decrease their confidence score. Self-esteem is also a strong 

predictor of confidence (Leerkes & Crockenberg, 2002) but this was not examined in this 

study. Exploring additional interpersonal factors, like self-esteem, and social 

determinants may help explain some of the individual variability noted in the trajectories. 
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Thus, more information is needed to understand factors that may have influenced why 

some parents continue to report low confidence even after being home with their infant.  

Parents described positive aspects of parenting an infant with medical complexity 

even though they sometimes felt unsure about their confidence. Parents made meaning 

out of their situation by giving a positive value or outcome to their traumatic experience 

(Park & Folkman, 1997). These parents used positive reappraisal as a way to reframe 

their stressful experience. They attributed ‘meaning’ to their experience by speaking 

about what they learned about themselves or how they gained a new perspective. These 

coping mechanisms are useful and successful adaptation techniques to manage to 

stressful experiences (Hastings & Taunt, 2002) and meaning-focused coping can further 

enhance confidence. Beighton and Wills (2017) found that parents of children with 

intellectual disability reported a greater sense of personal strength, more confidence, and 

increased appreciation for life. These findings further support the idea that parents often 

develop resiliency when they have a child with complex care needs. Families are resilient 

and learn to normalize these extra caregiving activities and incorporate them into daily 

routines (Knafl et al., 2013). This sense of resiliency combined with confidence enhances 

a parent’s ability to successfully adapt to new and unknown challenges associated with 

medical caregiving complexity.  

Taken together, the mixed-method data indicate that confidence in the parenting 

role may simply exist for some parents, while others need to engage in repeated 

behaviors that help them gain a sense of confidence. These findings also revealed that 
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while some parents may report high confidence, they may still struggle with a personal 

sense of confidence. This discrepancy warrants further investigation. The reverse also 

requires further examination. For parents who reported consistently low confidence or 

varied in their confidence level, but could describe a secure sense of confidence during 

the interview, it begs the question, which is more reflective of a confident parent and 

predictive of better infant developmental health outcomes? 

Parenting a child with complex care needs is challenging and requires both 

parents to have both an internal sense of confidence and competence in parenting 

behaviors. This study included the perspective of one father, which limits the findings to 

mostly the mother’s perspective. Additional studies should focus on recruitment of 

fathers and encourage their participation in qualitative studies. An additional limitation is 

the use of a scale to measure confidence; a scale may lack some specificity related to 

parent perceptions of their personal sense of confidence. Parents may be more likely to 

report negative feelings about their ability to parent in an anonymous format such as a 

survey, versus an interview. A parent may report low confidence on a measure but may 

be able to articulate how they feel secure or behave confidently in their parenting role 

during an interview. The fact that some parents reported low or variable confidence 

scores but were able to describe ways they felt secure in the parenting role might indicate 

that parent self-report via questionnaires may not fully capture how parents perceive their 

sense of confidence.  
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5.6 Conclusion 

Our study findings revealed that one of the most impactful experiences to parents 

was forming a relationship with nurses. Positive reassurance and opportunities for 

engagement in care activities encouraged by nurses positively influenced a parent’s sense 

of confidence. The additional caregiving time requires patience, expert knowledge, added 

skills, energy, and often time away from other family members, such as a partner or 

siblings. Nurses are uniquely positioned to offer adaptive strategies to parents, and 

provide the additional expertise to care for infants with complex care needs, and 

encourage the normalization process (Zhang et al., 2015). It is important for parents to 

learn self-care and find a balance that is sustainable for themselves, their infant, and their 

family as a whole. 

Nurses are ideally positioned to identify parents who may have clinically low 

confidence and need support in their parenting role. They can offer emotional, social, and 

service-based support, and connect them with community-based programs. For infants 

with complex chronic conditions, there is often no decrease in the complexity of their 

care needs once they are discharged. Parents have to adapt how they manage their 

infant’s care in the home environment. They also continue to interact with the healthcare 

system through infant special care clinics and various specialist appointments, so there 

are many opportunities to identify and assess how parents are adapting and managing 

care. Proactive identification of parents who may be at clinical risk for low confidence is 

likely to reduce the frequency of emergency department visits and potential 
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hospitalizations (Coller et al., 2015). The ease with which a confidence measure can be 

administered makes it a useful tool in a variety of settings to screen parents as one 

indicator of parenting adaptability.  

The current study is one of the first to use a mixed-method approach to 

understand how parents of infants with medical complexity describe feeling confident in 

their parenting role. The knowledge revealed in the findings, from the confidence 

trajectory patterns to the detailed parent descriptions of confidence, offers a 

comprehensive view of how parents gain a sense of confidence. More qualitative and 

mixed-methods studies are needed with larger samples to offer diverse perspectives from 

fathers, adoptive parents, and teenage parents, and to follow parents for a longer period of 

time. Future studies would also benefit from including infant health and developmental 

measures in the analysis to better understand how confidence may be impacting infant 

health and development. Without doubt, parents of infants with medical complexity are 

incredibly resilient and continued assessment of how confidence and resiliency promote 

overall health and well-being of parents and infants is a top priority for healthcare 

providers and researchers.  
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6. Conclusion  
6.1 Introduction 

The purpose of this dissertation was to advance knowledge about the development 

of parental confidence among parents of infants with medical complexity. Furthermore, 

specific goals were to describe parental confidence trajectories, understand if there was 

change in confidence over time, and what factors contributed to the development of 

confidence. In order to achieve these goals, several methodological approaches were used 

throughout the dissertation’s investigations to understand how a parent develops 

confidence in their parental role. To begin, parental confidence was delineated from other 

similar concepts to set a clear conceptual foundation for use throughout the dissertation 

(Chapter 2). A summary of the specific and relevant findings from each of the 

dissertation chapters is reviewed below followed by a discussion of implications for 

clinical practices and future research.  

6.2 Concept Delineation 

Conclusions from the concept delineation demonstrated that the terms ‘parental 

self-efficacy (PSE)’ and ‘parental confidence (PC)’ could be used interchangeably. 

However, findings from this project revealed there were no separate attributes to 

delineate between the concepts of PSE or PC. A person who is confident and efficacious 

both describe a person who believes they have the capacity to perform certain behaviors 

or activities. Both measures of PSE and PC use the word ‘confidence’ to assess self-
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efficacy and confidence, as it is the only word in the English language available to us to 

operationalize self-efficacy beliefs because it isolates the concept of interest. Our 

understanding of both PSE and PC can only come from self-report measures because by 

definition, the concept assesses a parent’s personal belief in their level of confidence 

regarding their parenting behaviors.  

The term ‘competence’ references the quality of parenting behavior (Vance & 

Brandon, 2017) and is an assessment of how behaviors are completed. Yet, this term is 

often confused with self-efficacy or confidence because often researchers are measuring 

perceived competence, which is likely measuring confidence in the parental role. One of 

the main reasons for confusion with the literature is that one of the most frequently used 

measures of PSE is the ‘Parenting Sense of Competence’ Scale, measuring perceived 

competence, which has linked itself to the concept of parental self-efficacy. Moving 

forward for conceptual clarity and consistency, the term competence should be used as an 

objective measure of parenting quality done by someone other than the parent (i.e. not 

parental self-report or perceived competence). Thus, this dissertation manuscript helped 

to lay the foundation for the subsequent chapters in providing a clear, conceptual basis 

for use of the terms ‘parental self-efficacy’ and ‘parental confidence’ and competence. 

6.3 Parent Engagement 

A qualitative, secondary analysis of interviews with unit leadership from two 

intensive care units was performed to better understand how intensive care environments 
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facilitate parent engagement. It was hypothesized that greater knowledge about the 

context of caregiving in intensive care units would help inform how parental confidence 

may develop within intensive care environments.  

Interviews with unit leadership revealed three equally influential categories about 

the intensive care environment: (1) Culture of Care, (2) Relationships in Care, and (3) 

Environment of Care. Unit leaders discussed how various aspects of the care environment 

were interconnected with providing opportunities for parents to care for their hospitalized 

child. Overall, the culture, relationships, and environment provided the means for parents 

and providers to co-manage and deliver care to hospitalized infants and children. This 

study highlighted the constant struggle to provide continuity and consistency within the 

healthcare system. Unit leadership valued their responsibility to create care environments 

that optimized parent engagement and were committed to strategies facilitated true 

partnership and fostered engagement between providers and families. 

6.4 Development of Parental Confidence  

The primary dissertation study examined the development of parental confidence 

(PC) over time, influence of contextual factors (e.g., family functioning, family centered 

care, and infant medical caregiving complexity) on PC development, and whether PC and 

contextual factors predicted maternal psychological and infant health outcomes among 

infants with medical complexity. To the best of our knowledge, the findings from this 

study were the first to examine the association among these concepts in this high-risk 
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population. This longitudinal, exploratory study recruited mothers and her infant 

diagnosed with a complex chronic condition. Mothers were enrolled within three weeks 

of the infant’s diagnosis and admission to intensive care and data were collected at (1) 

study enrollment, (2) infant discharge, (3) three months after discharge.  

Findings from this investigation demonstrated a significant increase in parental 

confidence over time. Family functioning was the only significant contextual factor 

where better family functioning was associated with higher confidence. Older mothers 

and more than one child were significant predictors of higher maternal confidence. 

Interestingly, being married or living with a partner, as compared to being single, was 

associated with decreased confidence over time. Higher confidence at enrollment and an 

increase in confidence over time was predictive of positive maternal psychological 

wellbeing at three months after discharge. Additionally, as an infant’s medical caregiving 

complexity decreased, maternal psychological well-being improved. The only significant 

predictor of infant outcomes was medical caregiving complexity, which suggests that 

even though caregiving needs decreased over time, these infants were still accessing 

healthcare services and had substantial care needs.  

6.5 Perceptions of Confidence  

Finally, a mixed-methods study was conducted to further evaluate parental 

confidence. The purpose of this study was to describe how parents developed confidence 

in their parenting role by examining their trajectory patterns from self-report scores and 
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descriptions of confidence from interviews. The findings from this study indicated that 

parents described confidence as (1) a state of being confident or (2) how they behaved in 

the parenting role. These findings are consistent with self-efficacy theory in that 

becoming an ‘expert’ or confident parent includes both internal attributions about their 

own ability and repeated exposure to specific situations and tasks by engaging in 

behaviors that allow the parent to become confident.  

Parents described positive aspects of parenting an infant with medical complexity 

even though there were times when they felt unsure about their confidence. This lack of 

confidence or uncertainty was not a constant state of mind and was usually associated 

with a specific event or situation such as an upcoming procedure or new developmental 

milestones. Parents made meaning out of their situation and recognized positive 

outcomes to help them make sense of their experience. This sense of resiliency combined 

with confidence enhances a parent’s ability to successfully adapt to new and unknown 

challenges associated with medical caregiving complexity and is essential to helping 

parents feel empowered in challenging situations. Building capacity and resiliency is a 

perfect point of intervention for healthcare providers and nurses to assist parents in 

learning how to manage complex care and gain confidence in their parenting role.  

6.6 Implications for Clinical Practice 

This dissertation highlighted some important implications for clinical practice. Of 

note, the findings revealed that unit leadership viewed parent engagement as an essential 



 

 

138 

component of care delivery and, while difficult at times, were committed to helping 

parents feel as though they were a part of the healthcare team (Chapter 3). As this 

dissertation has demonstrated, the process of becoming an ‘expert’ or confident parent 

requires a personal belief in their capacity but also the ability to engage in mastery 

experiences (e.g. repeated exposure to specific behaviors). Yet, this repeated exposure, or 

ability to be a parent to their infant may be limited when an infant is hospitalized. Thus, it 

is critical that healthcare providers recognize their responsibility to help parents build 

their capacity and not simply do for them (Mooney-Doyle et al., 2017) and commit to a 

care model that supports parent engagement.  

The importance of relationships and communication between nurses and parents 

was reiterated in Chapter 5. Parents recounted how the emotional support and 

connections that were created with healthcare providers were necessary in helping 

manage the stress related to their infant’s hospitalization and gaining confidence in their 

parental role. Parents place their full trust in the healthcare team to save their child, and in 

return they want to be involved and know they are an important member of the healthcare 

team. Thus, it cannot be emphasized enough how vital nurses are in proving more than 

technical and lifesaving care to sick infants.  

Nurses are uniquely positioned to offer adaptive strategies to parents and support 

the additional expertise necessary to manage the care of infants with complex care needs 

and encourage the normalization process of parenting (Zhang et al., 2015). Nurses can set 

up the environment and create opportunities for the parent and infant to thrive within the 
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walls of the hospital that will allow them to be successful once discharged. As parents are 

exposed to complex care practices and have the opportunity to incorporate them into their 

parenting repertoire with support and guidance from healthcare providers, their capacity 

as a parent will improve. Intensive care units need to commit to a culture focused on 

helping parents gain confidence and master the care their infant requires prior to 

discharge. Not only will these practices support confident parenting, but it will facilitate 

the positive growth and development of the infant, which is especially necessary given 

the unpredictable disease trajectories often associated with medically complex infants. 

Healthcare teams could use a measure of confidence to assess or screen parents who 

might be in need of extra parenting support or additional resources after discharge. As 

our units become more technology based, access to screening tools are more readily 

available and can be easily implemented and given to parents. Comprehensive models of 

care among intensive care includes addressing emotional support needs for parents and 

providing access to resources that support them in their parenting role. If care 

environments and providers can develop ways to increase parent engagement and focus 

on quality communication between parents and providers, parental confidence will 

increase and ultimately the infant will benefit.   

6.7 Implications for Research 

There are several areas in which future studies can extend findings from this 

dissertation. Several studies have demonstrated that parental confidence stabilizes around 
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three months post-partum (Law et al., 2018; Verhage et al., 2013). Yet, this period of 

stability may only be temporary. One study noted a decline in parental confidence from 

late infancy to early toddlerhood, suggesting that with changes in infant growth and 

development, there are fluctuations in parental confidence (Lipscomb et al., 2011). But 

then, parents regain some confidence around the preschool years during a time of self-

sufficiency (Gross et al., 1994). Each study, although independent examinations of 

parental confidence, demonstrated that parental confidence likely fluctuates based on 

parent and infant characteristics and situation-dependent. To extend current 

understanding of longitudinal patterns of parental confidence, repeated measures 

spanning longer than several developmental periods throughout infancy and toddlerhood 

would allow for a better assessment of curvilinear trajectories of parental confidence and 

the temporal nature and potential contributing factors to its development. 

As noted above, periods of infant growth and development effect a parent’s level 

of confidence. Researchers have noted that difficult infant temperament and negative 

emotionality contribute to lower parental confidence (Kaaresen, Ronning, Ulvund, & 

Dahl, 2006; Lipscomb et al., 2011; Poehlmann et al., 2012; Verhage, Oosterman, & 

Schuengel, 2015). Even though results from Chapter 4 did not find a relationship between 

medical caregiving complexity and parental confidence, a connection (e.g. latent 

construct) may exist between medical complexity and infant temperament or behavior 

that need further examination (Leerkes & Crockenberg, 2002). In a larger study of both 

healthy and medically complex infants, relationships among caregiving demands, infant 
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temperament, and other parent psychosocial factors (i.e., self-esteem, marital satisfaction) 

could be examined and the extent to which they contribute to the development of parental 

confidence. The addition of these variables, which have been linked to parental 

confidence in other studies, would provide additional knowledge about the factors that 

contribute to higher or lower confidence among parents of infants, not only those with 

medical issues.  

As noted in Chapter 4, parental confidence significantly increased over time. This 

is an important finding as parental confidence is known to contribute to infant 

development and health status (Fonseca et al., 2013; Jones & Prinz, 2005). Yet, this 

finding does not highlight individual change or whether specific clusters of confidence 

may exist. Further work could examine what demographic characteristics or other factors 

contribute to the likelihood of a parenting having higher confidence verses those parents 

who with clinically low confidence? Initial patterns of confidence have already been 

identified; (1) stable (high or low); (2) increasing; (3) varying (Chapter 5), but future 

work could explore what predictors are associated with a parent being in one pattern 

verses another. Individual variability in confidence trajectories were noted among some 

study participants but currently our understanding is limited as to what additional factors 

could have accounted for a decrease in confidence over time. Are other factors, such as 

self-esteem, resiliency, marital satisfaction, social support, or other infant-related 

variables, not examined in this dissertation, that could have accounted for the variability 

and decrease in confidence? With a larger study and inclusion of addition of factors 
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discussed above, we may be able to further describe what differentiates a parent in having 

higher or lower confidence and what might lead to variability or uncertainty in 

confidence. As with most developmental process, it is important to not lose sight of 

individual variability so that supportive strategies can be provided to parents to help them 

regain their level of confidence.  

The findings from each study within this dissertation offer insight into the 

development of parental confidence and influence of contextual factors. Parenting can be 

difficult for any parent at any time without the right support and resources. Moreover, 

when parents experience additional demands associated with complex care of having an 

infant with medical complexity, their support needs and parenting requirements expand. 

In order to ensure optimal growth and development of infants who are saved by our 

advanced technology and excellent nursing and medical care, researchers and healthcare 

providers need to remain committed to supporting and engaging with parents, so they are 

empowered to develop their own level of expertise and confidently care for their child in 

the years to come. 
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Appendix A. Summary of PSE, PC, Competence Articles 
 

Author  
(Year) Sample Conceptual Definition Theoretical Level of Measurementa 

Variable 
Type 

General Self-Efficacy  (n=2) 

Benzies et 
al (2013) 

154 Mothers 
of children 
with 
disabilities  
(1 – 18 
years) 

“Self-efficacy is the belief 
in one’s own capability to 
adequately cope with 
stressful life demands or 
challenges” p. 35 

Stress 
Theory and 
Self-
Efficacy   

Global Self-Efficacy  
General Self-Efficacy 
Scale 
 

Predictor 
– IV  

Raikes & 
Thompson 
(2005) 

65 Mothers 
of infants & 
toddlers  
(2 – 36 
months)  

“Extent to which parents 
felt control over their lives 
and belief in their ability to 
change their lives” p. 183 

No theory 
referenced  

Global Self-Efficacy  
Pearlin Mastery Scale 

Mediator/ 
Moderator  

Parenting Self-Efficacy (n=21) 

Anzman-
Frasca et 
al (2013) 

110 Mother 
of infants 
(0 – 12 
months)  
 

“Parents’ beliefs that they 
can adequately care for 
their child and can handle 
situations involving their 
child” p.494 

Self-
Efficacy 
Theory   

Domain-General    
Parenting Sense of 
Competence Scale 
(PSOC) 

Predictor 
– IV 

Boivin et 
al (2005) 

2,122 
Mothers & 
1,829 
Fathers of 
infants  
(5 months)  

“Parental self-efficacy 
refers to the perceived 
ability to carry out tasks 
associated with the role of a 
parent, specifically within 
the context of caring for a 
particular infant.” p. 616 

Self-
Efficacy 
Theory   

Domain (Task)-Specific  
Parental Cognitions and 
Conduct Toward the 
Infant Scale (PACOTIS) 

Outcome 
– DV  

Coleman 
& 
Karraker 
(2003) 

68 Mothers 
& Toddler  
(19-25 
months)  
 

“Parenting self-efficacy 
beliefs are broadly defined 
as parents’ self-referent 
estimations of competence 
in the parental 
role…parents’ perceived 
ability to positively 
influence the behavior and 
development of their 
children” p. 128  

Self-
Efficacy 
Theory   

Domain (Task)-Specific  
4 Self-Efficacy for 

Parenting Tasks 
Index—Toddler 
Scale (SEPTI-TS)  

Domain-General     
5 Parenting Sense of 

Competence 
(PSOC)  

Global Self-efficacy  
6 Self-Efficacy Scale 

(SES) 

Predictor 
– IV 

Dunning 
& Giallo  
(2012) 

1022 
Mothers of 
children (0 – 
6 years)  

“A parent’s belief in their 
ability to perform 
competently in their role as 
a parent” p. 146 

Self-
Efficacy 
Theory   

Domain-General    
Parenting Sense of 
Competence Scale 
(PSOC)  

Outcome 
– DV  
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Giallo et al 
(2011) 

164 Mothers 
of children 
(0 – 4 years)  

Not clearly defined – 
Perceived competence in 
the parenting role.  

No theory 
referenced 

Domain-General    
Parenting Sense of 
Competence Scale 
(PSOC) 

Outcome 
– DV  

Gross et al 
(1994) 

252 Mothers 
of toddlers 
(12 – 36 
months)   

 

“Perceived self-efficacy is 
defined as one’s judgment 
of how effectively one can 
execute a task or manage a 
situation that may contain 
novel, unpredictable, and 
stressful elements.” p. 208 

Self-
Efficacy 
Theory   

Domain (Task)-Specific 
Toddler Care 
Questionnaire (TCQ)  

Predicto
r – IV 

Hess et al 
(2004) 

65 Mothers 
of high-risk 
infants  
(0 – 12 
months)  

“Parental self-efficacy is 
defined as beliefs or 
judgments about one’s 
competency or ability to 
be successful in the 
parenting role.” p. 424 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific  
Maternal Efficacy 
Scale (MEQ) 

Predictor 
– IV 

Hudson 
et al 
(2001) 

44 Couples 
of infants  
(0 – 4 
months) 

“Infant care self-efficacy 
reflects parents’ 
appraisal of their ability 
to perform infant care 
effectively and 
competently.” p.32   

Self-
Efficacy 
Theory   

Domain (Task)-
Specific 
Infant Care Survey 
(ICS) 

Outcome 
– DV  

Kohlhoff 
& 
Barnett  
(2013) 

83 Mothers 
of infants  
(0 – 12 
months) 

“Beliefs a parent holds 
of their capabilities to 
organize and execute the 
tasks related to parenting 
a child” (Cited from de 
Montigny, 2005, p. 390) 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific 
Karitane Parenting 
Confidence Scale  

Outcome 
– DV  

Leahy-
Warren 
et al  
(2012) 

410 
Mothers of 
infants 
(6-weeks) 

“Beliefs a parent holds 
of their capabilities to 
organize and execute a 
set of tasks related to 
parenting a child” p. 389 

Self-
Efficacy 
Theory   

Domain-General   
Perceived maternal 
parental self-efficacy 
tool (PMPS-E)  

Predictor 
– IV 

Murdock 
(2013) 

Parents (49 
mothers & 
33 fathers) 
of toddlers  
(3 – 5 
years)  

“As one’s self-referent 
estimations of his or her 
abilities to be a 
competent and 
successful parent” p. 314 

Self-
Efficacy 
Theory   

Domain-General   
1. Parental Self-

Agency Measure 
Global Self-Efficacy  
2. General Self-

Efficacy Scale  

Outcome 
– DV  

Pennell et 
al (2012) 

155 Parents 
(152 
mothers & 
3 fathers) 
of preterm 
& term 
infants  

“Parent’s judgments 
abou t their ability in all 
the common tasks of 
parenting” p. 679 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific  
Preterm Parenting & 
Self-Efficacy 
Checklist  

Mediatio
n and 
Outcome 
– DV  
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Pierce et 
al (2010) 

1836 
Mothers of 
infants & 
toddlers  
(4 – 28 
months)  

“Parents’ perception of 
their ability to carry out 
the various tasks 
associated with their 
parental role” p. 150 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific  
Parental Cognitions 
and Conduct Toward 
the Infant Scale 
(PACOTIS)  

Predictor 
– IV 

Sevigny 
& 
Loutzenh
iser  
(2010) 

62 Couples 
of infants  
(18 – 36 
months)  

“Individual’s appraisal 
of his or her competence 
in the parental role.” 
p.179 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific  
1. Self-Efficacy for 

Parenting Tasks 
Index – Toddler 
Scale (SEPTI-TS) 

Global Self-efficacy  
2. General Self-

Efficacy Scale  

Outcome 
– DV  

Shorey et 
al (2014) 

122 
Mothers of 
term born 
infants 
immediatel
y following 
birth 

“Belief held by mothers 
of their capabilities to 
perform specific tasks in 
the care of the newborn” 
p. 2 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific  
Perceived maternal 
parental self-efficacy 
tool (PMPS-E) 

Outcome 
– DV  

Spielman 
& 
Taubman
-Ben-Ari 
(2009) 

99 Couples 
of preterm 
& term 
infants  

“Individuals 
expectations and beliefs 
regarding their capacity 
to carry out the parental 
role skillfully and 
efficiently.” p. 202    

Self-
Efficacy 
Theory   

Domain-General    
7. Parenting Sense 

of Competence 
Scale (PSOC)  

Domain (Task)-
Specific 
8. Infant Care 

Survey (ICS) 

Outcome 
– DV  

Surkan et 
al (2008) 

595 
Mothers of 
infants & 
toddlers  
(6 – 24 
months)  

“A parent’s level of 
confidence in 
performing in her or his 
role as a caregiver” p. 
125 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific 
Maternal Efficacy 
Scale (MEQ) 

Predictor 
– IV 

Teti & 
Gelfand 
(1991) 

86 Mothers 
of infants  
(3 – 13 
months)  

“Judgment of ones’ 
ability to perform 
competently and 
effectively in a particular 
task or setting” p. 918 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific 
Maternal Efficacy 
Scale (MEQ) 

Mediator
/ 
Moderat
or  

Thomas 
et al 
(2009) 

5 Fathers 
of very-low 
birth 
weight 
infants 
(preterm)  

“The belief in one’s 
ability to competently 
and effectively perform 
the particular cognitive, 
social, and motor 
behaviors related to 
being a parent” p. 181 

Self-
Efficacy 
Theory   

Qualitative Interviews NA 
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Troutma
n  
et al  
(2012) 

109 
Mothers of 
infants  
(1 – 13 
months)  

“Both level of perceived 
knowledge of 
appropriate child-rearing 
behaviors and degree of 
confidence in one’s 
ability to perform 
parenting tasks” p. 45 

Self-
Efficacy 
Theory  
 

Domain-General    
1. Parenting Sense 

of Competence 
Scale (PSOC)  

Domain (Task)-
Specific 
2. Maternal Efficacy 

Scale (MEQ) 

Predictor 
– IV 

Verhage 
et al 
(2013) 

616 
Mothers of 
infants  
(1 – 13 
months)  

“Expectations parents 
hold about their ability 
to parent successfully.” 
(as cited in Jones 2005, 
p. 342) 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific 
Maternal Self-Efficacy 
in the Nurturing Role 
Questionnaire (SENR) 

Predictor 
– IV 

Confidence (n=9) 

Badr 
Zahr 
(2001) 

123 
Mothers of 
infants  
(4 – 24 

months) 

No conceptual definition  No theory 
referenced 

Domain (Task)-
Specific  
Maternal Confidence 
Questionnaire (MCQ) 

Predictor 
– IV 

Fonseca 
et al 
(2013) 

90 Couples 
of infants 
with & 
without 
congenital 
anomalies  

“Perceived level of 
competence in one’s 
parenting skills” p. 144 

Attachment 
Theory   

Domain (Task)-
Specific  
Maternal Confidence 
Questionnaire (MCQ) 

Predictor 
– IV 

Gross et 
al (1989) 

132 
Mothers of 
preterm & 
term 
infants  

“Mother’s perception of 
her effectiveness in 
managing parenting 
tasks or situations with 
her toddler.” p. 2 

Self-
Efficacy 
Theory   

Domain (Task)-
Specific  
Toddler Care 
Questionnaire  
(TCQ) 

Outcome 
– DV  

Leahy 
Warren 
(2005) 

135 
Mothers at 
6 weeks 
postpartum  

“Mother’s belief in their 
capabilities to organize 
and carry out tasks 
required in infant care” 
p. 481  

Self-
Efficacy 
Theory   

Scale constructed for 
the study – Visual 
analogue scale used to 
measure confidence 

Outcome 
– DV  

Liu et al  
(2012) 

372 
Mothers of 
infants  
(0 – 4 
months) 

“A mother’s perception 
that she is able to care 
for and understand her 
infant.”  
p. 909 

No theory 
referenced 

Domain (Task)-
Specific  
Maternal Confidence 
Questionnaire (MCQ) 

Predictor 
– IV 

Loo et al 
(2006) 

40 Mothers 
of term-
born 
infants 
immediatel
y following 
birth  

No conceptual definition  No theory 
referenced 

Domain (Task)-
Specific 
Maternal Self-
Confidence Scale 

Predictor 
– IV 
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Morawsk
a & 
Sanders  
(2007) 

126 
Mothers of 
Toddlers  
(18 – 36 
months) 

“The perception that one 
can effectively manage 
tasks related to 
parenting” p. 758 

No theory 
referenced 

Domain (Task)-
Specific  
Toddler Care 
Questionnaire  
(TCQ) 

Mediator
/ 
Moderat
or  

Olafsen 
et al 
(2007) 

215 
Mothers of 
preterm 
and term-
born 
infants 

“Mothers’ perceptions of 
their effectiveness in 
relation to specific 
parenting tasks” p. 449 

No theory 
referenced 

Domain (Task)-
Specific  
Maternal Confidence 
Questionnaire (MCQ) 

Predictor 
– IV 

Zahr  
(1991) 

 
49 Mothers 
of preterm 
infants  
 

“Maternal confidence 
has been defined as the 
perception mothers have 
of their ability to care for 
and understand their 
infants.” p. 279 

Maternal 
role 
attainment 
theory   

Domain (Task)-
Specific  
Maternal Confidence 
Questionnaire (MCQ) 

Predictor 
– IV 

Competence (n=5) 

Baker et 
al (2013) 

275 
Mothers of 
late-
preterm 
(n=49) and 
term-born 
infants 
(n=126) 

“Maternal intelligence 
that influences infant 
development and 
includes elements of 
sensitivity, 
responsiveness, and 
synchrony” p. 302 

Maternal 
role 
attainment 
theory    

Domain-General  
Parenting Sense of 
Competence Scale 
(PSOC) 

Outcome 
– DV  

Holditch-
Davis et 
al (2011) 

72 Mothers 
of 
medically 
fragile 
infants  

“Competence (parenting 
role effectiveness)” p. 36 

Maternal 
role 
attainment 
theory   

Composite score of 
interview variables, 
behavioral 
observations, and the 
HOME assessment 

Outcome 
– DV  

Mercer & 
Ferketich 
(1994) 

  

303 
Mothers of 
Infants  
(0 – 8 
months)   
  

“Mother’s perception of 
her competence in the 
role reflects her maternal 
confidence, which is a 
basic determinant of her 
capacity as a mother and 
affects her response to 
her infant.” p. 38 

Maternal 
role 
attainment 
theory   

Domain-General  
Parenting Sense of 
Competence Scale 
(PSOC) 

Outcome 
– DV  

Ngai et al 
(2010) 

184 
Mothers of 
infants at 
6-weeks 
postpartum   
 

“Reflects women’s 
perceptions of their 
abilities to manage the 
demands of parenting 
and the parenting skills 
they possess” p. 185  

Transactio
nal Model 
of Stress 
and Coping 
& Self-
Efficacy 
Theory 

Domain-General  
Parenting Sense of 
Competence Scale 
(PSOC) 

Outcome 
– DV  
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Tarkka  
(2003) 

248 
Mothers of 
infants  
(8 months) 

No conceptual definition 
provided.  

Maternal 
role 
attainment 
theory   

Domain-General  
Maternal Competence 
Subscale – Parenting 
Stress Index 

Outcome 
– DV  
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Appendix B. Interview Guide for Nurse Managers and 
Medical Directors about the Context of Care for Infants 
with Life-Limiting Disorders  
Interview Guide for Nurse managers and Medical Directors  
Year 1 Interview Questions *italics indicate similar questions between Nurse Managers and 
Medical Directors 
Nurse Manger Questions  

1. Please describe your unit’s philosophy 
related to how you involve families in 
care. 

2. What unit policies/procedures/protocols 
guide staff working with families of 
infants <24 months undergoing intensive 
treatments for life-threatening illnesses? 

3. Tell me how your unit communicates the 
plan of care to families? 

4. In what ways do you support families? 
5. Tell me how palliative and end-of-life 

care is provided on your unit. 
6. What support is provided for your nurses 

when working with families of infants 
with life-threatening illnesses? 

7. If you had the opportunity to design your 
ideal model of supportive care for 
families, what would that look like? 

Medical Director Questions  
1. Please describe your division’s 

philosophy related to how you involve 
families in care. 

2. Who would be considered members of 
a family’s caregiving team?  How do 
these members participate in care 
planning? 

3. What guidelines direct your team’s 
care of families of infants undergoing 
intensive treatments for life-
threatening illnesses? 

4. In what ways do you support families? 
5. Who is involved with coming up with 

a treatment plan? 
6. How do changes to the treatment plan 

come about? 
7. How do you hand off to the oncoming 

team? 
8. Tell me how palliative and end-of-life 

care is provided on your unit. 
9. How are decisions made to adopt new 

medical technology/treatments? 
10. If you had the opportunity to design 

your ideal model of supportive care 
for families, what would that look 
like? 

11. What support is provided for your 
physicians/providers when working 
with families of infants with life-
threatening illnesses? 

Year 2 Interview Questions *only new questions are listed 

1. Could you describe the overall 
philosophy of the unit in providing care 
for these children? 

2. Over the last year, have there been any 
changes to the unit as far as policies or 
anything new that have been different for 
the staff, or the providers? 

1. What is the philosophy and the 
mission of the unit in providing care 
for families? 

2. Who would you consider to be 
members of the family’s caregiving 
team, and how do they participate in 
the care planning? 
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3. What was the incentive or motivation to 
implement these changes? 

4. You had mentioned about the family 
presence in rounds- What is that like 
typically? 

5. Describe for me your attending schedule 
and communicating the plan of care.  

6. What is the decision-making process like 
between providers, nurses, and the 
parents of a child with a life-threatening 
illness? 

7. You mentioned family conferences; how 
often do you usually have those? 

3. Describe for me your attending 
schedule and communicating the plan 
of care.  

4. How do parents letting you know 
about something that may be a 
concern? 

Year 3 Interview Questions *only new questions are listed 

1. Last time we spoke, there was a lot of 
construction, can you tell me more about 
that and how has that made things better 
or created new challenges as far as 
providing care? 

2. How have the parents enjoyed being able 
to be present on rounds? 
 

1. Any new policies or practices since 
the last interview?   

2. What are your thoughts about single 
room unit? 

3. You mentioned quite a few things that 
have occurred since the last interview. 
Can you think of anything else? 

4. You have a new surgeon and a new 
ICU physician; how do you rotate 
schedules between the two of you? 

5. You mentioned in the beginning that 
you’ve moved toward the more family 
centered care model; tell me a little bit 
more about any other changes that 
you’ve done if there was anything else 
to move in that direction? 
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Appendix C. Technology Dependence Scale 

 SUBJECT ID:  TOTAL SCORE:  

1. Care Environnent  
(Circle one) 

Critical 
Care  
(3) 

Intermediate Care 
(2) 

Outpatient  
(1) 

Outpatient  
(non-complex) 

(0) 
2. Parental Lines  
(Circle all that apply; point 
per line)  

PAL 
(1)  

UAC 
(1) 

UVC 
(1) 

Double 
Lumen 

(2) 

PIV 
(0) 

3. Nutrition (circle all 
that apply) TPN (3) Tube Feedings 

(OG/NG/GT)(2) PO (1) 

4. Monitors  
(1 point for each 
monitor used) 

Pulse Ox 

Cardiac – 
Respiratory 

(ECG 
leads) 

BP Other 

5. Blood Draws (Circle 
one)   

Daily  
(3) 

2/3 Times a 
week  
(2) 

Weekly 
(1) 

None  
(0) 

6. Respiratory 
Assistance  
(Circle all that apply) 

RA w/NC 
(0) 

O2 via NC 
(1) 

CPAP/BIP
AP 
(2) 

Conventional 
Vent 
(4) 

Trach 
(3) 

HFV 
(5) 

7. Skin Care 
(Circle all that apply) 

Skin 
Monitoring 

Daily  
(1) 

Topical 
Applications  

(2) 

Routine 
line 

dressing 
changes (2) 

Complex 
Line Dressing 

Changes  
(3) 

Ostomy 
dressing & 

maintenance 
(4) 

8. Oral Care  
Assume daily unless 
on other meds 

None  
(0) 

Daily  
(1) 

> Daily  
(2) 

9. External Drains 
and/or Catheters 
(1 point per external 
drain)  

NG/OG  
(when not receiving feeds) Chest Tube Foley  

Abdomen 
Drains 

(penrose, etc) 

10. Mobility  
(1 point per device 
used) 

Special Car Seat Walker Wheelchair  Special 
Stroller 

11. Medications  
(For each medication 
given: Circle point box 
and add up total score: 
weekly, monthly 
scheduled meds à 
score as daily) 

Frequency: Daily  2-3x day 4-6x day Continuous 

Route: IV 1 1.25 1.50 1 

Route: PO  .5 .75 1 NA 
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Appendix D. Variable List for Mixed Model Analyses  
Variables Type, 

Time  
Description  

Parent 
study_id 

Categorical, 
Fixed De-identified label given to participants  

event Continuous, 
Fixed 

Time variable used in model; 0 = enrollment, 1 = 
discharge, 2 = three months after discharge 

Outcomes   
Parent 

pc_clean 
Continuous, 
Varying 

Cleaned total score of parent confidence scale; score 
from parent at each event 

pw_3m Continuous, 
Fixed 

Cleaned total score of psychological well-being score 
at three months after discharge  

Infant 
ed_visits 

Continuous, 
Fixed  Number of Emergency Room visits 

hospital_3m Continuous, 
Fixed Number of Hospital Admissions since initial discharge 

Predictors   
Parent 

fad_fixed 
Continuous, 
Fixed 

Cleaned average score of family functioning scale; 
score from parent at each event 

help_total Continuous, 
Fixed 

Helpgiving total score of family centered care 
practices; measured at discharge 

pc_intercept Continuous, 
Fixed  

Intercept (initial status) estimate of parental confidence 
from mixed model for each parent; used in regression 
analysis 

pc_slope Continuous, 
Fixed 

Slope (change) estimate of parental confidence from 
mixed model for each parent; used in regression 
analysis 

education Continuous, 
Fixed 

Parents indicated highest level of education: (1) high- 
school, (2) college graduate, (3) graduate school; 
changed to a numerical value for analysis.  

marital_status Categorical, 
Fixed 

Parents selected marital status option: (1) single/never 
married, (2) married, (3) living with partner, (4) 
separated/divorced 

income Continuous, 
Fixed 

Parents indicated their total family yearly income 
before taxes: (1) < 25,000; (2) 25,001 – 50,000, (3) 
50,0001 – 100,000, (4) > 100,000  

children_in_home Continuous, 
Fixed 

Total number of children, including the infant enrolled 
in the study 

health_insurance Categorical, 
Fixed 

Type of health insurance: (1) Private, (2) Medicaid, (3) 
Self-Pay (other)   

parent_age  Continuous, 
Fixed Parent age at time of infant birth 

newrace Categorical, 
Fixed 

Race and ethnicity combined into 4 categories: (1) 
Non-Hispanic White, (2) Non-Hispanic Black, (3) 
Non-Hispanic Other, (4) Hispanic 

Infant 
tds_total 

Continuous, 
Varying  

Total score of technology dependence scale; score of 
infant medical caregiving complexity at each event 
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ga_birth_num 

Continuous, 
Fixed 

Infant gestational age at birth; retrieved from medical 
record 

medications_discharge Continuous, 
Fixed 

Total number of medications on infant discharge 
summary 

los Continuous, 
Varying 

Calculated length of stay from date of admission to 
date of discharge 

total_ccc Continuous, 
Fixed 

Total number of complex chronic conditions; retrieved 
from a review of infant’s medical recorded 

sex_infant Categorical, 
Fixed Infant sex at time of birth 

dx_cat Categorical, 
Fixed 

Infant diagnosis category based on complex chronic 
condition: (1) Complex Heart Condition (2) Extreme 
Prematurity, (3) Congenital Birth Defect, (4) Other 

Sibling_rank  Categorical, 
Fixed  Sibling order (rank) of infant enrolled in this study 

prenatal_diagnosis Categorical, 
Fixed 

Diagnosis of infant medical concerns prior to OR near 
the time of birth: yes/no 

Covariates   

los_c Continuous, 
Fixed 

Calculated length of stay between admission and 
discharge; centered around average of 62 days for use 
as covariate in all mixed models  

pw_enroll Continuous, 
Fixed 

Psychological well-being score used as covariate in 
parent health regression model to control for baseline 
wellbeing  

pw_change Continuous, 
Fixed 

Change score calculated between three month and 
enrollment events of psychological well-being to 
control for parent health in mixed models; not 
significant therefore not kept in final analysis 

  



 

 

154 

Appendix E. SAS Output: Mixed Modeling and 
Regression Analyses 
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Appendix F. Purposive Sampling of Confidence 
Trajectories for Parent Interviews  
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Appendix G. Interview Guide for Parent Perceptions of 
Confidence 

 

 

  

 Interview Questions *Prompts in italics 
1.  Let’s begin with the story of your infant’s birth and admission to the hospital?  

Tell me what it was like learning of your infant’s diagnosis.  
Knowing about the diagnosis, did it change the way you thought about being parent?    

2.  Parents often describe hospitalization of their infant as a very stressful experience; 
can you describe for me how you felt during this time?  

3.  Describe what your interactions were like with the healthcare team; what things 
helped you care for your infant? 

Was there anything what was difficult for you to care for your infant in the way you 
wanted to?  

Any specific things that the healthcare team did that helped you feel more 
comfortable in caring for your baby?  

4.  Often, hospitalization of a child doesn’t just impact you as the parent, but effects the 
whole family, can you describe for me the impact of having a baby hospitalized has 
had your family? 

5.  What would you like to say to other parents who find themselves in a similar 
situation?  

Anything else you’d like to add about your experience?  
6.  One of the questions I’ve been asking all the parents, is what does being confident as 

a parent mean to you? 
Was there a point in which you felt a change in your confidence?  

7.  What about this experience has influenced you the most?  
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Appendix H. Confidence and Medical Caregiving 
Complexity Trajectories  
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